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ABSTRACT

This report presents the results of the May
2009 baseline (pre-intervention) assessment
among health care providers (HCPs), and
the July 2010 pre- and post-Training of
Trainers (TOT) assessments among HCPs,
in Ho Chi Minh City (HCMC) and Da Nang,
regarding the issue of quality of care for
victims of gender-based violence (GBV) at
health facilities in Viet Nam. As background
to the presentation of the methods and
findings of the two studies, there is first an
overview on GBV in a global perspective
and in the context of Viet Nam in particular,
including brief descriptions of previous
studies and projects on this issue, and the
legal position of the government of Viet Nam
with regards to Domestic Violence (DV).
The Pre-intervention assessment included a
combination of a quantitative survey among
400 HCPs from four hospitals, in addition to
four focus group discussions (FGDs), and 10
in-depth interviews (IDls) with senior hospital
personnel. Meanwhile, the later pre-/post-
test study, conducted to assess the impact
of TOT, simply gathered questionnaires from
the 60 participating HCPs from the same two
cities. The quantitative and qualitative findings
of both studies provide strong evidence that
the HCPs from the four hospitals have a
good basic understanding of what behaviors
constitute GBV, and recognize the need for
support services and enforcement of the
2007 Law on DV Prevention and Control.
The recognized causes of GBV included
gender inequality, traditional societal norms
and beliefs, poverty, low education and
thus low awareness, and the effects of
alcohol, among others. The consequences
of violence in general and DV in particular,
are considered serious not only for the
victims but also the family, community and
broader society. The pre-intervention
study provided information about HCPs’
experiences of providing services to violence
victims. Depending on their position at the
hospital, many participating HCPs have
directly treated such patients. Due to lack
of guidelines, HCPs do not regularly screen
patients for DV. Although the majority
of respondents reported asking patients
about GBV, mostly they did so only if they

had injuries clearly indicative of violence.
Besides medical treatment, most HCPs at
the hospitals reported providing additional
support. However, clearly their skills and
training were limited; they lack patient
management guidelines, counselling skills,
and information about referral agencies.
The hospitals in the study had few or no
IEC materials nor any public awareness-
raising activities aimed at prevention of
violence against women. HCPs also gave
their views on how to prevent and manage
GBV cases in the health care system and in
the community. Based on their experience,
HCPs suggested comprehensive measures
and specific recommendations to improve
GBV services and capacity of HCPs. The
experiences and opinions of HCPs in
each city, and of different genders, varied
somewhat. The views of HCPs detailed in
this report represent animportant foundation
for project development and implementation
in the study locations. The pre- and post-
Training of Trainers (TOT) questionnaire
aimed to assess the HCPs on the topics
covered in the training course. The results
showed that basic knowledge of hospital
staff about GBV improved significantly as an
immediate result of training. After training
all the participants were aware of the GBV
Laws and related regulations. Hospital
staff also acknowledged a greater sense of
responsibility and readiness to work with
GBV victims post-training. Almost all HCPs
(92%) indicated that they felt confident
enough to apply what they learnt from the
TOT training in their daily practice, and 72%
said they would feel comfortable using the
knowledge and skills obtained from the TOT
to train local health staff. Finally, a selection
of specific recommendations is presented,
including for training of HCPs, and issues
relating to facilities, tools, data, and
coordination of related services. Currently,
many caring HCPs in Viet Nam seek
information independently to help them
better serve patients who are victims of
GBV. But without the support of additional
training, hospital protocols, and a network
of referral agencies, their efforts can only go
so far.
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1. INTRODUCTION

In 2002, realizing the significance
and importance of health care and social
support for women victims of gender
based violence (GBV), the Ha Noi Health
Department (HHD), Population Council Viet
Nam (PCVN), and the Centre for Studies
and Applied Science, Gender, Family
and Adolescents (CSAGA), undertook a
collaborative project in Ha Noi entitled,
“Improving health care for gender-based
violence victims,” supported by the
Ford Foundation. This first project on
integrating GBV screening into medical
practice in Viet Nam was targeted at
improving health care for GBV victims
by training health care providers (HCPs)
in two hospitals and six communes and
wards. Results showed high participation
of HCPs at the selected hospitals.
Other accomplishments included a
rapid increase of the use of the HHD's
handbook for HCPs working with GBV
victims, and better networking with the
police, as HCPs became more aware of
their legal obligation to inform the police
about suspected abuse. Furthermore, the
project established two Women's Centres
for Counselling and Health Care (WCCH)
in Duc Giang and Dong Anh hospitals. The
two centres have provided support and
counselling for hundreds of victims each
year, serving as a valuable source of aid
for GBV victims in the area (Budiharsana
and Mai, 2010).

GBV issues began to be discussed
much more openly during the past decade,
and in 2007 the National Assembly issued
the Law on Domestic Violence Prevention
and Control. Yet still no national treatment
guidelines existed for HCPs to use in
screening, treating and referring GBV
victims. To build on the HHD experience
and success of the 2002 project, with
support from the Ford Foundation (FF), the
Ministry of Health (MOH) in 2009 sought
further technical assistance from PCVN to
develop and finalize National Guidelines
on Health Care for Victims of GBV, and to
begin the work of up-scaling the training
and implementation efforts to the national

level. This project, entitled, “Improving
quality of healthcare for gender-based
violence victims at health facilities in
Viet Nam,"” was also intended to further
support implementation of the 2007 law,
in addition to developing tools to facilitate
compilation of information on GBV cases
screened by health facilities nationwide.

In May 2009 an assessment study
about GBV was carried out at four
hospitals in Da Nang and Ho Chi Minh
City (HCMC), interviewing more than
400 hospital staff about their perception
and needs for a GBV screening training,
followed by training and a period of time
for application of their new knowledge
and skills, including the new treatment
guidelines. A final evaluation was to be
conducted by June 2010 to measure
the impact of the intervention (GBV
training). However, by February 2010,
the National Guidelines were not yet
finalized and the training had not been
conducted. At a coordination meeting
among project partners on March 29
(initiated by PCVN), the Director General
of the Medical Services Administration
(MSA) of the MOH (Dr Luong Ngoc Khue)
supported the appeal for finalization
of the Guidelines. However the delay
continued and the GBV training for 400
hospital staff members had not started
by the end of June 2010 - the end of the
FF grant period. After securing a no-cost
extension through October 2010, and
approval for a modification to the original
plan, PCVN conducted a pre-/post-training
assessmentinJuly 2010, instead of a post-
intervention impact evaluation. Training
of trainers (TOT) was held for 60 HCPs
(30 from Da Nang and 30 from HCMC),
representing almost 50 different hospitals,
and participants completed pre-/post-
training assessments. Consequently, this
report presents results of the May 2009
baseline (pre-intervention) assessment
of 400 HCPs and the July 2010 pre- and
post-TOT assessments of 60 HCPs as
Trainers for future MOH trainings on GBV
screening.
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2. BACKGROUND OF LITERATURE

2.1. Gender-Based Violence in a Global

Perspective

The United Nations defines violence
against women (VAW) as "“any act of
gender-based violence that results in or
is likely to result in, physical, sexual, or
psychological harm or suffering to women,
including threats of such acts, coercion or
arbitrary deprivations of liberty, whether
occurring in public or in private life.” The UN
definition indicates that this encompasses
physical, sexual, and emotional abuse,
sexual harassment by authority figures,
trafficking in women (forced labour or sex),
child marriages, dowry-related violence,
honour killings, and systematic sexual
abuse in conflict situations (WHO, 2009).

Violence against women is a universal
phenomenon, occurring in all cultures
and societies. It causes serious adverse
conseqguences to women’s physical,
mental, and sexual health, and all aspects
of women's life, and consequently also
the lives of her children. As emphasised
by Heise et al. (2002) in their recent
global overview of GBV, “Violence against
women is the most pervasive yet least
recognized human rights violation in the
world. It also is a profound health problem,
sapping women's energy, compromising
their physical health, and eroding their
self-esteem. In addition to causing injury,
violence increases women’s long-term
risk of a number of other health problems,
including chronic pain, physical disability,
drug and alcohol abuse and depression.”
The authors also emphasize the potential
effects on reproductive health, including
direct risk of infection and unwanted
pregnancy, and indirectly throughincreased
sexual risk-taking.

Initial results from the WHO Multi-
country Study on Women’'s Health and
Domestic Violence against WWomen, which
included 10 countries (including in Asia,
Bangladesh and Thailand), have shown

that DV is widespread. Reportedly, 15% to
71% of women reported physical or sexual
violence by a husband or partner, 24% to
40% of women said that their first sexual
experience was not consensual, and 4% to
12% of women reported being physically
abused during pregnancy (WHO, 2009).

Women are at increased risk of violence
and maltreatment throughout their life-
spans. A girl can be a victim of violence
even before birth if her parents choose to
abort a female foetus in favour of trying for
a male child. Or, a girl baby may be born
with developmental problems if her mother
has not had good care and nutrition during
pregnancy. A girl may be undernourished,
neglected, under-educated, and/or over-
worked as a child and youth, due to
son preference, and continue so for the
remainder of her life, increasing the
risk of poor pregnancy outcomes when
she reaches reproductive age. At any or
all points in her life she might live in a
violent environment and be the victim of
some form of GBV, at the hands of her
parents, brothers, husband, in-laws, and/
or employers.

Being a sensitive, painful, and personal
issue, GBV, especially DV, often goes
unreported. Furthermore, women are
reluctant to talk about their private trauma,
due to traditional and societal gender role
norms, poor knowledge of legal and human
rights, and lack of confidence in seeking
help. If women do want to seek help, they
often do not know where to go. If they do
seek help for injuries, patients often do
not disclose the violent cause, and they
may suffer worse health consequences
of injuries which are inadequately treated
due to lack of disclosure about the true
cause of the injury. Furthermore, without
intervention, violence is likely to re-occur
(Loi et al, 1999).
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2.2. Viet Nam and its International and National
Commitments to Address GBV

The Socialist Republic of Viet Nam with
a population of about 86.2 million (end of
2008), is located in the S-shaped strip of
land along the Eastern side of the Indochina
peninsula, bordering China to the north,
Laos and Cambodia to the west, with a
long coastline facing the Eastern Sea (South
China Sea) and the Pacific Ocean to the east
and south (MOFA, 2010).

Viet Nam was one of the first countries
to ratify the Convention on the Elimination
of All Forms of Discrimination against
Women (CEDAW) in 1979, but it has not
signed the Optional Protocol to CEDAW.
The CEDAW was adopted by the United
Nations General Assembly on 18 December
1979, and became an international treaty on
3 September 1981. Since 1982, Viet Nam
has been represented on the Committee
on the Elimination of Discrimination against
Women, a body of 23 independent experts
from around the world that monitors
implementation of the CEDAW in over
185 countries. As a member, Viet Nam is
obliged to report to the Committee on how
the rights spelled out in the Convention are
being implemented. At least once every
four years, Viet Nam is expected to submit a
national report to the Committee, indicating
the measures that have been adopted to
achieve the provisions of the Convention.

Elimination of Discrimination against
Women includes elimination of gender-
based violence (GBV) among girl-children
as well. In 1996 in Stockholm, at the First
World Congress against Commercial Sexual
Exploitation of Children, a Declaration and
Agenda for Action was formulated and
signed by representatives from 119 countries
(UNICEF, ESCAP, ECPAT International, et al.
2001). Viet Nam was a signatory at the East
Asia and the Pacific Regional Consultation
for the Second World Congress against
Commercial Sexual Exploitation of Children,
held in Bangkok October, 2001. This meeting
was attended by 252 representatives from
countries that had adopted the Stockholm
Declaration and Agenda for Action.

In June 2004, the Government of Viet
Nam approved the amended Law on Child
Protection, Care, and Education (UNICEF
EAPRO, July 2005; UNICEF, ESCAP, ECPAT
International, et al. 2001). This amended
Law ratified the Stockholm Declaration and
Agenda for Action against the Commercial
Sexual Exploitation of Children. It states
that “protection, care, and education are the
responsibility of every citizen, the family and
the State; and that all children are integrated
into the family and the community.” For the
period 2005 - 2010, the Government of Viet
Nam has developed National Strategies on
Child Protection, Integrated Early Childhood
Development, and Child Participation, which
include efforts to strengthen the capacity of
families to realize and respect the rights of
children, women, and the elderly (UNICEF,
ESCAP, ECPAT International, et al. 2001).

The 1996 Stockholm Declaration states
that “poverty cannot be used as ajustification
for the commercial sexual exploitation of
children.” Girl-child prostitution in Viet Nam
is considered a crime, yet statistics show
that 7% to 10.56% of the country’s 200,000
prostitutes are children. These children
are at risk for HIV/AIDS, pregnancy, drug
and alcohol abuse, as well as physical
and psychological violence. From 1991 to
1992, about 22,000 Vietnamese women
were bought and sold, both in and out of
Viet Nam. Vietnamese girls are trafficked to
Cambodia and Thailand for prostitution and
also to China and Hong Kong as domestic
workers (Viet Nam Country Progress Report,
2004). In response to increasing attention
to the issue of violence against women in
Viet Nam, on November 21, 2007, the Viet
Nam National Assembly passed the Law on
Domestic Violence Prevention and Control.

2.3. Studies and Projects on Gender-Based
Violence and Domestic Violence in Viet Nam

Like most other countries, Viet Nam
does not have comprehensive data on GBV.
However, several sources of data indicate
that this problem is widespread, and even
increasing. The first study of domestic
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violence (DV) in Viet Nam was reported by
the Population Council Viet Nam (PCVN) in
1998 in a qualitative report entitled, “Violence
and its consequences for reproductive
health.” Factors reported to be associated
with DV included: alcohol, drug abuse,
gambling, stress/frustration, mental illness,
and son preference. The issue of forced sex
in marriage was also raised in focus group
discussions, which revealed that women
saw it as a problem but “tolerable,” while
men did not consider it an issue to be
discussed seriously. This report was based
on recorded interviews among women
clients of the Ho Chi Minh City (HCMC)
Counselling Centre and its anonymous
“hotline” counselling (Mai, 1998; Mai and
Landfield, 1999). Other small-scale mainly
qualitative research on DV indicates that DV
occurs in both urban and rural settings, and
at all social strata (Loi et al., 1999).

In 2002, within the framework of the
demographic surveillance in Ba Vi District
(rural northern Ha Noi), 37 clusters were
selected through a random cluster sampling
technigue from a cohort of approximately
50,000 individuals (69 clusters), to investigate
the impact of DV on women's health (Nguyen
et al, 2008). A number of households were
selected from each cluster, proportional
to the total number per cluster. Married or
partnered women ages 17 to 60 years were
selected in this first population-based study
to investigate type, severity, and risk factors
of DV against women. Instruments for data
collection originated from a questionnaire
developed in the World Health Organization’s
Multi-country Study on Women's Health and
Life Experiences. A sample of 883 women
aged 17 to 60, all claiming to be married,
were interviewed. Findings showed that
the lifetime prevalence of physical violence
among the interviewed women was 30.9%
and the past-year prevalence was 8.3%,
while the corresponding prevalence for
physical and sexual violence combined was
32.7% (lifetime) and 9.2%, (past year). The
lifetime prevalence for psychological violence
was 27.9%. In most cases, the psychological
violence was severe and persistent (repeated
over time).

For lifetime and past-year
occurrence of physical and sexual
violence, three main associated
factors were:

(1) low educational levels of women and
their partners/husbands,

(2) low household income, and

(3) man having more than one wife/
partner.

For psychological violence, the
risk factors were:

(1) husband/partner has low professional
status, and

(2) wife/woman has intermediate level
of education

Polygamy is still practiced in rural
areas although it became illegal in 1960;
and officially the country has new laws
on Gender Equality and on Marriage and
Family that abolish polygamy. Women's
lack of knowledge about these laws,
especially in rural and poor areas, make
polygamous relationships a common
factor associated with DV (Nguyen et al.,
2008). Supreme Court statistics indicate
that nearly 60% of divorces are due to
maltreatment of the wife, and this figure
is rising over time. The statistics of a
counselling centre in Ho Chi Minh City
(HCMC) show that DV is the subject of
approximately 30% of the calls they
receive. Similarly, the number of calls
made to the Hotline 1088 counselling
centre in Ha Noi which relate to DV has
doubled to 6,000 calls in 2004, up from
3,000 calls in 1997 (The Population
Council, 2000; Mai, 2005).

Clearly, married women in rural Viet
Nam are heavily exposed to all forms
of serious, repeated abuse from their
husbands or male partners. DV not only
affected women'’s health but also that of
their children and other family members,
thus constituting a serious violation of
women’s rights. Given the substantial
prevalence of GBV in Viet Nam, HCPs
could play an important role because of
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their access to the general population
as patients, providing an opportunity to
screen for DV (early detection). However,
HCPs at all levels need appropriate training
in: how to address victimized women and
their partners; how to deliver counselling;
and how to pose sensitive questions to
probe violence (Nguyen et al, 2008).

2.4. Moving Forward to Improve GBV Prevention
and Care Services in Viet Nam

The results of studies mentioned
above show widespread DV in Viet Nam.
Recently, actions to improve the situation
for women have begun to be discussed
in the mass media. Although GBV is
now being treated as a social issue, is
now regulated by law, and is drawing
much attention from local authorities and
organizations, the number of organizations
providing services is small. Only in the
large cities of Ha Noi and HCMC victims
of DV can seek help from trained GBV
counsellors. Moreover, the participation
of health personnel, legal agencies, and
the police, all of whom play important
roles in the health and safety of victims,
have been almost absent (Centre for
Reproductive Health and Family, 2000;
Viet Nam Women’'s Union, 2001; The
Population Council, 2000).

In May 2006, the Consultation of
Investment in Health Promotion (CIHP), a
local NGO, initiated a30-month “Integrated
Model for Responding to Gender-Based
Violence in Clinic and Community
Settings” in  seven communities in
Cua Lo town, Nghe An province, with
support from the Ford Foundation. The
CIHP network organized hundreds of
behavioural change communication (BCC)
sessions for local men and women,

and disseminated various information,
education, and communication (IEC)
materials, including true stories of DV,
through local newspapers, radio, and
television. Reported outcomes included:
increasing percentage of women visiting
district hospitals were screened for
possible GBV and significant number of
counselling sessions for abused women.
The expanded word of mouth among
women victims of DV encouraged more
abused women to seek support and
consider options to change a relationship
with an abusive partner (Ha, Hoang
and Quach, 2009). Consequently, local
authorities began to take concrete actions,
such as sanctions against abusive men
and fines for second or third offenders.
Other sanctions were mandatory re-
education sessions on Law on Domestic
Violence Prevention and Control (which
was issued in 2007) or community service
in the commune.

Another model for DV prevention in
16 communes in Doan Hung district of
Phu Tho province, and Binh Dai district
of Ben Tre province was piloted by the
United Nations Population Fund (UNFPA)
Viet Nam. Activities included providing
GBV screening and counselling at district
hospitals, and examining referral to other
services such as reconciliation teams,
police, courts, and the Women's Union.
Target groups are local authorities, police
officers and the justice system, health
care providers, women and men, and
young people, as well as perpetrators
and victims of violence. Target policy
making bodies include the Ministry of
Culture, Sport, and Tourism (MOCST),
MOH, the National Assembly, the Viet
Nam Communist Party, and the General
Statistics Office (GSO) (Vietnam.unfpa.
org/gender.htm).

Improving Quality Of Health Care For Gender-Based Violence Victims At Health Facilities In Viet Nam




3. PRE-INTERVENTION ASSESSMENT

STUDY AMONG HEALTH CARE
PROVIDERS
The May 2009 pre-intervention

assessment of HCPs perception and
needs for a GBV screening training, and
time for application of their new knowledge
and skills, including the new treatment
guidelines was carried out among 400
hospital staff at four hospitals in Da Nang
and Ho Chi Minh City (HCMC), with the
following objectives and methods.

3.1. Objectives and Methods
3.1.1. Study Objectives - To assess:

1) GBV-related awareness, attitudes,
and practices of HCPs, especially on DV
and rape of women and girls;

2) Treatment and support available for
patients who are victims of violence,
and HCPs' experience in assisting GBV
victims;

3) Interests and needs of HCPs in terms
of training about GBV screening and
treatment guidelines, as a potential
intervention.

3.1.2. Methods

A baseline assessment survey was
conducted in four hospitals (Da Nang
hospital and Cam Le hospital in Da Nang,
and Nguyen Tri Phuong hospital and Thu
Duc hospital in HCMC). Face to face
interviews were conducted with 400
hospital staff, 200 in each city. The HCPs’
characteristics are presented in Table 3.1
(questionnaire is attached in Appendix 2).
Questions focused on:

What are HCPs' perceptions of the
situation of GBV in the area?

How do HCPs identify and assist GBV
victims among their female patients?

How do HCPs andrelevant departments/
agencies coordinate their work on
issues of GBV, and what kind of support
is needed?

In addition, four focus group discussions
(FGDs) were done, one at each hospital
(with 9to 10respondents), plus tenin-depth
interviews (IDls) with senior hospital staff:
3 at Da Nang hospital (2 male and 1 female
respondents); 2 at Cam Le hospital (2 male
respondents); 3 at Nguyen Tri Phuong
hospital (2 male and 1 female respondents);
and 2 at Thu Duc hospital (1 male and 1
female respondent). The respondents of
the FGDs and IDIs were individuals at the
policy-making level from the Obstetrics and
Gynaecology Departments, Emergency
Units, Surgery, and Trauma Centres,
including Deputy Directors and Hospital
Directors (all were physicians, except one
nurse). Respondents were informed about
the intended intervention and the purpose
of the assessment study. Participation
was voluntary and identities were kept
confidential.

Quantitative data were processed using
SPSS to show any correlations amongst the
awareness, attitudes, and support activities
for GBV victims and characteristics of the
HCPs (e.g., age, gender). Qualitative data
were analyzed to help explain and illustrate
findings of the quantitative analysis.

3.2. Results of the May 2009 Pre- Intervention
Assessment Survey

3.2.1. Socio-Demographic Characteristics of HCPs

Table 3.1 shows that out of 400 health
care providers (HCPs) participating in the
survey, most were female (78%), most
were young (only 32% aged over 40), and
about one quarter were physicians. Half of
the HCPs had worked in the health sector
for less than 10 years (62%). HCPs in Da
Nang were on average older, more likely
to be married, and mostly physicians,
compared to the HCPs in HCMC.
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Table 3.1. Socio-demographic characteristics of HCPs, n=400 (%)

Characteristics | Da Nang | HCMC | Total
Gender

Male 24.0 20.0 22.0
Female 76.0 80.0 78.0
Age

20 - 30 years 27.0 57.5 425
31 -40 years 32.0 19.5 25.5
> 40 years 41.0 23.0 32.0

Professional qualification

Physicians 30.5 19.1 24.8
Physician Assistants 7.5 6.5 7.0
Midwives 12.5 15.6 14.2
Nurses 44.5 55.8 50.0
Others (e.g., orderly, technician) 5.0 3.0 4.0

Years working in health sector

Below 10 years 47.5 71.5 52.2
10 - 20 years 315 16.0 27.0
> 20 years 25.6 12.5 20.8
Department

Medical 19.9 21.6 NA
Emergency 3.7 21.6 NA
Obstetrics & Gynaecology 16.2 17.6 NA
Surgical 30.9 31.7 NA
gg;giro(\?;sgéullg’sarnal, Paediatrics, 29.3 75 NA
Marital status

Single 18.0 50.0 34.0
Married 81.0 48.5 64.8
Divorced 1.0 1.5 1.2
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3.2.2. Knowledge and Attitudes of HCPs
about GBV

3.2.2.1. General Knowledge and Attitudes about
Gender and GBV

Culture and traditions influence
behaviours in  marital relationships,
including the perceptions about different
roles of husbands and wives. Overall, 23.3%
of respondents stated that, “man should
be the head of the family and the decision-
maker.” This figure was much higher in
Da Nang (38.0%) than in HCMC (8.5%).
A substantial number of respondents also
felt that men should show that they are
the “boss” in certain circumstances (Da
Nang 15.0%; HCMC 25.5%). Interestingly,
the majority of respondents rejected the

statements that, “a good wife should
listen to her husband even if she does not
agree with his ideas and behaviours,” and
"a woman is obliged to have sex with her
husband even if she doesn’t want to.”
The percentage of respondents agreeing
with these statements in Da Nang is 9.0%
and 9.5%, respectively, and in HCMC,
only 4.0% and 5.0%, respectively. Most
HCPs agreed that family conflicts should
be settled in a family setting (67.0% in Da
Nang; 66.0% in HCMC), although one out
of four respondents said this would depend
on the circumstances (24%; 26%). The
majority of respondents were aware that
intervention by outsiders would be needed
if a husband beats his wife often (82.0%;
78.0%). Please see Figure 3.1 below
(details are in Table A, Appendix 1).

Figure 3.1. Knowledge and attitudes of HCPs about gender and GBV

% HPCs agree

Should be dealt within family setting

A woman has a right to refuse to have sex
with her husband if she doesn’t want to

A man should demonstrate to his wife that he
is the head of the family (the boss)

There should be external interventions if the
man always beat his wife

I HCme Da Nang

Older HCPs and men were more likely
to endorse statements about the dominant
role of men in the family. However, more
female than male respondents in all four
hospitals agreed with the statement,
“women must meet their husband'’s
sexual needs” (11.2% versus 4.2% in Da
Nang, and 5.6% versus 2.5% in HCMC,
for men and women respectively).

In general, HCPs disagree that men
have the “right” to beat their wives in any
circumstances and for any reason. In fact,
a high proportion of respondents said it is
wrong for a man to beat his wife for failing to

66.0
67.0
87.5
89.5
g5
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meet his expectations for housework (94% in
HCMC; 91.9% in Da Nang). Even if the wife
is a gambler or addict, 75.9% of respondents
in Da Nang and 74.5% in HCMC reject the
husband'’s habit of beating his wife. Almost
94% of respondents in both project areas
oppose violence towards wives who refuse
sex. A fraction of respondents (16.1% in
Da Nang; 13.6% in HCMC) say “Yes” to
a husband'’s beating his wife if she insults
or swears at her husband. About 25.1% of
respondentsin Da Nangand 13.1% in HCMC
agree that a husband can beat his wife if she
has an extramarital affair. The majority of
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respondents believe that a woman has the
right to decline sex with her husband if she
is tired (98% in Da Nang; 95% in HCMC);
if the husband is drunk (90.5%; 86.5%); or
when the husband has been abusive to her
(92.5%; 91.5%).

The FGD and IDI results indicated that
although few respondents were able to give
a comprehensive definition of GBV, most
of them could mention various forms, i.e.,
physical and psychological mistreatment,
economic control, and abandonment. A
female HCP said, “GBV is about issues
between men and women, such as
mistreatment or injury of women by men,
or psychological trauma.” Another female
FGD respondent described, “GBV includes
physical and psychological violence; i.e.,
men controlling women, women controlling
men, men controlling their wives and
children.” Another depiction was, “GBV
is mistreatment against women, like in a
marriage a woman has no right to choose
her partner and no power in spending; a
wife has to stay home, do the housework.
If he shows disregard or neglects his wife,
that is maltreatment.”

3.2.2.2. Knowledge and attitudes about
domestic violence Behaviours perceived as
domestic violence

Respondents were read a list of
behaviours and asked to say whether or not
they considered them as domestic violence
(DV). Physical violence was the form of
DV most often identified by respondents.
Almost 100% of respondents (HCPs) agreed
that physical violence against women
should be defined as GBYV, including assault
that causes injury to women (99.0%); using
sticks and dangerous objects to beat and
cut women (99.5%); and beating during
pregnancy (100%).

Majority of respondents also identified
psychological abuse as GBV, namely,
scolding or insulting (97.5% in Da Nang;
74.0% in HCMC); and threatening and
controlling (94.0% in Da Nang and HCMC).
However, there was a striking difference in
opinions about other types of maltreatment
between respondents in Da Nang and
HCMC. For instance, while 94.5% of
respondents in Da Nang think that sending
a wife away from home qualifies as GBY,
just66.5% of respondentsin HCMC agreed.
Similarly, regarding preventingwomen from
participating in social activities, contacting
relatives and friends, and getting medical
treatment, in Da Nang, 78.5%, 79.5%,
90.5%, respectively, agreed that these
were forms of GBV, while in HCMC only
46%, 55.5%, 75% agreed, respectively
(see Table B, Appendix 1).

Figure 3.2. HCPs identifying specific behaviours as DV or GBV (%)
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In relation to reproductive health and
rights, 56% and 76.5% of respondents in
HCMC andin DaNangrespectively, believed
that not allowing a wife to use contraceptives
counts as DV. The proportions in each city
did not differ substantially by gender of
the respondent. Similarly, forcing a wife
to have sex against her will was identified
as DV among 88% of respondents in Da
Nang and 80% in HCMC. The proportion
of women respondents who considered
having extramarital sexual affairs to be DV
is higher than that of men in both study
locations (67.1% versus 56.3% in Da Nang;
46.9% versus 37.5% in HCMC).

Based on findings from the FGDs and
IDls, four main types of DV were identified:
physical, psychological, sexual violence and
economic violence. One male respondent
said, “DV includes the behaviours of men
which cause physical and psychological
wounds to women. This includes making
women sad and worried and making them
leave home, and beating women.” A
female respondent identified other forms
of DV, "causing physical hurt or humiliation
to women, dominating family economic,
money, or other valuables, and putting
pressure on women. "

Wives, daughters-in-law, and
daughters, were all identified by FGD and
IDI respondents as common targets of
various forms of DV. The most commonly

mentioned form of DV was husband
against wife. A male respondent said,
"I think in Vietnamese families women
suffer more maltreatment and violent
behaviours.” But a female HCP added,
“... a narrow perspective, DV occurs
between husband and wife. But there
is also children’s maltreatment of their
mothers, and abuse among siblings. It is
not limited to physical violence like beating,
but includes sexual and psychological
violence.” A male respondent said, “[It
includes] brothers beating sisters, children
abusing their mothers, and grandchildren
against grandparents.”

Perceived severity of domestic
violence behaviours

Opinions varied about the seriousness
of different DV behaviours. Physical
violence was viewed as most serious,
especially beating women (49% in Da
Nang; 37.5% in HCMC), beating pregnant
women (93%; 84.5%); and using sticks
and dangerous objects to beat women
(86%:; 77.5%). Fewer HCPs considered
psychological violence to be serious. Only
26% of respondents in Da Nang and 20%
in HCMC think that humiliation by scolding
and insults is very serious; and 45% in Da
Nang versus 19% in HCMC think sending
women away from home is very serious.
See Figures 3.3 and 3.4.

Figure 3.3. Perceived severity of domestic violence behaviours - Da Nang
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Figure 3.4. Perceived severity of domestic violence behaviours - HCVIC
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In general, almost all forms of
physical and psychological violence were
considered to be serious or very serious.
In each case, the proportion of HCPs who
considered the listed behaviours to be very
serious was smaller in HCMC than in Da
Nang (Table C, Appendix 1).

Women respondents were more likely
than men to judge each form of violent
behaviour as very serious. In HCMC,
more women than men gave this label to
assaulting (38.1% versus 35.0%); beating
pregnant women (85.6% versus 80.0%);
hitting women with sticks or dangerous
objects (80.0% versus 67.5%); scolding
and insulting (23.1% versus 7.5%);
neglect (16.9% versus 5.0%); and forcing
to give birth (20.6% versus 7.5%). The
data in Da Nang were similar. FGD and
IDI participants in both project areas also
provided similar responses. The majority
agreed that all forms of DV have serious
consequences for victims. However,
they tended to emphasize the greater
seriousness of physical violence.

At least half of respondents
rate unprotected sexual violence (no
contraception) as serious or very Serious
(71.5% in Da Nang; 50.0% in HCMC).
Likewise, about 84.5% of respondents in

Da Nangand 70.0% in HCMC rate coercing
to have unwanted sex as serious or very
serious; 68.5% in Da Nang and 49.0% in
HCMC consider having extramarital sexual
relationships as serious or very serious.

Causes and consequences of
domestic violence

Economic  causes have been
documented in previous studies as the
causes of DV, with about half of respondents
mentioning economic issues as a source
of conflict. When asked if they knew of
any causes of DV, approximately half of
the participating HCPs in both locations
mentioned economic issues, while about
half also mentioned other problems including
extramarital affairs, gambling/drunkenness/
drug use, and other marital conflict (Figure
3.5). Other issues identified by fewer
respondents as causes of DV included conflict
over children’s education (<15%), marital
sexual issues (<20%), conflict between wife
and in-laws (<25%), and effects of the male
superiority belief (<30%).

There were notable differences of
opinion between HCPs in Da Nang and
HCMC on two of the potential causes of DV.
An extramarital affair by one spouse was
noted as a cause by 52.5% of participants
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in Da Nang, versus just 38.5% in HCMC.
Similarly, gambling/drunkenness/drug use
was mentioned by 54.5% in Da Nang,
but was only cited by 43.5% in HCMC.

On other issues, the proportions of
respondents identifying them as causes of
DV were similar between the two locations
(less than 10% difference in rates).

Figure 3.5. Causes of domestic violence mentioned by participants (%)

Note: 2.0-4.0% said they don’t know/gave no answer.
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The most notable difference by gender
of respondents in opinions about causes
of DV was that in HCMC, men were
much more likely than women to identify
economic problems as a cause of DV
(65.5% versus 45.6%).

In FGDs and IDls, the belief that men
are superior to women was identified as a
root cause of DV. One male participant said,
“The root cause is male chauvinism.” This
belief is particularly strong in rural areas.
Another male participant explained, “From
the time of feudalism to the present, men
have been superior to women and son
preference is embraced by many. Equality
does not really exist. In fact, my relatives in
rural areas still hold this view."”

Son preference can lead to forcing a
wife to have more children until she bears
a son to continue the male line. This can
seriously impact women’s health, and
also increase the domestic workload and
economic burden. Afemale FGD participant
described one case, “[Her] husband forced
her to give birth to a son, who should
support him in his old age. This is required
as a form of a wife’s love to her husband.
Therefore, although she was 44 years old,

she tried to get pregnant, hoping to have
a boy. It is really hard on her. It made her
health poorer, and put her life at risk, just
to meet her husband’s desire for a son.”
Beliefs about male superiority persist
among well-educated men of high status.
One male participant admitted, “The
feudal beliefs still remain, so maltreatment
[against women] still exists. We, men,
still believe that women must submit to
men. We read books and newspapers,
even go abroad and hear about equality
between men and women, but at heart
we still believe [in the superiority of menl].
We grew up in families with parents and
friends who held such beliefs.”

Low educational attainment was also
repeatedly identified as a root cause of DV.
One female participant at Thu Duc hospital
said, “Those with poor schooling are not
aware that their behaviour is violent. They
do not admit any wrong-doing, so the
victims must endure.”

Economic difficulties, including debts
and poverty, are recognized as the cause
of stress which leads to quarrelling and
beating. Social problems like gambling,
drunkenness, and lack of knowledge
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exacerbate the problems. The economic
dependence of women in the family
keeps them in a subordinate position.
As described by a male participant, “In
some families, when the wife does not
contribute to the family economy, even she
does housework well, she is considered a
‘freeloader.” The husband, thinking that he
feeds the family, has absolute power and
always shows his superiority.”

The opinions expressed in the FGDs
and IDIs, as well as on the questionnaire
responses, indicate that alcohol and other
social problems are amongst the causes of
DV.Inboth studylocations, itwascommonly
said that men only beat their wives when
drunk. As one male FGD participant said,
" After working hours, a man drinks wine
with his friends, gets drunk, and he might
hit his wife when he gets home, instead
of giving her money. Drinking is closely
associated with domestic violence.”

Other causes, including extramarital
affairs, difference in lifestyles or conflicts
caused by involuntary marriage were also
identified.

The consequences of DV against
women are evident. The collected data
document a wide range of negative
physical and psychological effects on the
victims, their families and children, as
viewed by the respondents. The survey
questionnaire provided a set of choices
regarding potential consequences. The
responses focus mainly on physical
health and safety (90.5% in HCMC,
86.0% in Da Nang); followed with mental
health (88.5%; 83.5%); family happiness
(40.5%; 65.5%); and child development
(37.0%; 53.5%). Other less commonly
identified consequences are impact on
family economy and reproductive health
(see Fig. 3.6).

Figure 3.6. Consequences of domestic violence (%)

Note: 0.5-2.5% said they don’t know/gave no answer
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Analyzing the perceived consequences
of DV by gender of respondents, men in
HCMC were more likely than women to
mention the impact on physical health
(97.5% versus 88.8%). In Da Nang, this
gender difference was less pronounced
(89.6% versus 84.9%). In both cities,
women more often than men mentioned
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consequences to the development of
children: 39.4% versus 27.5% in HCMC;
62.5% versus 50.7% in Da Nang. Women
were also much more likely to mention the
negative consequences for reproductive
health (34.2% versus 15.8%) and family
economy (31.3% versus 14.6%).
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Qualitative data from the FGDs and IDIs
provide more information about each of
these potential consequences of DV. Some
of the specific consequences mentioned
are intense moods, family instability, and
injuries. A male respondent at Da Nang
hospital said, “Physical violence absolutely
has physical consequences. In hospital,
| saw women who had been beaten by
their husbands and gave birth prematurely
or miscarried. Psychological violence
plunges women into sorrow, insomnia,
sense of inferiority and isolation. All these
may lead to other consequences in the
long run, including chronic conditions
such as hypertension, colitis.” A female
participant added, “The women who are
physically maltreated, and psychologically
abused, are prone to sadness and isolation
or withdrawal (depression) and illness.”
A male FGD participant mentioned other
consequences: “First, it has adverse
impact on marriage. Second, it possibly
makes the family fall into poverty.”

When men excessively maltreat their
wives, divorce is a likely outcome, and
this has far-reaching consequences. A
female FGD participant said, “Divorce
is the last resort. It breaks a family.”
Meanwhile, a male FGD participant said,
“When women cannot bear it, they accept
break-up. Children in such families suffer
a lot.” Many assert that children suffer
most from all types of DV, leaving them
with long-term mental trauma. As one
male respondent explained, “Definitely,
DV has impact on children, ...all negative.
Daughters living in violent families are
inclined to accept violence when they
grow up. Sons ...might become violent to
their wives when they marry.”

3.2.2.3. Knowledge and attitudes about rape and
sexual assault

Sexual coercion, including rape against
women and girls, is another aspect of
GBV. Although rape is a serious concern, it
apparently occurs rarely in some localities,

and not all HCPs have met or treated rape
victims. Even so, almost all respondents
(99.5% in Da Nang, and 99.0% in HCMC)
agreed that rape is a form of mistreatment
against women (1 and 2 respondents,
respectively, disagreed). Also, 99.0%
of respondents in Da Nang and 95% in
HCMC said rape of girl children is a form of
mistreatment (in Da Nang, 1 disagreed, and
1 gave no answer; in HCMC, 7 disagreed,
and 3 gave no answer). Regarding severity
of rape, in Da Nang, 99% said rape of a
girl child was very serious and 1% said
serious, while in HCMC, only 90.5% said
this was very serious, 5.5% said serious,
and 4% did not answer. Also in Da Nang,
98% said rape of a woman is very serious,
while 1.5% said serious and 0.5% (1
person) said it was not serious. In HCMC,
only 86.5% considered rape of a woman
as very serious, 12.5% said serious, and
1% (2 respondents) gave no answer.

Respondents say that sexual assaults
against women and girls are caused
by pornographic movies (64.5% of
respondents in Da Nang, 51% in HCMC),
drunkenness/drug use (54.0%; 43.5%) and
changes in morals (9.5%; 21.5%). There
are no notable differences in these figures
by gender of respondent. This behaviour is
rarer than other forms of GBV, according
to FGD and IDI respondents, based on
their observations and experience of
treating victims of sexual assault. A male
respondent said, “Some people behave
violently after aphrodisiac pills.” A male
FGD participant said, "l think they are
psycho. They should be penalised for their
violent behaviour.” Some respondents
blamed pornographic movies accessible
through the internet, saying that, “There is
plenty on the internet. My husband says
there are numerous sex clips.”

Perceptions of the consequences of
rape are shown in Figure 3.7. Negative
effects on mental health are the main
perceived consequence (93.5% in Da
Nang; 95.5% in HCMC), and, to a lesser
extent, effects on physical health.
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Figure 3.7. Consequences of rape in women and girls (%)

Note: 0.5-2.0% said they don’t know/gave no answer
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Qualitative findings supported the
quantitative data. Although the incidence
of rape of women and girls is lower than
other types of GBV, the consequences of
this type of violence are viewed as very
serious, especially for young girl victims. A
female respondent said, “I think it is very
serious. A girl at 4 or 5 years old who is
raped will have serious mental trauma.” A
female FGD respondent said, “girls who
are raped can develop malformations; for
example, a girl who came to be examined
at our hospital couldn't stretch her body,
arms and legs. Some raped girls suffer
afterward from mental illness. Others, get
pregnant and have to give birth. It is really
pitiful.” Respondents recognized that the
negative effects on physical and mental
health can be long-term.

3.2.2.4. Knowledge of GBV-related laws and
regulations

Having knowledge on the laws on
DV or GBV is essential for HCPs who
treat victims. But many do not know
enough. Only 41% of respondents in Da
Nang and 67% of those in HCMC said,
“Yes"” about whether they knew of any
laws or regulations aimed at prevention
and treating GBV. Qualitative findings
also indicate very few respondents had
directly read relevant legal information.

Many respondents admitted that
although they had heard about the new
Law on DV, they do not know the clauses
(details) or articles defining the GBV violent
behaviour. They have heard about the laws
on TV, but they cannot name the laws, or the
associated penalties for different violations.
A male FGD respondent explained, “l've
only known about it for a few months. |
started to be concerned about this issue
recently when documentaries on GBV
were aired. After that, there was a law on
DV, but | haven't studied it."”

Some respondents who have accessed
relevant documents and learned about
intervention expressed positive support
to help GBV victims. A male respondent
said, “I know some articles of the law...
if a husband beats his wife or maltreats
her, the wife can report it to the authority.
If it is a serious beating, she can report
it to police. In case of serious violence,
the wife will be sent for forensic tests.”
One female respondent who seemed to
be well informed, said, “lI've read the
law on violence prevention or DV. This
law was promulgated in November 2007
and came into effect on July 1, 2008.
I've read every word of the law. | know
that the law on family and gender is also
an important law. | learned about gender
equality issues because | often read Phu
Nu (Women) newspaper. My family buys
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Phu Nu newspaper and Phu Nu TP HCM
(HCMC Women) newspaper almost daily.
I'm concerned about gender equality, but |
think we mostly focus on gender equality
in the workplace, and not on DV.”

Figure 3.8 shows the responses of
the HCPs who said they knew about laws
aimed at controlling GBV, grouped by which
kinds of GBV behaviours they believed

to be controlled under current laws or
regulations. Responses differed between
Da Nang and HCMC. The respondents in
Da Nang were more likely to know about
GBV-related laws pertaining to physical
violent crimes (74.4% versus 59.7%),
verbal abuse (35.4% versus 29.9%),
violation of monogamy law (18.3% versus
10.4%) but less likely to name rape than
HCMC HCPs (69.5% versus 92.5%).

Figure 3.8. HCPs able to mention violent behaviours regulated by laws
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Just 41% of HCPs in both study
locations (approximately equivalent for
men and women) knew about the 2007
Law on DV, and knowledge of other
relevant documents, such as the Law on
Gender Equality, was similarly low. One
FGD respondent admitted, “[l] don't know
about the Law on Domestic Violence. |
thought laws on GBV and gender equality
did not exist.” Only 9.8% of respondents
in HCMC and 14.6% in Da Nang had
heard about the issuance of these legal
documents that mandate the provision of
health care for GBV victims.

Data from the IDIs confirm that
regardless knowledge on Law on DV,
many HCPs consider rape as a serious
crime. One female respondent said,
“I don't know precisely, but | know
raping adolescents is a crime.” A male
respondent said, "l don’t know in depth,
but | think in Vietnamese legislation, rape

is a severe crime. A few days ago, | read
about itin a newspaper and it seems that it
is a crime punishable by the death penalty.
| don’t know which article stipulates this
law.” Some people know about laws
from particular incidents they have heard
about. As one female respondent said,
“Two guys who raped a girl [treated in
my hospital] were sentenced by the court
from 5 to 10 years "“imprisonment.”

It is not compulsory for HCPs to
know every detail of the laws, as law
enforcement officers must. But it
is necessary for them to have basic
understanding of the laws in order to
provide advice to patients who are GBV
victims or perpetrators, or potential
victims or perpetrators. Data from this
study confirm the previous GBV study
in Ha Noi that concluded more attention
should be paid to this issue during training
and project implementation.
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3.2.3. Experience of Health Care Providers
Working with GBV Victims

Experience is defined as direct
experience or getting stories from friends
and colleagues about DV case detection,
treatment, and counselling. A total of
83% of respondents in both locations
had experienced a contact with female
DV victims. In the past two years, the
proportions were 73.3% in Da Nang and
67.5% in HCMC.

3.2.3.1. |dentification of GBV cases among
patients

HCPsindicatedthatthey detectviolence
victims amongst their patients based on
direct observation, and by speaking with
patients and their relatives. Sometimes
patients or their relatives describe the
experiences openly. The following data
describes methods of identifying victims of
DV as used by the HCPs in the study who
had ever had contact with such patients
(83% in Da Nang and 82.5% in HCMC).

As shown in Figure 3.9, in both
study locations, approximately 50% of
the HCPs said that they had identified
DV victims by directly asking patients.
Many HCPs also had the experience of
the patient telling them directly about
the problem (60.5% in Da Nang and
53.3% in HCMC), or the relatives telling
them (42.5% in Da Nang and 29.1% in
HCMC).

In Da Nang, detection of DV victims
did not differ greatly by gender of the
HCP respondent. Findings showed that
31.3% of female and 26.5% of male
HCPs have detected violence victims by
wounds. Meanwhile, 54.2% of female
and 50% of male HCPs have asked
patients if they are victims of violence.
In HCMC, the proportions of female
HCPs who have detected DV victims by
various methods is consistently lower
than among male HCPs (seeing wounds,
27.4% versus 44.2%; asking patients,
49.2% versus 55.8%; patients tell,
58.1% versus 67.4%; patient's relatives
tell, 39.5% versus 51.2%).

Figure 3.9. How HCPs have detected victims of violence among patients (%)
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FGDs and individual IDIs shared is to ask patients about their situation

different ways of detecting GBV cases.
Some HCPs ask patients about GBV
possibility before giving treatment. As
one male respondent said, “My principle

in order to identify the exact position of
injuries, what objects caused the injuries,
and to determine the severity of injuries.”
As described by one female respondent,
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skills and experience are required: “First,
you need good medical eyesight so that
you can differentiate wounds caused
by accident or by beating. When you
know that it is by beating, you can open
communication by saying, ‘Well, | think
your wound is caused by being beaten.
If you tell me, | could help in treatment.’
Or, 'By checking, we can see that the
wounds seem serious not only outside
but also inside. It's fortunate that we have
discovered this early or otherwise it could
be dangerous.”Patients would be scared
and tell you everything. Sometimes, the
patient looks very sad and when you ask
just one question, she started to cry and
tell you her story. So, the skills of HCPs
are very important.”

Other HCPs treat first and investigate
causes later. As one male respondent
described, “we cure the injury first and deal
with causes later. When | asked why she was
injured, she told me other things. She might

not tell you on the first time, but she will if
you try a second or third time.” As a female
FGD participant said, “VWhen patients come,
you should provide first aid. After that, you
can talk about it and give advice. Get them
familiar with you first, do not ask about their
violence experience right away.” Similarly,
a male FGD respondent said, “Sometimes
[the victims] are not in the mood to speak,
but after treatment, they resume balance
and are in a better mood. Then we can ask
and they will probably tell.”

The types of violence experienced
by patients of HCP respondents include
beating and kicking, even in pregnancy,
scolding and insulting (verbal abuse), rape,
and neglect among others (Figure 3.10).
The proportions varied somewhat by study
location, with higher proportions reporting
all forms in Da Nang city, except for rape
which was more commonly mentioned
by respondents in HCMC (35.2% versus
29.3% in Da Nang).

Figure 3.10. Types of domestic violence experienced by patients of
HCP respondents (% answering “Yes”)
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The types of injuries caused by
DV reportedly included:

1) physical wounds (88% in Da Nang;
84.8% in HCMC),

2) broken
13.9%),

legs or arms (35.9%;

3) dangerous injuries, such as to the
head or chest (562.7%; 23.6%),

4) miscarriage (19.8%; 12.1%),

5) injury in sexual (27.5%;

24.8%), and

organs

6) psychological trauma/tension/stress/
illness (75.4%; 54.5%).

3.2.3.2. Experience of providing services for
victims of violence

Examination and treatment

HCPs play the role of identifying,
assessing, and providing treatment for
injuries and trauma. Besides medical
treatment, HCPs can provide counselling
and support.

In this survey, 54.3% of respondents
in Da Nang and 61.5% in HCMC have
directly examined GBV patients, and
almost 90% of respondents in Da Nang
and 75.6% in HCMC have directly asked
patients whether wounds were caused by
violence (Figure 3.11).

Figure 3.11. HCPs who have directly examined GBV patients, and
asked patients whether wounds were caused by violence (%)
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Results showed that the number of
HCPs at the two hospitals in HCMC who
had asked a patient directly about their DV
experience is smaller than at the hospitals
in Da Nang. This is despite the fact that
the number of HCPs in the study sample
working in positions providing treatment to
GBV victims in HCMC is higher than in Da
Nang.Amalerespondentat DaNanghospital
said that he found out a pregnant mother
was beaten by her husband by asking, “...
please describe the circumstances of how
you got such wounds.”

Directly ask

The reasons why a number of HCPs
may examine patients without asking for
information whether the patient is a GBV
victim include: lack of time (9.1% in Da
Nang; 16.7% in HCMC); uncomfortable
to ask (18.2%; 6.7%); consider it a
private matter for the patient (9.1%;
36.7%); afraid to embarrass the patient
(27.3%; 23.3%); focus on medical
treatment (36.4%; 36.7%); not part of
job requirements from Ministry of Health
(9.1%; 3.3%).
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The same reasons were also described
by respondents in the FGDs and IDIs. As
a male FGD participant said, “I really don't
have enough time to take care of them.
The hospitals receive a lot of patients.”
In the FGD, a male FGD respondent said,
“In fact, it appears absurd to ask patients
about GBV when they come just for an
examination. | will ask only if | see or hear
that the patient has suspicious symptoms.
It's up to them whether or not to tell us
their story.”

Amongst the HCPs who ask directly
questions on GBV, 43.4% in Da Nang
and 23.7% in HCMC tend to ask at initial
patient visits, while 39.4% in Da Nang

and 10.8% in HCMC ask frequently during
other examinations. The proportion of
HCPs who regularly ask about the cause
of injuries is approximately 30% in both
study locations. Very few HCPs (3.2% in
HCMC and 5.1% in Da Nang) regularly ask
questions about DV during a prenatal check-
up (Figure 3.12). This means most have
never asked patients about DV during a
prenatal check-up (92.5% in HCMC, 89.9%
in Da Nang). Evidently a large number of
obstetricians seldom or never ask about
possible DV during regular examinations or
prenatal check-ups, representing a missed
opportunity to identify and assist victims or
potential victims of GBV.

Figure 3.12. HCPs who regularly screen patients for GBV in different

situations (%)
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Medical care and spiritual support Overall,  about  three-quarters  of
for victims of GBV respondents  (69% in HCMC; 87.5%

It was found that among all the HCPs
who directly examine violence victims, 78%
in Da Nang and 54.8% in HCMC provide
treatment and spiritual support to the patients.
Reportedly, almost all victims are provided
treatment in their hospitals, and just a small
number are referred to higher-level hospitals.
Such referrals are made due to the severity of
their conditions (20.2% in Da Nang; 9.7% in
HCMC); lack of forensic examination facilities
(4.6%; 21%); or lack of adequate equipment
for examinations (2.8%; 4.8%).

in Da Nang) affirm that HCPs, whether
physicians, physician assistants, nurses,
or midwives, have the responsibility to help
victims. When asked who is responsible for
providing support to violence victims beyond
medical treatment, 80% of respondents in
Da Nang and 54% in HCMC affirm that it
is the responsibility of physicians, physician
assistants, and other HCPs at the hospital. A
small number of respondents even mentioned
specific treatment and care responsibilities for
different HCP types and levels of seniority.
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In the past 2 vyears, 42.5% of all
HCPs at the two hospitals in HCMC have
examined and given treatment to violence
victims. The vast majority of these (86%)
have examined and treated 1 to 5 violence
victims, while 14% have handled 6 to 10
such patients. In Da Nang, only 26.5% of
HCPs had examined and treated violence
victims in the past 2 years. Of those,
75.5% had served just 1 to 5 such patients,
13.2% 6 to 10, and the remaining 11.3%
had served 10 or more victims of violence.

Besides medical treatment, HCPs at all
four hospitals provide “spiritual” support
(more than 90%), counselling for victims

to protect themselves and their children
(approximately 20%), and sometimes other
services, including information about other
resources, referrals to other centers, and
arranging temporary shelter (see Figure
3.13). The proportions of HCPs offering
such services at the two study locations
did not differ substantially, except that
substantially more referrals to counselling
centers were reported in HCMC than Da
Nang (9.5% versus 3.0%). Perhaps there
are more counselling and consultation
centers for marriage and family issues in
HCMC, and/or more HCPs in HCMC with
a better understanding of these services.

Figure 3.13. HCPs provision of care and support beyond medical

treatment (%)
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Clearly, there are many HCPs who offer
help beyond medical treatment, including
sympathy, encouraging words, advice,
and counseling. A few have even provided
material support for victims in difficulty.
As one female respondent at Da Nang
hospital said, “The violence victims who
go to the hospital will certainly get medical
examination and treatment first. Then
we provide as much support as we can.
Maybe we help them in finding a solution
for their family, or suggest they seek help
from other sources.”

However, findings from IDIs and FGDs
indicate that a small number of HCPs just
fulfil the minimal obligations of the medical

profession and do not offer any additional
support. A female respondent admitted,
"... I don’t know what | should do to help
them. | just give them encouragement.”
And a male respondent said, “We just
give medical treatment. We do not apply
psychological treatment. ... We just focus
on curing patients. If they don't tell us about
their violence incidence, we don't ask or
send them to support centers.” One FGD
respondent said, “They are discharged from
hospital right away when the treatment
is done. | don’t know how to help after
medical treatment.” These answers reflect
HCPs' needs for GBV training on screening
and care for violence victims.
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HCPs at the four study hospitals
have provided additional support, besides
medical treatment, to victims of rape
and sexual assault. It should be noted
that rape victims go to health facilities or
hospital just for preliminary examination,
after which they may be sent elsewhere
for forensic examination. Depending on
their professional positions, HCPs have
different roles, including direct treatment
and counselling. As one male respondent
said, “when | receive patients | will send
them to the appropriate department for
examination. For instance, sexual assault
victims can be sent to the obstetric
department. Victims with injuries may
be sent to surgery. | work for the internal
medicine department.”

Coordination  amongst relevant

agencies in helping victims

About two-thirds of HCP respondents
say they know of institutions and agencies

that can help violence victims (70% in
Da Nang; 63% in HCMC). The Women's
Union was most often mentioned in both
study locations (by 66.7% of HCPs in
HCMC, 70.7% in Da Nang). In HCMC,
approximately equal proportions of male
and female HCPs knew that the Women's
Union is active in dealing with cases of
violence against women (67% of female
HCPs, 65.6% of males). Meanwhile, in
Da Nang, it was more often mentioned
by male respondents (75.8% versus
69.2%). Counselling centers were only
mentioned by 15.0% of HCPs in Da
Nang, and 11.1% in HCMC. All other
types of assistance agencies were much
more often mentioned in Da Nang than
in HCMC, including the local government
authority (58.6% in Da Nang; 27.8%
in HCMC), the Police (49.3%; 38.1%),
justice  departments/courts  (29.3%;
13.5%), the Youth Union (22.9%; 7.1%),
and mediation groups (29.3%; 8.7%)
(see Table 3.2).

Table 3.2. HCPs knowledge of institutions providing support for victims
of violence (%)

Institutions
providing
assistance to
violence victims
Know any: 70.0 63.0
Among which:
Police 49.3 50.7 - 38.1 61.1 0.8
Justice / courts|  29.3 70.7 = 13.6 85.7 0.8
Local Authority 58.6 41.4 - 27.8 71.4 0.8
Women's Union| 70.7 293 = 66.7 32.5 0.8
Youth Union 22.9 771 - 7.1 92.1 0.8
Mediation groups| 29.3 70.7 8.7 90.5 0.8
Counseling centers 15.0 85.0 1.1 88.1 0.8
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The opinions expressed during FGDs
and IDls supported the quantitative data.
Most respondents did not mention support
centers for DV victims. Some HCPs have
admitted being completely unaware: “It
appears | haven’t heard about it” (male
interviewee); “There are no such centers”
(FGD participant); “I don't know. It is our
shortcoming” (female interviewee).

Among those who know of the
existence of such organizations, many did
not know the name or address. As one
female respondent said, “Probably, there

are such organisations but | don’t know. An
organisation which can help GBV women
is the Women's Union or department of
labour, soldier invalids, and social affairs.”
And a male respondent said, “I'm a
physician but | don’t know whether there
are such organisations in my locality. I've
travelled here and there and I've heard
about DV. | think the Women's Union can
provide help to violence victims, right?
From the level of city to grassroots, we have
Women’'s Unions.” Some respondents
mentioned knowing an individual or a study
supporting violence victims.

Figure 3.14. HCPs working with other agencies to provide assistance

to violence victims (%)

Note: In Da Nang, 7.5-8.7% did not know or did not answer
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Only a small number of HCPs knew
where to seek help for violence victims, but
even these respondents did not have a sense
of network of collaborating agencies to assist
GBV victims. Only 33% of HCPs in HCMC
and 40% in Da Nang stated that they have
established collaboration with other agencies;
most often with the Police (who carry out
forensic examinations), the Local Authority,
and the Women'’s Union (Figure 3.14).

As one male HCP said, the police usually
refer victims to relevant agencies for certain
procedures, and help HCPs as they fulfil a
number of joint duties. A male FGD participant

33.0
40.0

80 100

Da Nang (n=80)

explained, “Some colleagues don't know
about procedures of forensic tests. When
they request these tests, we know it is a GBV
incident. We instruct them to go to police and
ask for a letter of forensic request.”

DV victims are special patients. Besides
treatment for wounds, injuries, and infections
caused by violent behaviour, they need
support to recover and deal with the physical,
psychological, and legal consequences of the
incident or pattern of violence. More attention
is clearly required for coordination amongst
organizations and agencies  providing
assistance for DV victims. Many HCPs do not
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know the name and addresses of agencies
which provide such support. One female
respondent said, “Professional organizations
for helping GBV victims should be established
so that if we receive GBV victim patients, we
can refer to them.” A male respondent said,
“Right now we are not in the right position
to refer them [the violence victims] and |
don't know any agency to recommend.”
Another male respondent said, “l haven't
recommended any to meet a counsellor.
Never.” And another said, "l just consoled
them, to help mitigate their pain. | haven't
recommended patients to counselling or
support centers.”

The HCPs have helped to treat and comfort
their patients, but clearly many HCPs do not
know the procedures and how to coordinate
with other sectors; the hospitals have yet
to issue standard procedures on examining
and treating DV victims with an updated
list of GBV support and referral agencies.
Perhaps those who have worked directly
with this group of special patients have more
information. Only 5.5% of HCP respondents
in HCMC and 4% in Da Nang said that there
are standard procedures; while 7% and 11%,
respectively, believed that hospitals maintain
a list of relevant GBV referral agencies.

HCPs’ awareness and use of GBV
service provision guidelines

In answer to the question “Do you
know any guideline documents for HCPs on

services for DV at the health facility?” only
8% of respondents in HCMC and 14.5% in
Da Nang said “Yes.” Among them, 62.5%
(10 out of 16) in HCMC and 62.1% (18 out of
29) in Da Nang use those guidelines in patient
care. Similarly, FGD and IDI respondents said
that they had not seen any service provision
guidelines, but had heard about the issue
in the mass media or from colleagues. A
female respondent at Da Nang hospital said,
"I've heard about it in the media but never
seen any. In the past 2 years, | have not
participated in GBV training.” A male FGD
respondent said, “| know about it vaguely. |
haven't read anything. It is mentioned in the
media, internet and newspapers.”

The MOH has produced GBV service
provision guidelines but many HCPs have
not received GBV related training. As one
male respondent said, “| haven't read [such
documents]. I've just heard in the media about
reducing the incidence of violence. It's good
for individuals to prevent violence. [| haven't]
participated in training on GBV.” Another
respondent said, “I am too busy. | have not
participated in training on gender.”

Lacking training or guidelines (treatment
protocol), some HCPs have learned how to
deal with violence victims by talking with
co-workers. As one male FGD respondent
explained, “We share experience. | don't
know about the documents on treatment for
violence victims. \We haven't heard about it in
our regular meetings.”

Figure 3.15. HCPs who know and have used GBV service provision

guidelines (%)
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For those who have had access
to service guidelines or protocols,
apparently the information about violence
and prevention strategies is useful in
treating and assisting patients. Motivated
HCPs have sought out the information
themselves. As one female respondent
said, “Regarding documents I|'ve read,
first, the Law on [DV] prevention because
it is an official legislation. Secondly, the
internet. | read what people are saying
about DV. People write about a variety of
measures, macro measures and micro
measures. For instance, social measures,
economic measures, education measures,
locally levelled measures, and so on. Those
sources are very helpful. I've learnt a lot.” A
male respondent at the same hospital also
said, “I've read them. There are plenty of
psychology books which write about what
you've mentioned, including rape, sexual
coercion. On one hand, it discusses mental
issues of the individuals involved. On the
other hand, it talks about societies where
such kinds of violence occur.”

Up to 90% of respondents who have
seen lists of referral centers in HCMC
and 88.9% in Da Nang affirm that this
information has been helpful (Figure 3.15).
Source of these lists include the internet,
mass media, shared information from co-
workers, and other sources like training
courses, and conferences. In HCMC, 80%
of the HCPs have read related information
in newspapers, 10% from co-workers,
and 10% from other sources. Men use
internet and newspapers for collecting
information more than women, while
women get information from co-workers
and training courses. In Da Nang, 77.8%
of the HCPs who have consulted referral
services got the information from the
internet and newspapers, 5.6% from co-
workers, and 16.7% from other sources.
As in HCMC, all male respondents use
the internet and newspapers, while all
female workers learned from co-workers
and conferences.

Figure 3.16. HCPs lacking materials to assist with services for

violence victims (%)
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HCPs’ awareness and use of
GBV information, education, and
communication (IEC) materials

Another objective of this study was to
determine whether IEC materials about
GBV exist in the surveyed hospitals. The
results show that only 10 respondents in
HCMC (5%), and 29 respondents in Da
Nang (14.5%) said “Yes,” (see Figure
3.16). No leaflets or booklets on GBV were
found at the hospitals in HCMC. Only 4
out of 10 respondents say they have seen
GBV-related posters at the hospital, and
there is no specific treatment record book
for violence victims. In Da Nang, only 1 out
of 29 respondents say the hospitals keep
treatment record books of violence victims;
26 out of 29 respondents have seen
related materials like booklets, leaflets;
and 5 out of 29 respondents have seen
posters on prevention of violence against
women in hospitals. Obviously, training is
needed with various types of educational
and guideline materials. This would help
to improve awareness of HCPs, enhance
their professional skills and knowledge,
including counselling skills, for treatment
and support of victims of GBV.

3.2.4. Strengthening Capacity and Enhancing
Victim Support Services

3.2.4.1. Assessment of resources for treatment
and support

Over half of respondents (51% in
HCMC and 86.5% in Da Nang) stated that
communities should provide resources
to support GBV victims. There were no
substantial differences between male and
female respondents in this. Insufficient
resources were mainly perceived as
being due to poor awareness (26.3% of
99 HCPs in HCMC, and 37% of 27 HCPs
in Da Nang). Other causes: shortage of
skilled counsellors (32.3% in HCMC;
14.8% in Da Nang), weak inter-agency
coordination (30.3%; 29.6%), weak
punishments for GBV crimes (23.5%;
18.5%), or lack of financial resources
(21.4%; 18.5%). However, HCPs doubt
that communities have the capacity to
provide effective support, due to lack
of concern of local authorities and poor
inter-agency collaboration at the local
level. Views varied by study location
(see Table 3.3).

Table 3.3. HCPs’ assessments of community resources for violence

| DaNang | HCMC |

victims

86.5 | 13.5 | 51.0 | 49.0
Not enough because:

Inadequate awareness of officials at 370 63.0 26.3 73.7
all levels

Lack of counselling skills 14.8 85.2 323 67.7

Lack of coord|nat|o.n amorjgst 29.6 70.4 30.3 69.7
relevant institutions

Inappropriate penalty scheme for 185 815 235 76.5
perpetrators

Lack of financial resources 18.5 81.56 21.4 78.6
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Some HCPs were optimistic that local
authorities are able to provide supportive
services for GBV victims. Those who
were pessimistic pointed out that “DV is
a private family matter” and this deters
officials from making GBV a priority issue.
A female respondent said, "l recognize
that interventions are given only when
the violent behaviour is severe.” Many
blame the law enforcement officers as
irresponsible. A male respondent told “a
funny story” about a husband who was
beating his wife and somebody reported
it to the local police. The policeman asked
what was the cause of the beating and then
said, ‘Let him beat her. We [the police] will
deal with him later." The policeman told
the person who reported that if the police
come too soon, the beating will not be
severe enough for the police to intervene or
to apply the Law and confer penalty for the
perpetrators. The respondent pointed out
that police are interested in dealing with
the perpetrators only, but do not care about
the prevention of severe injuries that will
be suffered by the victims. Also, “... money
'helps’ the perpetrator on many occasions
because when the perpetrator offers a sum
of money, the case is dropped.”

Perhaps the local authorities and
police have yet to fully engage in violence
prevention efforts. When violence incidents
are reported, little effort is made to intervene
and support the victims. A male respondent
said, “Policemen come after the violence has
occurred. In the meantime, the Women's
Union is neither in the right position nor
has adequate knowledge to assist. Thus,
all they can do is comfort victims. They
don’t have skills to give counselling or
legal advice.” The fact that many victims
try to hide their situation by lying about the
incident made it more difficult to support
GBV victims. Also, often the patients’
relatives threatened HCPs to prevent them
from intervening in a “private matter.”

The HCPs mentioned lack of time
to provide support for GBV patients,
in all hospitals in the study. As FGD
respondents said, “A working day in a
polyclinic is so busy and you don't have
much time to deal with such matters.” “I
don’t have time ... Many other patients
are waiting.” The situation is made worse
by HCPs' lack of counselling skills. As
one male respondent explained, “First,
we have to fulfil our duty. Second, HCPs
have yet to be equipped with knowledge
on dealing with GBV.” Many HCPs
find it difficult to adequately assist
violence victims especially when they
lack the counselling skills. One FGD
participant said, “[We] have yet to be
provided with skills to inquire about
the patient’s situation. It needs tact as
well.” And a female FGD respondent
said, “l think besides our professional
medical treatment, we need to acquire
the psychological counselling skills.”

Most of the HCPs surveyed were
devoted to offer support to GBV victims:
95% in HCMC and 97% in Da Nang.
They were keen to give spiritual support
(85.5%; 97.5%), material support and
counselling (97 %; 97.5%). There were no
major differences by gender and almost
all (97%; 97.5%) agree that HCPs should
take responsibility for providing spiritual
and social support.

3.2.4.2. HCP needs for capacity enhancement

During the last 2 years, no HCPs have
had a GBV-related training. Interest in
participating in such training was high,
including 93.5% of HCPs in Da Nang
and 95.5% in HCMC, with no notable
differences between male and female
HCPs. Among those HCPs, the topics they
were interested in varied widely, as shown
in Figure 3.17.
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Figure 3.17. GBV-related training needs of HCPs (%)

Note: 0.5-5.3% did not answer or did not know.

General capacity enhancement
Information on laws on GBV
Information regarding GBV

Counselling skills

Impacts of GBV on physical and
psychological health

Selecting referral Institutions

Treatment of GBV victims
Identifying violence victims
amongst patients

I HCMC Da Nang

Younger respondents were slightly
more likely to express a need and desire
for training. Almost 98.1% of respondents
aged 20 to 30 years old in Da Nang and
98.3% in HCMC expressed the need of
training, while the proportion among those
aged 40 years and over in the two cities
were 92.6% and 89.1%, respectively.
HCPs at the four hospitals were most
interested in training on counselling skills,
and capacity enhancement in general.
Many also expressed interest in relevant
legal information, types of violence and
types of interventions.

Findings of FGDs and IDIs at the
four hospitals also confirmed the need
to improve capacity for treatment and
support for violence victims. As one female
respondent said, “Health care providers
should be trained to recognize (screen)
GBV victims amongst their patients, and
how to manage such special patients.”
Many respondents say they will participate
in training classes which are well organized
in terms of time and content. As one
female participant said, “| am interested
in participating in trainings. As HCPs, we
should get more training in the short - or
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long-term on the topic of health education
and examination skills. Not all HCPs have
good methods of examination.”

A physician respondent said, “To work
wellin the health industry, HCPs, especially
physicians and nurses who directly treat
patients, should learn continuously.
Including the skills to screen and prevent
GBV behaviour. They should be provided
with skills to talk with patients to obtain
both health history and violence history.
This needs the skills to question patients
about their violence experiences...”

The maijority of opinions confirm that
training is necessary, but the period of
training should not be too long, because
almost all hospitals have a heavy patient
load. A number of respondents expressed
the following sentiment: “It is easier for
HCPs to take part in short-term training
classes, and the information should be
concise.” The majority of respondents prefer
two-day training courses, and receiving the
appropriate materials, such as manuals and
leaflets. As one FGD participant said, “It is
necessary to have a manual with instructions
in case of detection, give advice to prevent
future violence, and do referrals for victims.”
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3.2.4.3. Suggestions for improving quality of
care for violence victims

Clear regulations and/or procedures
at health facilities:

The majority of HCPs said that hospitals
should have specific standard of procedures
for treatment of GBV victims (82.7% in Da
Nang; 93.5% in HCMC). This would clarify
the scope of responsibilities and help HCPs
apply a standard treatment and support for
this special group of patients.

Presently, the screening, treatment
and support/referral services provided
for GBV victims vary by individual HCP.
Besides medical treatment, a substantial
proportion of HCPs help victims by giving
recommendations for improvements in
capacity, working conditions, and other
supportive measures that would increase
the quality of health care services. Itis crucial
to the participating HCPs that the safety
of victims and their children is a priority.
Violence victims must be respected and
perpetrators be made to take responsibility
for ending their violent behaviour. These
HCPs said that to provide support for GBV
victims and their children, clear procedures
and regulations are needed.

Opinions expressed at FGDs and IDIs
support this. A female respondent said,
“we now have the regulation that instructs

HCPs to deal with victims when they come
to our facilities but | am not sure whether
it is necessary to make a report on the
patient situation for the police.” A male FGD
participant said, “It is best to have regulation.
We may know the procedures, but we need
a regulation to do better.” A regulation
should bring about a standard procedure that
mandates HCPs to improve their counselling
skills. A male respondent said, “[It would be
better] to have a regulation which tells people
how to handle violence victims and how
to provide them with counselling.” Overall,
the HCPs emphasized the importance
of standard patient care in managing
GBV sensitive cases. As one male FGD
participant said, standard treatment should
include “reduce the pain of patients and give
them financial support priority.” One female
respondent at Da Nang hospital said, “those
who experience maltreatment at home
should not experience further maltreatment
at the hospital. Care and support will help
patients recover better.”

Public education:

To reduce and control violence against
women, HCPs feel it is necessary to intensify
public education programs, especially with
men, to increase awareness in communities
about gender equality, and to educate women
about their rights (Figure 3.18).

Figure 3.18. Recommendations on prevention of violence against women (%)

Note: 2.0-6.0% said it was too hard to answer.

Empower women with information on their rights
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In general, the majority of respondents
agree that these legal and educational
measures could enhance awareness and
change behaviours. HCPs in Da Nang were
more likely to recommend each approach
than those in HCMC, except for women's
rights education and empowerment, which
was more often recommended in HCMC. In
both regions, female HCPs recommended
more measures than males. Additional
measures suggested include: intensifying
community education programs on
violence and prevention of “social evils”
(drinking and drugs); education for girls to
protect themselves; establishing a hot line;
improving household income; and building
strong families.

Qualitative data showed a diverse
range of opinions on how to prevent family
violence. Several respondents suggested
community education about the Law,
violence prevention, gender equality, and
life skills education, especially for young
people. One male FGD participant said,
“Women should be gentle and skillful to
limit violence incidence. We should get
on with neighbours but importantly, the
wife should be skillful. It is said that the
wife should keep silent when her husband
gets angry.” Another male respondent at
Da Nang hospital said, “Husbands should
understand whether their acts are right or
wrong. Well-educated people have better
behaviours.”

Communication and education
programmes can be carried out in the
community or workplace. One male
respondent said, “Organisations like the
Women's Union, and Youth Union should
educate their members. If people have
better understanding and gender equality
exists, GBV can be reduced.” A male
FGD participant said that, “[GBV issues]
should be taught at schools, from primary
school. Siblings in the family beat each
other and it constitutes family violence.”
A female FGD participant said, “The best
way is through meetings of people at their
residence. Trainings should be carried out
at commune level. Commune officials are

close to people. GBV education programs
should be integrated into other programs of
the commune authority.” Public education
could also use local loudspeakers or other
media.

Communication and education
programmes should aim to change
the belief in male superiority. A male
respondent said,“[Education should aim
at] men to change their habits of drinking
and the belief of male superiority, which
considers men as kings and women as
subordinate.” And for women, education
should help them to know their rights. A
female FGD participant said, “We should
provide women with knowledge so that
they can understand their interests and
rights. In doing so, women can understand
that they are protected by laws.” And, that
there are regulations and strict penalties
for violence perpetrators (Figure 3.18).

Coordination of prevention and
care activities:

HCPs also pointed out the need
to have better coordination among
concerned institutions and organisations
in each locality (Figure 3.18). This requires
coordination of many departments at all
levels, as detailed by an FGD participant,
"Relevant agencies include the Ministry
of Health, Ministry of Finance, Ministry
of Public Security and organisations
like Fatherland Front, Women's Union,
Youth Union, Trade Union, Federation of
Veterans and Federation of the Elderly. It
needs comprehensive efforts... if we pay
due attention to the collaboration, we can
do it.” A female FGD participant stated,
"The awareness of the local authority is
crucial.”

To activate and maintain effective
coordination, a taskforce for violence
prevention and care activities should be
established in localities. As one male
respondent said, “In my opinion, we
need a shelter for giving counselling and
support to GBV victims, operated with
the coordination of health and education
agencies, under the local authority.”
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Economic interventions:

Recommended economic measures
include:

-Increasing compensation for social

workers at the local level.

-Adjustment of the
scheme.

hospital fee

-Hunger eradication and

reduction.

poverty

Social workers who deal with women's
issues, family planning, and mediation
at the local level receive a very humble
allowance. As one male respondent said,
“The allowance is very small, it doesn't
encourage people to work. It's tiresome
enough just to work and raise children.
Nobody wants to do social work for 30,000
VND a month. If the payment is 1 or 2
million VND a month, | think people will be
encouraged to do it well.”

More broadly, some people believe that
hunger eradication and poverty reduction
will eradicate violence and other social
problems caused by poverty. “If people’s
living conditions improve, it will reduce
[violence], " saidafemalerespondent. “Less
unemployment, less social problems,” said
another female participant.

There were suggestionsthatthe hospital
fee scheme should be adjusted and GBV
victims receive special consideration when
it comes to the fees. Violence victims are
not covered by medical insurance so they
often report it as accidental injury. This
causes difficulty for HCPs in managing

4. PRE- AND POST-TRAINING
ASSESSMENTS  (TRAINING  OF
TRAINERS FOR HCPS)

The Ministry of Health Training of
Trainers (TOT) was conducted in July
2010, aiming to provide HCPs with: (a)
general knowledge about GBV; (b) the role
of HCPs in dealing with GBV victims; (c) in-
depth knowledge about the Law Domestic

such cases. Adjustment of the hospital
fee scheme could remove this problem. A
female FGD participant said, “We should
have a measure to encourage victims to
tell the truth from the very beginning. The
existing problems with hospital fees make
them hide the facts. They must make up a
story in order to avoid higher fees. With a
better treatment fee scheme, | think, they
will be more open with us.”

Improved counselling services:

One suggested measure is to recruit
more psychologists to treat violence victims.
A male FGD participant suggested, "It
would be better to have psychotherapists
during treatment.” Another FGD participant
believed, “Psychologists are well trained to
help victims relieve their stress.”

Furthermore, it was suggested that
hospitals should have a private room or area
for provision of counselling and support for
GBV victims, who may be traumatised and
inclined to hide their situation. A private
area can make them more comfortable
and encourage them to talk openly. A male
respondent said, “Such cases should be
provided with a special room that have
privacy during history taking. Victims might
feel embarrassed if there are other patients
in the room. Sometimes, when male
physicians examined girls who are victims
of rape and sexual abuse, this make girls
uncomfortable.” A male respondent said,
"It is easier to speak with violence victims
in a private space where they feel more
comfortable to speak out.”

Violence Prevention and Control/2007;
(d) the National Guidelines for provision
of services to GBV victims; and (e) the
needed counseling skills.  The following
are the objectives and methods of the pre-
and post-training assessments.

Improving Quality Of Health Care For Gender-Based Violence Victims At Health Facilities In Viet Nam




4.1. Objectives

The objectives of the pre- and post
training assessments were:

1) To measure the changes in HCPs'
knowledge and perception about GBV in
general, in particular about their roles and
responsibilities, and preparedness to serve
GBV victims;

2) To assess potential as trainers to
train other local HCPs in the future and
gather recommendations for making
future GBV trainings more successful
across the country.

4.2. Methods

The MOH selected 55 HCPs to be the
potential trainers of future GBV training, 29
from Da Nang and 26 from HCMC. Around
5.5 % came from high administrative level
(hospital directors), 38.2 % from clinical
departments, and 18.2% from non-clinical
departments. Criteria for the selection
include seniority of HCPs, experience in
training, clinical exposure to GBV victims,
andworkinginthe units involvedin planning
and organizing future GBV trainings. The
training methods included PowerPoint
lectures, group discussions, case studies,
and role-plays. A self-administered
questionnaire with a 1-to-5 rating scale was
used to measure changes in the scores
obtained before and after the training. Most
of the questions were adapted from the
GBV-II project questionnaire (Budiharsana
and Mai, 2010) with additional materials
from the International Planned Parenthood
Federation and Western Hemisphere
Region questionnaire (IPPFAWHR 2004).
The questionnaires consist of:

Pre-training questionnaire contains
four sections (see appendix 3):

Section A: General characteristics of the
HCP

Section B: General
perception about GBV

Section C: Role of HCP (exposure to GBV
victims, perception of responsibility,

knowledge and

preparedness, knowledge about the
Law on DV/2007, and other issues
discussed during TOT)

Section D: Previous training on GBV and
expected topics to learn during TOT.

Post-training questionnaire contains
five sections (see appendix 4):

Section A: General characteristics of the
HCP (modified to link the post-training with
the pre-training questionnaires (i.e., 1D,
gender, and address of health facilities);

Section B: Similar

guestionnaire

to pre-training

Section C: Selected pre-training questions
to measure changes in post-TOT

Section D: Questions on the expected
topics to learn in the future

Section E: Feedback regarding training
materials, training methods, trainers
and further recommmendations.

Data collection and management

Both pre- and post-training TOT
questionnaires were pre-tested with a group
of HCPs, and an average of 45 minutes time
was given to complete the questionnaire.

The pre-training questionnaire was
distributed on the first TOT day before the
first session (before GBV training materials
were distributed). The PCVN team provided
information about the objectives of the
assessment, began with an introduction
about the nature of the study, confidentiality
issues, and detailed instruction on how to
fill in the questionnaires. Then participants
were given 45 minutes to complete the
questionnaires. A team member collected
the questionnaires immediately after the
participants completed their answers. The
post-TOT questionnaires were distributed
on the last training session, and all
participants were given 45 minutes to fill
in the questionnaire that had the same ID
number as in the pre-TOT questionnaire.

The pre and post-TOT scores were
entered into a database designed in
Microsoft Access 2007. Data were exported
to SPSS 18.0 for further analysis.
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4.3. Results

4.3.1. Characteristics of the HCPs in Da Nang
and Ho Chi Minh City

A total of 55 HCPs attended the TOT
trainings: 29 from Da Nang and 26 from
HCMC. The 29 HCPs in Da Nang came
from 22 hospitals. This included 2 staff from
Da Nang Health Department and 1 staff
from The Training Centre under Da Nang
Health Department, and 1 staff from the

Centre of Health Education and Promotion.
The 26 HCPs in HCMC all came from
different hospitals. However, there was no
participantfrom HCMC Health Department.
The large majority of participating HCPs
(92.7%) had not attended any GBV training
course in the last two years. Table 4.1
shows the distribution of the participants
by occupation. The majority of participants
were doctors (70.9%).

Table 4.1. Distribution of participating HCPs by occupation

" oemeng | vowe |t
Occupation

Doctor 16 55.2 23 88.5 39 70.9
Assistant doctor 3 10.3 0 0 3 5.5
Midwives 1 3.4 0 0 1 1.8
Nurse 6 20.7 1 3.8 7 12.7
Others 3 10.3 2 7.7 5 9.1
Total 29 100.0 26 100.0 55 100.0

Table 4.2 shows other characteristics
of the participants. As indicated, 38.2%
of the HCPs came from Department of
Planning in the hospitals, which is in charge
of organizing the future GBV training for
the local health staff. 5.5% came from the
hospital Board of Directors, 38.2% from
clinical departments, and 18.2% from
other non-clinical departments. The largest
age group were those aged 41 to 50 years,

comprising 54.5% of the sample. An
additional 12.7% were over 50 years old.
Very few (9.1%, 5 staff) were 30 years
old or under, including those (3 in HCMC
and 1 in Da Nang) who had no experience
in working with GBV victims. More than
90% of the HCPs have more than 5 years
of service in the health sector, within the
range from 11 to 25 years working in the
health sector.

Table 4.2. Characteristics of Participating HCPs (n=55)

Characteristics “ %

Hospital Department
Clinical Departments 21 38.2
General Planning Department 21 38.2
Board of Directors 3 5.5
Non-Clinical Departments 10 18.2
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Characteristics N %
Age Group (years)
<=30 5 9.1
31-40 13 23.6
41 -50 30 54.5
>50 7 12.7
Years of Service in Health Sector
<=5 5 9.1
6-10 6 10.9
11-15 9 16.4
16 - 20 17 30.9
21-25 12 21.8
>25 6 10.9
Training Experience
No experience 26 47.3
<1 year 6 10.9
1 to 2 years 9 16.4
>2 years 14 25.5

Before training, the MOH had sent
formal instructions to Da Nang and HCMC
Health Department regarding the criteria
to select hospital staff to attend the TOT
training, preferably senior doctors with
experience in working with GBV victims
and some experience in conducting training.
However, in regards to their experience in
training in general, Table 4.2 shows that
nearly half of the participants (47.3%)
had no training experience at all, despite
this being one of the selection criteria
for the participants. 16.4% have training
experience between 1 to 2 vyears, and
25.5% had more than 2 years experience.

It is anticipated that this would limit
their capacity in conducting further training
for local health staff in the future. The
only advantage of this is that the young
participants were not as busy as senior
staff; therefore, they did fully attend all
the TOT sessions. Further discussion with
participants revealed that, originally, the
hospitals assigned senior staff to attend
the GBV TOT workshop; but they said they

were too busy and so they were replaced
with junior staff.

4.3.2. Perception and Knowledge of the Health
Care Providers on GBV

Perception of common norms about GBV
were measured using a Likert scale, a type
of psychometric response scale widely used
in survey research. \WWhen responding to the
guestionnaire item, respondents specify
their level of agreement to a statement. This
study used a traditional five-point scale of 5
levels (1 =Strongly disagree, 2 =Disagree,
3 =Neither agree nor disagree, 4=Agree,
5=Strongly agree). The mean scores obtained
in pre- and post-training assessments were
presented in Table 4.3. All of the mean
scores significantly decreased (p<0.001,
pair t-test) from the pre-training to the post-
training (indicating stronger disagreement),
except for the item on the need for external
intervention in the case of a husband who
frequently beats his wife.
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Table 4.3. Mean score for HCP perceptions of common norms about GBV

Pre-test | Post-test P
Common norms about GBV mean mean (pair
score * score * t-test)
SD SD
The husband should demonstrate to 208 +
1 | his spouse that he is the boss inthe | 54 [2.79 £1.04 1 10‘ 0.000
family. )
A good wife should listen to her
2 |husband even if she disagrees with b4 208 = UoB) e 0.000
) . ; 0.75 0.59
his opinions or behaviours.
A woman is responsible for
satisfying her husband’s sexual 1.92 + 142 +
3 demand even when she doesn’t b4 0.80 0.53 0.000
want to.
Family/domestic conflicts should be 3.31 = 2.26 +
4 | solved within the family. 5 | 400 0.95 e
5 External intervention is needed if a 54 443 + 415 = 0.09
man frequently beats his wife. 0.79 0.96 '

stronger disagreement) from pre- to post-
test (see Table 4.4). However, none of
the changes were statistically significant,
except regarding the case of an extra
marital affair — after the TOT participants
average disagreement about a husband’s
right to beat his wife in this case moved
significantly towards strong disagreement
(p=0.006, pair —t test).

HCPs' perceptions about the husband’s
righttobeat the wife were assessed through
six common situations again on a 5-level
likert scale as above. For these six items,
lower scores (stronger disagreement)
indicate opinions more supportive of
women'’s rights not to be beaten in any
situation. Generally, the scores for each
situation tended to decrease (indicating

Table 4.4. HCPs' perception about the husband’s right to beat the wife

Pre-test

mean
score = SD

Post test
mean
score = SD

P
(pair t-test)

Does not complete housework

1 |and childcare to the standards b4 1194 +087 | 1.67+0.70 0.079
expected by her husband

2 |ls addicted to gambling and drugs | 54 | 2.11 £ 0.94 | 1.78 + 0.86 0.077

3 | Contradicts her husband's 53| 189+080 | 162 +068| 0070
opinions

4 |Insults and abuses her spouse 531 223+095 |1.94 +0.90 0.133

5 Does not satisfy her husband’s 54 | 174 +075 | 163 <070 0.401
sexual demand

6 |Has extra-marital relations 54 1 2.19+0.87 | 1.74 £ 0.73 0.006
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HCPs' perceptions about a woman's
right to refuse sex with her husband
were assessed through 4 questions, as
shown in Table 4.5. Again, answers were
recorded on a 5-level Likert scale. A higher
score indicates opinions that are more
supportive of women'’s rights and better
awareness of GBV issues. The pre-training
scores were already above 3.0 (neutral),

indicating that in general the HCPs are
already supportive of women's rights in
this regard. Nevertheless, their scores
tended to increase even further after the
TOT, with statistically significant increases
(p<0.05) for all items except for the opinion
on women'’s rights to refuse sex with her
husband when he is drunk (p=0.054),
which did not quite reach significance.

Table 4.5. HCPs’ perception about a woman’s right to refuse sex with her

husband
Pre-test Post-test P
mean mean (pair t-test)
score = SD | score = SD p

1 | She does not want to fwithout | 5/ | 590, 093 | 3872089 |  0.000
specific reasons)

2 | She is tired b4 | 3.85+0.89 | 431 +0.74 0.008

3 | Her husband is drunk b4 | 3.87+1.19 | 430+0.83 0.054

g, | IR VS 0EmE] HTEES For 54 | 393+141 | 448084 | 0021
violently

HCPs' were asked their opinions on
specific behaviours within three categories
of GBV: physical, psychological, and sexual
violence. They were asked to say, on a
5-point Likert scale (strongly agree = 5),
how strongly they agree or disagree that
these behaviours are acceptable in any
circumstances. All of the listed behaviours
are illegal under the Law on DV, although
the HCPs may or may not be aware of that
fact. The results are presented in Table 4.6.
In this case, lower mean scores indicate

higher sensitivity to GBV issues and
women'’s rights (i.e., 1= strongly disagree
that this behaviour is acceptable in any
circumstances). The mean scores were low
atthe pre-test, indicating disagreement, but
also tended to decrease further after TOT
training. Statistical significant reduction in
scores was achieved on two statements:
"abandon a woman due to her workload
or poor health” (p<0.001, pair t test) and
“prevent a woman from participating in
social activities” (p=0.038).
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Table 4.6. HCPs’ opinions about the acceptability of specific behaviours
(1=strongly disagree; 5 =strongly agree)

I believe that this behaviour is Ll ST
acceptable ot L)

p score +SD | score =SD
Type of violence
Physical violence
Assault and hurt a woman 54 | 1.46 + 0.57 1.28 + 0.65 0.142
Beat a pregnant woman 541 1.11£037 | 1.13+£0.58 | 0.844
Use dangerous tools to attack a woman | 54 | 1.09+0.35 | 1.15+ 0.59 | 0.553
Psychological violence
Insul_t., verbally abuse, and publicly 54| 1414056 | 128 <065 | 0278
humiliate a woman
Throw a woman out of home b4 | 1.43 + 0.63 1.26 + 0.67 0.182
Abandon a woman due to her workload 54 | 172+ 059 130 + 066 0.000
or poor health
Threatening, domineering 54 | 1.26 £ 048 | 1.17+0.60 | 0.374
Preyent a woman from participating in 54 | 178+ 057 148 + 0.74 0.038
social activities
Pre\{ent a woman from connecting to 53 166+ 0.67 145 + 074 0.161
family/friends
Prevent a woman from seeking health 54 | 1242047 119 + 0.61 0.595
care when sick
Accuse a woman of having an 54 | 146054 | 1.29+069 | 0.162
extramarital affair
Sexual violence
Forcing a woman to have more babies | 54 | 1.63+ 0.68 1.37 £ 0.68 | 0.056
Preventing a woman from using 54 | 1724068 | 137070 | 0.014
contraception
FEroing & wermsn © fEve seel 52 | 157+ 063 | 1.33+067 | 0.052
relations against her will

signs of physical violence, almost three-
quarters had asked patients if they
showed psychological effects indicative
of suffering violence or abuse, and about
half of the HCPs had asked about violence
if there were signs of related economic
issues. Almost 55% said they routinely
ask about GBV.

4.3.3. Roles, responsibilities and preparedness
of health care providers in dealing with GBV
victims

Table 4.7 shows data about how HCPs
have in the past identified GBV problems

among their patients. As shown, 80%
had asked patients prompted by seeing
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Table 4.7. Percentage of HCPs who asked about violence when there is a
sign of violence in the past

Asking about violence if Yes No Not applicable Total
there is (%) (%) (%)

Signs of physical violence

Signs of psychosocial violence | 65 | 72.7 9.1 18.2 100
Signs of economic violence 55 | 52.7 27.3 20.0 100
Asks about the GBV routinely | 55 | 54.5 25.5 20.0 100

Table 4.8 details HCPs' views about
barriers to effectively serving GBV victims
atthe hospital. HCPs were asked to respond
on a 4-point Likert scale about specific
potential barriers (1=not a barrier at all; 2=
a minor barrier; 3= a moderate barrier; 4=
a major barrier), such that a higher mean
score indicates more likely to be perceived
as a real barrier. As shown, the difference
in mean scores between pre- and post-TOT

Table 4.8. Perceived barriers to HCPs

assessments was statistically significant
on items: “| could provoke retaliation from
abuser” (reduced score, p=0.001); “l have
not received enough trainings to address
the issues of violence (reduced score,
p<0.001);” “There are few resource in
the community where | could refer GBV
victims” (reduced score, p=0.027), and
“There is lack of private space in the clinic”
(increased score, p=0.034).

effectively serving GBV victims

Pre-test Post test P
Barriers mean mean (pair
score = SD | score =+ SD | t-test)

1 |l have time limitations b3 |12.68 +1.14 2.68 = 0.95 1.000

5 | Vet Eleser piveisspees it | or o Ep . 92 | 2esees | e
the clinic
There are few opportunities to

3 | speak with women on one toone | 53 |2.43 + 0.99 2.42 +0.90 0.919
basis

4 | feel there is little | can do to help 53 251 + 115 228 +0.96 0297
them
There are few resources in the

5 [community where | could refer 52 |13.33 £0.92 2.87 £ 1.01 0.027
GBV victims
| could offend women if | ask

6 e ey el e 53 [2.17 + 1.06 1.96 + 0.87 0.287
Differences in culture beliefs and

7 |values make it difficult to ask b3 [2.06 £ 1.08 1.89 = 0.97 0.366
about violence
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Pre-test Post test P
Barriers mean mean (pair
score = SD | score =+ SD | t-test)

| need to focus my attention on

8 |other health problems that have a| 54 |2.15 + 1.05 2.07 £+ 0.94 0.674
higher priority
Getting involved in cases of

9 |[violence means that | have to 54 12.15 + 1.08 1.91 = 0.91 0.155
participate in police proceedings

10 | could provoke retaliation from 51 (314 + 093 249 + 092 0.001
abuser
| have not received enough

11 | trainings to address the issues of | 53 |3.17 + 0.89 2.28 + 1.09 0.000
violence

gy | LK 5 LEIels @1 ) Gl 53 [2.68+1.14 | 2.68+095 | 1.000
regulations that | could base on

pre-training, mean scores were already
around 4 (agree), and at post-training in
all cases they moved closer to 5 (strongly
agree), with statistically significant
change (p<0.001 in all cases), indicating
a strong positive effect of the TOT
course on HCPs' sense of professional
responsibility in this area.

Table 4.9 shows the results when
HCPs responded to questions about their
responsibilities to ask patients with GBV
screening questions, using a 5-point
Likert scale from Strongly disagree (1) to
Strongly agree (5). A higher score indicates
a stronger sense of HCP's responsibility
to ask about various forms of GVB. At

Table 4.9. Self perception of HCPs’ responsibility to ask questions about

violence:

Pre-test Post test P
mean mean (pair
score = SD | score = SD t-test)
1 | HCPs have responsibility toask | 50| 4 05, 059 | 441053 | <0.001
about physical violence
p | s ae espensiolioyoesls | o0l ses gap | 440088 | <0001
psychological violence
3 | HCPs have responsibility toask | gy | 565 . 064 | 439062 | <0.001
about sexual violence
g | nersleve eponslolley Wes | ol 550 579 | 452068 | <@00
economic violence
HCPs have as much
responsibility to ask about
5 |- 54| 3.98+065 | 4.43 +0.57 <0.001
violence as they do to ask about
other causes of health problems
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HCPs were also asked about sense of
preparedness to implement specific tasks
required for effective and comprehensive
GBV services. For each task listed
there were three options to choose:
1= Inadequately trained/prepared; 2=
Somewhat trained/prepared; and 3=

Sufficiently trained/prepared. Table 4.10
shows the results by percent of HCPs who
answered “1" (not prepared). On average,
54% to 93% of HCPs felt inadequately
prepared/trained before the training. Post-
TOT, these proportions dropped significantly
10 4% to 7%, as shown per task.

Table 4.10. HCPs’ self perception of preparedness for treating GBV
victims

% Response to category

“Not adequately trained
or prepared”

1 T_alk with women about gender based 55 836 37
violence

2 | Detect cases of physical domestic violence | 55 67.3 7.4

3 | Detect cases of psychological violence bb 83.6 7.4

4 | Detect cases of sexual violence 55 80.0 3.7

5 | Detect cases of economic violence 55 92.7 5.6
Identify clients with a history of sexual

g abuse during childhood == & LY

7 P_rowde care to victims of gender based 55 78.2 38
violence

8 A;sess the_level of dan_ger of a woman 53 736 74
living in a violent situation

9 | Help client to create a safety plan 54 87.0 3.8

10 | Document cases of violence 54 81.5 5.6

11 R(_eqord d_eta|ls about a case of violence in a 53 95 74
clinical history form

12 | Provide information to affected clients 54 71.4 3.7

13 P_rowde referrals to victims of gender based 54 68.5 37
violence

14 Counsel women about emergency 54 53.7 74
contraception

15 Address the reproductive health negds of 54 64.8 56
women who have suffered sexual violence
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Table 4.11 shows the responses of HCPs
when asked to rate their knowledge about a
range of GBV-related topics, using a b-point
Likert scale from no knowledge at all (1)
to very knowledgeable (5). Before training,
HCPs had low mean scores of around 2 for

each item (indicating little knowledge). This
material was then covered during the TOT
course, and at post-TOT assessment, the
mean scores had significantly increased in
all of the areas/categories to around 3 or 4
for each item.

Table 4.11. HCPs’ knowledge about selected areas of services for GBV

victims

Pre-test

Post test

P

Knowledge on mean mean (pair
score * score * t-test)
SD SD

1 |Role of HCPin dealing with GBV' | 55 15 36, 092 | 4.08+ 073 | <0.001
victims
HCP responsibilities under the Law

2 |on Domestic Violence Prevention 52 [2.04 £1.06 | 4.08+0.83| <0.001
and Control (2007)

3 | Procedures to work with GBY 52 |1.85+ 1.09 | 4.08 +0.76 | <0.001
victims

4 é"Br\e/e”'”g and response of HCPS 10 | 53 14 g5 . 1 04 | 402+ 082 | <0.001

5 |GBV screening protocol 53 11.74 £1.02 | 3.92 +£0.85 | <0.001

6 |Management of GBV victims 53 12.06 £ 1.09 | 4.04 £ 0.83 | <0.001

7 | Providing counselling for GBV 53 [2.00 +0.98 | 4.02 +0.93 | <0.001
victims

8 | Dealing with perpetrator 52 [1.60+1.01 [ 3.35+1.26 | <0.001
Required resources for health care

9 |facility to provide treatment and 52 [1.75+£0.98 | 3.33+£1.20| <0.001
support for GBV victims
Information about the setting up of

10 |the counselling centre to support b0 [1.56 +£0.83 [ 3.10 £ 1.29 | <0.001
GBV women at health care facility

The guestionnaire also assessed HCPs'
awareness of Viet Nam's Law on Domestic
Violence Prevention and Control, and any
regulations pertaining to the roles and
responsibilities of HCPs in dealing with
GBV victims. The percentage of HCPs

who are unaware of any Law on GBV in
Viet Nam was 33.3%, while 36.4% were
unaware of any related regulations for
HCPs (Table 4.12). After training all the
participants were aware of the GBV-related
Laws and regulations.
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Table 4.12. HCPs’ Awareness about GBV related Laws and Regulations

GBYV related issues

Law related to GBV prevention in Viet Nam

Pre-TOT Post-TOT

33.3 0

Regulations on roles and responsibilities of
HCPs in dealing with GBV victims

36.4 0

4.3.4. Resources at the Health Facility

HCPs were also asked about the situation
of GBV related resources at the health facility,
including a list of relevant referral agencies
(Table 4.13) and laws/regulations/guidelines
providing guidance about how to implement

GBV-related services (Table 4.16).

As shown in Table 4.13, most HCPs
said there was no referral list or they did
not know if there was one or not, at the
facility where they work, while only 13%
said they knew of such a list.

Table 4.13. Availability at health facility of a referral list of GBV support

agencies
Availability of Referral List %
Yes 7 12.7
No 33 60.0
Don't know 15 27.3
Total 55 100.0

4.3.5. lmpact of Training and Feedback for
Future Needs

Table 4.14 shows HCPs responses
when asked to express their interest in
training on specific GBV-related areas.
As shown, expressed need and desire for
training was much higher before than after
the TOT, overall, indicating that the TOT

satisfied many of the participants in many
areas of training needs. Before the TOT,
the topics most in demand were “how to
provide services to GBV victims” (89.1%)
and “legal issues” (87.3%). After the
TOT, the topics most in demand for future
training were “referral options” (60.0%)
and legal issues (52.7%).
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Table 4.14. HCPs’ interest in a range of training topics, pre- and post-TOT

% Yes to topic % Yes to topic
want to be trained | want to be trained
on before TOT on in the future

((\\ELY: Y] after TOT (N=54)

Topics

1 Indicators of violence 80.0 21.8
2 H_ov_v to ask questions to GBV 83.6 418
victims
3 How to conduct a clinical 745 255
exam
How to provide service to
4 GBV victim 22 80
5 | Referral options 85b.5 60.0
6 | Health effects 69.1 21.8
7 | Legal issues 87.3 2.7
8 | Other 1.8 11.0

4.15, not a single participant rated any
of the material as “not useful,” and
most (60% or more) rated them as “very
useful.”

The HCPs were asked to provide
feedback about the printed documents,
slides, and case studies/group discussions
used during the TOT. As shown in Table

Table 4.15. HCPs’ opinion about the training material

Very

Printed documents 0% 39.6% 60.4% 100%
Slide/handout 51 0% 37.3% 62.7% 100%
Case study and group | 0% 365% | 63.5% 100%
discussion

Finally, as shown in Table 4.16, after the
TOT, 92.2% of the participants said they
were confident of their ability to apply what

they had learned in their daily work. Also,

70.6% indicated that they were confident
of their ability to facilitate future training on
the same material for other local HCPs.

Table 4.16. Confidence to apply knowledge from TOT in daily work and

future training

| Confidence | N_|_Yes | __No | Notsure| Total _

Confident of ability to apply

[0) o) [o) [0)
the knowledge in daily work o1 92.2% 2.0% 58% 100%
Confident of ability to
train others (as training 51 70.6% 3.9% 25.5% 100%

facilitator) on the material
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5. CONCLUSIONS AND RECOMMENDATIONS

5.1 Conclusions

The quantitative and qualitative findings
of both studies documented in this report
provide strong evidence that health care
providers (HCPs) from the four hospitals,
in two urban areas, have a good basic
understanding of what behaviors constitute
gender-based violence (GBV), could identify
the prevailing societal norms and beliefs
related to GBV, and recognized the need
for support services and enforcement of
the 2007 Law on Domestic Violence (DV)
Prevention and Control.

The participating HCPs understood the
basic causes and consequences of GBV.
The recognized causes include gender
inequality, traditional societal norms and
beliefs, poverty, low education and thus
low awareness, and the effects of alcohol,
among others. The consequences of
violence in general and DV in particular, are
considered serious not only for the victims
but also the family, community and broader
society. Notably, all forms of violence
experienced by the HCPs' patients were
reported by more HCPs in Da Nang, except
for rape, which was reported by more HCPs
in HCMC. The opinions collected in FGDs
and in-depth interviews (IDIs) also shed
light on the levels and trends of violence
in the two locations based on respondents
experience in their work.

The study provides information about
HCPs' experiences of providing services
to violence victims. Depending on their
position at the hospital, many participating
HCPs have directly treated such patients.
Due to lack of guidelines, HCPs do not
regularly screen patients for DV. Although
the majority of respondents reported
asking patients about GBV, mostly they did
so only if they had injuries clearly indicative
of violence, to confirm the specifics of the
injuries. Even in such cases, not all HCPs
asked about violence, and many patients
would not volunteer a truthful explanation.
Opinions varied, and there were conflicting

opinions on some issues, such as the need
for treatment protocols for GBV patients,
and whether (or at what point) to ask
patients directly about violence.

Besides medical treatment, most
HCPs at the hospitals reported providing
additional support. However, clearly their
skills and training were limited; they
lack patient management guidelines,
counselling skills, and information about
(and coordination with) referral agencies
for further services. The hospitals in the
study had few or no IEC materials nor any
public awareness-raising activities aimed
at prevention of violence against women.

HCPs gave their views on how to prevent
and manage GBV cases in the health
care system and in the community. The
strengths and weaknesses of institutions
and organisations in coordinating services
for GBV victims were assessed at different
levels. Based on their experience, HCPs
suggested comprehensive  measures
(social, economic, and organisational) and
specific recommendations to improve GBV
services and capacity of HCPs.

The experiences and opinions of HCPs
in each city, and of different genders,
vary somewhat. These differences can
be used to inform training and project
implementation later. The views of
HCPs detailed in this report represent
an important foundation for project
development and implementation in the
study locations.

The pre- and post-Training of Trainers
(TOT) questionnaire aimed to assess the
HCPs on the topics covered in the training
course. The results showed that basic
knowledge of hospital staff about GBV
improved significantly as an immediate
result of training. Before the training, 33.3%
of participants were not aware of any Law
related to GBV prevention in Viet Nam.
36.4% were not aware of any regulations

Mai Quoc Tung | Budiharsana P. Meiwita | Nguyen Thi Phuong Lan | Patten H. Jane &




about the role and responsibility of HCPs
in dealing with GBV victims. After training
all the participants were aware of the GBV
Laws and regulations related to GBV.
Hospital staff also acknowledged a greater
sense of responsibility and readiness
to work with GBV victims post-training.
Almost all HCPs (92%) indicated that
they felt confident enough to apply what
they learnt from the TOT training in their
daily practice, and 72% said they would
feel comfortable using the knowledge and
skills obtained from the TOT to train local
health staff.

In summary, the TOT training has
improved HCPs' knowledge about GBVY,
GBV-related Laws and regulations, and the
role and responsibilities of HCPs in working
with GBV victims. More importantly, they
have the training materials and sources
of information to help them in conducting
further training for local HCPs.

5.2 Recommendations

Based on the study findings, an
intervention programme to improve the
quality of health care for violence victims at
hospitals should be developed involving the
following components and considerations:

Training of HCPs:

e Content should include comprehensive
knowledge on GBVY, including types
of and causes of violence which occur
most often in different localities and
situations, and also consequences of
violence, including on health. Also,
information about legislation pertaining
to GBYV, including associated penalties,
and related services offered by other
institutions/referral agencies.

e HCPs should be introduced to the
concepts, methods and tools of data
collection, and methods for calculation
of violence incidence.

e Teach skills needed for screening and
counselling violence victims.

e Training should be arranged in short
sessions, at feasible times and
appropriate locations for HCPs. Training
sessions of not more than 2 or 3 days
are recommended so that HCPs can fully
participate. Also, the training schedule
should be confirmed well in advance for
HCPs to have enough time to arrange
their participation plan.

e Information provision might also be
provided through other channels like
conferences, meetings with different
groups of HCPs and staff.

e ParticipantsforTraining-of-Trainers (TOT)
should be carefully selected. Criteria
should prioritize HCPs with more training
and clinical experience, and include
people from the provincial health service
and Health Training Centre. This will
ensure good coordination in conducting
the training at local hospitals.

Facilities, Tools and Data:

e A private and safe room should be
available for provision of counselling and
support for violence victims.

e Compile manuals or guidelines for
screening, examination, treatment,
and referral of violence victims, for use
in health facilities, in addition to data
collection forms and procedures.

e Compile IEC materials appropriate to
different audiences.

e Develop a network of GBV-related
institutions and maintain up-to-date
lists of referral services in different
locations.

Coordination:

e Hospitals should work closely with
other local health facilities, local
authority, police, community groups,
and treatment referral centres, as well
as engaging in community outreach or
awareness-raising, to build an effective
network and environment for violence
prevention and case management.
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o Any one of these areas of improvement

will not be effective on its own, but all
must be developed in an integrated
manner, with involvement of senior
hospital staff and HCPs at all levels
and in many different departments.

Currently, many caring HCPs seek
information independently to help them
better serve their patients. But without
the support of hospital protocols or
a network of referral agencies, their
efforts can only go so far.
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APPENDICES

Appendix 1:

Table A. Knowledge and attitudes of health care providers about
gender and GBV

M“

Depends Depends
Dis- on is- on Hard to
Agree . :
agree | circum- [answer circum- |answer
stances stances

38.0 | 465 15.0 0.5 8.5 64.5 255 1.5

A man should
display his
power of
being family
head to his
wife

A good wife
must listen to
her husband
even though 9.0 80.5 9.0 1.5 4.0 79.5 16.0 0.5
she doesn't
agree with
him

A woman
must meet
her husband'’s
sexual needs

9.5 80.5 8.5 1.5 5.0 83.0 9.0 3.0

Family
conflicts must
be settled 67.0 8.5 24.0 0.5 66.0 6.5 26.0 1.5
within family
setting

If a man beats
his wife, the
intervention 82.0 10.0 7.5 0.5 78.0 6.0 9.0 7.0
of outsiders is
necessary
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Table B. Health care providers’ awareness of GBV behaviours

M“

. ==
Agree

L agree answer
A man should

display his

power of being | 38.0 | 46.5 15.0 0.5 8.5 64.5 25.5 1.5
family head to
his wife

A good wife
must listen to
her husband
even though
she doesn’t
agree with him

9.0 80.5 9.0 1.5 4.0 796 16.0 0.5

A woman
must meet
her husband's
sexual needs

9.5 80.5 8.5 1.5 5.0 83.0 9.0 3.0

Family conflicts
must be settled
within family
setting

67.0 8.5 24.0 0.5 66.0 6.5 26.0 1.5

If a man beats
his wife, the
intervention 82.0 | 10.0 7.5 0.5 78.0 6.0 9.0 7.0
of outsiders is
necessary
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Table C . Perceived severity of GBV behaviours

Behaviours
Very Very
serious serious |answer | serious serious|answer

Beating women
causing injury

Beating during
pregnancy

93.0 7.0 = = 84.5 16.5 = =

Using sticks/
dangerous
objects to beat
women

86.0 14.0 - - 775 22.5 - -

Scolding,

. . 26.0 | 645 7.0 2.5 20.0 49.0 8.0 23.0
insulting

Sending women

45.0 | 46.5 4.0 45 19.0 47.5 5.5 28.0
away from home

Neglecting 25.1 58.3 4.5 12.1 14.0 35.0 5.0 46.0

Threatening,

. 60.0 34.0 2.0 4.0 52.5 41.0 2.5 4.0
controlling

Preventing from
participating in
social activities
and studying

135 | 58.0 8.5 20.0 4.0 36.5 105 | 49.0

Preventing
from contacting
relatives and
friends

17.5 57.0 6.5 19.0 12.0 38.0 10.0 | 40.0

Preventing from

60.5 | 295 2.0 8.0 455 32.5 0.5 245
treatment

Forcing to have

. 25.5 50.0 9.0 15.5 18.0 356.5 7.0 36.5
more children

Preventing
from using 14.0 57.5 7.5 21.0 16.5 485 10.5 9.5
contraceptives

Forcing to have
sex

27.5 57.0 4.5 11.0 26.5 43.5 9.0 21.0

Having

. 41.0 27.5 2.0 29.5 33.0 16.0 3.0 48.0
extramarital sex
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Appendix 2:
d? Population Council MINISTRY OF HEALTH

FORD FOUNDATION HA NOI HEALTH DEPARTMENT

IMPROVING QUALITY OF HEALTH CARE
FOR GENDER-BASED VIOLENCE VICTIMS
AT HEALTH FACILITIES IN VIET NAM

PRE-INTERVENTION ASSESSMENT

Questionnaire to interview
Health Care Providers

(Round 1)
HOSPITAL 01 02
CITY 01 02
INTERVIEWERS ID
CHECKING BY 01 02

HA NOI, APRIL 2009



PROJECT: IMPROVING QUALITY OF HEALTH CARE FOR GENDER-BASED
VIOLENCE VICTIMS AT HEALTH FACILITIES IN VIET NAM

Say to the interviewee: Hello. My name
is... | am participating in a pre-intervention
assessment on perceptions, knowledge
and practical skills of health care providers
(HCPs) in receiving, treating and supporting
GBV victims through health care services by
the Medical Services Administration (MSA)

A. IDENTIFICATION

— MOH at your health facility. | would like
to ask you some guestions on this issue.
We ensure that the information provided by
you will be confidential and your name will
not be recorded. You don't have to answer
the questions that you don’t want to and
you can stop at any time.

Health care provider is:
1 = Physician (doctor)
AO01 2 = Physician assistant
A 3 = Midwife
4 = Nurse
5 = Other (specify)......cccccveeeeenn

Sex of HCP:
B 1 = Male
2 = Female

Education level of HCP
1 = Junior school

........................ (years)
(Less than 12 months = 1 year)

C HCP was born in:.......cccccccvinni. D 2 = Secondary school
3 = Higher
Marital status? .
. Religion
1 = Single
2 = Married ! = None
E B F 2 = Buddism
3 = Separated .
; 3 = Christian
4 = Divorced 4 = Other (specify)
5 = Widowed B PECIYI v
Ethnicity
G 1 = Kinh
2 = Other (specify) .....cc.ccoevvvennn.
Unit where the HCP is working:
1 = Health examination Unit
2 = Emergency and Intensive Number of years of service at
Care Unit this center? (rounded up)
AO02 3 = Maternal unit AO03 ) P
4 = Trauma Centre | |0 lyears)
5 = Family Planning Group (Less than 12 months = 1 year)
6 = Commune Health Center
7 = Other (specify).....c...ccceuve.n.
Number of years working in the
A04 health sector {rounded up) Interview date: .....cccoveveeeeeeeeeeeeeeee

Mai Quoc Tung | Meiwita Budiharsana | Nguyen Thi Phuong Lan | Jane H. Patten

53




B. PERCEPTION/KNOWLEDGE AND ATTITUDES ABOUT VIOLENCE AGAINST
WOMEN

People may have different

views on the behaviors Do not
between spouses in the . It know/

BO1 family. Do you agree or Agree |Disagree depends| No
disagree with the following answer
ideas? (read from a - e)

The husband should demonstrate
a) |to his spouse that he is the “boss” 1 2 3 4 []

of the family.

A good wife should listen to her
b) |spouse even if she disagrees with 1 2 3 4 ]
his opinions or behaviors

The woman is responsible for

satisfying her husband'’s sexual

ol demand even when she doesn’t ! 2 3 4 D
want to
Domestic conflicts should be

d) solved within the family (it's better ] 5 3 4 []

not to wash one’s dirty linen in
public)

There should be external
e) |intervention if the man frequently 1 2 3 4 D
beats his wife

In your opinion, does a man
B02 | have the right to beat his Yes No It depends
wife if she: (read from a - g)

Does not fulfill household duties
as expected by her husband

al (i.e. lazy, wasteful, neglect the ! 2 3 L
children, etc.)
Is addicted to gambling and/or
b) drugs ! 2 S D
o) Co.n’Fravenes her husband'’s ] 9 3 D
opinions
d) [Insults and abuses her spouse 1 2 3 D
o) Does not satisfy her husband’s ] 2 3 []

sexual demand
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f) | Has extra-marital relations 1 2 3 []

9 Others (specify).....ccccceevviiiiennn.n. 1 5 3 []
In your opinion, a woman

BO3 has the rlgl_lt to refuse to Yes No Do not know/

have sex with her spouse No answer
when: (read from a - e)

a) She_d_oes not want to (without 1 2 3 D
specific reasons)

b) | She is tired 1 2 3 []

c) |Her husband is drunk 1 2 3 ]

d) Her husband treats her roughly/is 1 2 3 []
abusive

e) |[Others (specify)...ccccvveeiiiiiiiiiinen. 2 3 3 []
In your opinion, which of the
following behaviors should Do not know/

B0O4 | be treated as/ considered Yes No
. . No answer

domestic violence against
women: (read from a-o)
Assaulting and hurting women

2 |i.e. smack, hit, kick, etc.) ! 2 3 L

b) |Beating women during pregnancy 1 2 3 D
Using sticks, canes or dangerous

c) tools (e.g., knife) to attack women 1 2 3 D
Insulting, abusing, humiliating

d) [women and making them feel 1 2 3 D
ashamed

e) |Sending women away from home 1 2 3 D
Abandoning, not taking care of the

f women's work and health ! 2 3 ]
Threatening, controlling women

9 (ie., using strength, weapon, 1 9 3 (]
economic or emotional coercion,
or threats to do so)
Preventing women from

h) | participating in social activities/ 1 2 3
work/study

i Preventing women from 1 2 3
contacting their relatives/friends
Preventing women from getting

j) | medication or health care when 1 2 3

they are sick
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Forcing women to have more

k) children ! 2 3 D
Preventing women from using

l) contraception ! 2 3 D
Forcing a wife to have sex when

m) she doesn't want to 1 2 8 L]

n) |Having extra-marital relationships 1 2 3 []

0) |Others (specCify)........ccceeeviiiins 2 3 3 []
With regard to the abusive
behaviors against women

B05 ment|0|_1ed above, how_ Vgry Serious Not serious

do you judge the severity serious
of each? (Only ask if the
answers for BO4 = 1)
Assaulting and hurting women

8 | (i.e. smack, hit, kick, etc.) 1 2 3 L]

b) | Beating women during pregnancy 1 2 3 []
Using sticks, canes or dangerous

ol tools (e.g., knife) to attack women ! 2 s [
Insulting, abusing, humiliating 3

d) |women and making them feel 1 2 []
ashamed

e) |Sending women away from home 1 2 3 []

f Abandoning, not taking care of the 1 2 3 []
women's work and health
Threatening, controlling women

9 (ie., using strengt_h, weapon, 1 2 3 D
economic or emotional coercion,
or threats to do so)
Preventing women from

h) |participating in social activities/ 1 2 3 []
work/study

.| Preventing women from

I contacting their relatives/friends ! 2 S D
Preventing women from getting

i) | medication or health care when 1 2 3 D
they are sick
Forcing women to have more

) children ! 2 3 u
Preventing women from using

! contraception ! 2 3 u
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Forcing a wife to have sex when

m) she doesn't want to 1 2 8 L]

n) |Having extra-marital relationships 1 2 3 []
Others

o) (SPECIfY).vviiiiiiiiii ! 2 3 [
In your opinion, are these
following behaviors of

BO6 violence &_lgamst women Yes No Do not know/

common in your locality? No answer
(Only ask if the answers for
B04 = 1; read from a-o)
Assaulting and hurting women

2 |(i.e. smack, hit, kick, etc.) ! 2 3 L

b) |Beating women during pregnancy 1 2 3 []
Using sticks, canes or dangerous

ol tools (e.g., knife) to attack women ! 2 s [
Insulting, abusing, humiliating

d) |women and making them feel 1 2 3 D
ashamed

e) |Sending women away from home 1 2 3 []
Abandoning, not taking care of the

f women'’s work and health 1 2 3 D
Threatening, controlling women

9 (ie., using strength, weapon, 1 2 3 (]
economic or emotional coercion,
or threats to do so)
Preventing women from

h) | participating in social activities/ 1 2 3 ]
work/study

. Prventing women from contacting

L their relatives/friends ! 2 3 D
Preventing women from getting

)} | medication or health care when 1 2 3 []
they are sick

K Forcmg women to have more 1 2 3
children

) Preventing women from using 1 5 3

contraception
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Forcing a wife to have sex when 1 2 3 (]

m) she doesn't want to

n) |Having extra-marital relationships 1 2 3 []

o) |[Others (specify)...ccccvveeiiiiiiiii. 1 2 3 []
According to your
assessment, what are the

BO7 | caUses leading to violence Mention No_t Do not know/

against women? (Do not mention No answer
read the list, but ask them
to mention the causes...)

a) | The influence of male chauvinism 1 2 3

b) |Economic difficulties 1 2 3

Conflicts between the wife and
the husband

Conflicts between the wife and
in-laws

Gambling, drinking, and/or drugs

Ch oy o ) ey o el

addiction
Disagreements about childrens’
f) . 1 2 3
education
9 One spouse has extra marital 1 2 3
relationships
h Sexual issues between wife and 1 5 3
husband
i) | Others (specify).....ccccceiiiiiiinnn. 1 2 3
In your opinion, what
Bos|are the consequences of Mention No_t Do not know/
violence against women? mention No answer
(Do not read)
Impact on the woman's physical
a) health, or threat to her life 1 2 3 D
Impact on the woman's mental
b) health ! 2 3 D
Impact on the woman's
ol reproductive health ! 2 3 u
d Impact on the development of her 1 2 3 D

children
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Impact on family happiness (e.g.,

e) broken family) 1 2 8 L]
f) | Impact on family economy 1 2 3 []
Others
9 (SPECITY). e ! 2 S L
In your opinion, can these
following types of forced
B09 | sexual behaviors be Yes No Do not know/
N - . No answer
considered violence against
women or children?
a) |Rape, sexual assault 1 2 3 D
Rape, sexual assault of children or
b) any types of child sexual abuse 1 2 3 L
c) [Others (specify).....ccccccoviiiiiiinnn. 1 2 3 []
How do you assess
the severity of the Ver
B10 | aforementioned behaviors? seriotljs Serious Not serious
(Ask only if the answers for
B09=1)
a) |Rape, sexual assault 1 2 3 D
Rape, sexual assault against
b) |children or any type of child sexual 1 2 3 D
abuse
0) | Others (specCify)......ccocvviviiiiiinnn. 1 2 3 []
In your opinion, what are
tl_le causes leading to sexual _ Not Do not know/
B11 | violence (rape, sexual Mention mention No answer
harassment...)? (Do not read,
ask “any other reasons?”)
a) |Influence of sex/porn movies 1 2 3 []
b) |Influence of alcohol, drugs 1 2 3 []
Changing of traditional ethical
ol values (modernization) ! 2 3 []
d) [Others (specify)...ccccccvvviiiiiiiiiiinnnn. 1 2 3 []
In your opinion, what are the
B12 | consequences of rape and Mention No_t Do not know/
sexual assault against women mention No answer
and girls? (Do not read)
a) Impact on the physical health, or 1 2 3 D

threat to her life
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b) |Impact on the mental health 1 2 3

c) |Impact on the reproductive health 1 2 3

Impact on child long-term
development

]

e) |Others (specify)..................l. 1 2 3

Do you know any legal
regulations or penalties for
behaviors of violence against
women (e.g., domestic
violence, rape/sexual
assault)?

1= Yes

2=No —> Move to B15

[

B13

If Yes, what are the
behaviors that break the law? ) Not | Do not know/ No
B14 o Mention :
(Do not read, ask “any other mention answer

reasons?”)

a) | Physical violence (murder, injury, etc.) 1 2 3

Psychological violence/Verbal
b) |abuse (force to suicide, threaten to 1 2 3
murder, insult/slander, etc.)

Violation of the principal of marital

I N e

c)
monogamy

d Rape, sexual assault, and any 1 5 3
types of child sexual abuse

e) |Others (specCify)....cccooviiiiiiinnnn. 1 2 3

Have you known/heard
about the laws against
domestic violence that have
B15 | been recently issued by the
Government?

1= Yes

2= No —> Move to CO01

If yes, do you know any
legal regulations on
provision of health services
to the victims of domestic
violence at health facilities? D
(The interviewer asks more
about the regulations if the
HCP says Yes)

1= Yes

2=No

[

B16

DN Improving Quality Of Health Care For Gender-Based Violence Victims At Health Facilities In Viet Nam




C. EXPERIENCE OF WORKING WITH THE PATIENTS WHO ARE VICTIMS OF
GENDER VIOLENCE

Since working at this center,
have you ever met, known, or
heard about any female patients
who are victims of violence ]
(domestic violence, sexual
assault) as mentioned above?

1=Yes

2 = No > Move to C06

Cco1

Have you ever met any female
patients who are victims of
violence (domestic violence,
CO02 | sexual assault) as mentioned []
above at your unit?
1=Yes
2 = No —> Nlove to C06

How do you know that they
are the victims of violence?

Cco3 (Do not read, ask “any other Mentioned Not mentioned
reasons?”)
a) |[By looking at the wound/injury 1 2 []
b) |By asking the patient directly 1 2 []
c) |The patient tells 1 2 D
d) [The patent’s relatives tell 1 2 []
e) |[Other HCPs tell 1 2 D
f) |Others (SPecify)........ccovvuvviieeiieennn.. 1 2 []

For those who were victims
of violence, which types

of violence had they
experienced? (Read from a - p)

coa Mentioned Not mentioned

Assaulting and hurting women (i.e.

al smack, hit, kick, etc.) ! 2 N

b) |Beating women during pregnancy 1 2 []

0 Using sticks, canes or dangerous 1 2 (]
tools (e.g., knife) to attack women

d) Insulting, abusing, humiliating women 1 2 ]
and making them feel ashamed

e) |Sending women away from home 1 2 D

Mai Quoc Tung | Meiwita Budiharsana | Nguyen Thi Phuong Lan | Jane H. Patten [




f Abandoning, not taking care of the 1 9 []
women's work and health
Threatening, controlling women

9 (i.e., using strength, weapon, 1 9 []
economic or emotional coercion, or
threats to do so)
Preventing women from

h) | participating in social activities/ 1 2 []
work/study

) Preventing women from contacting 1 5 (]
their relatives/friends
Preventing women from getting

J) | medication or health care when they 1 2 []
are sick
Forcing women to have more

) children ! 2 u
Preventing women from using

) contraception ! 2 u
Forcing a wife to have sex when

m) she doesn’t want to ! 2 D

n) |Having extra-marital relationships 1 2 []

o) |Rape/sexual assault 1 2 []

p) |Others (specify)......cccccvvviiiiiiiiiiinnn. 1 2 ]
For those who were victims
of violence, which types

CO05 | of violence had they Mentioned Not mentioned

experienced?
(Read from a - h)

a) Exter.|or wound/injury (bruises, cuts, 1 5 D
swelling)

b) |Broken limbs 1 2 ]
Injury in dangerous areas (head,

cl chest, and stomach) ! 2 L

d) |Miscarriage 1 2 []

e) |Wound/injury to genital organs 1 2 []

f) |Wound/injury to internal organs 1 2 []
Mental trauma (anxiety, panic,

9) psychological disorder, etc.) ! 2 ]

h) | Others (specify)........cccceiiiiiiiiiis 1 2 ]
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Have you examined such
patients directly? ]
1= Yes
2= No —> Move to C12

Co06

When examining patients, do
you ever ask them directly
whether they have been
CO07 | physically or psychologically []
abused?

1=Yes

2= No —> Move to C9

If Yes, in which cases do
C08 | you ask and do you do this Frequently | Sometimes| Never
frequently?
a) | At the initial patient visit/contact 1 2 3 ]
b) | At routine check-ups 1 2 3 ]
c) | When examining injured patients 1 2 3 ]
d) [At the first prenatal check-up 1 2 3 ]
e) |Atregular prenatal check-ups 1 2 3 ]
f) | Others (SPECITY)...ovroveererrernne. 1 2 3 ]
Move to C10
It is difficult to ask female
patients about violence
against women. For what
reasons would you hesitate ) .
Co09 to ask about this issue? (Do Mentioned Not mentioned
not read, let the interviewee
answer and then ask “any
other reasons?”)
a) |Lack of time 1 2 []
b) [Feel uncomfortable to ask 1 2 D
¢) |Think that | can not help them 1 2 D
d) | Consider it their private business 1 2 D
Afraid that patients are ashamed/
e) embarrassed ! 2 D
f Cc_ms_|der physical treatment the 1 2 []
priority
Have not been trained on how to
g) |screen for violence as the cause of 1 2 D
injuries
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Patients refuse to talk about their
h) history 1 2 D
i) | Patients are addicted to alcohol 1 2 D
. Patients refuse to answer when
) they are asked ! 2 u
K Patle_nts are accompanied by their 1 9 []
relatives
There is no treatment protocol/
) guideline on this ! 2 D
Insufficient resources to support
m) patients ! 2 u
n) |Others (specify).....ccccccoovirennnnn. 1 2 []
c10 How do you deal w_lth_ patients Almost all Sometimes | Never
who are violence victims? cases
Keep them at the unit and deal with
a) them ! 2 s D
Transfer them to (upper level,
b) |other units, or counseling centers, 1 2 3 D
if any)
Is is not the unit’s function/
cl responsibility to deal with it ! 2 3 D
d) |Others (specCify)......cccceevviiiiiiiininn 1 2 3 []
If transfer is required, then
c11 what are the reasons? (Do not Mentioned Not Not
read) (Only answer if C10b =1 mentioned |applicable
or 2)
a) Senous.cases, beypnd our 1 2 3 D
professional capacity
The center does not have sufficient
b) |equipment for diagnosis and 1 2 3 D
treatment services
c) |Beyond our function/responsibility 1 2 3 ]
d) |Others (specify)........cccooveeniiien. 1 2 3 ]
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C12

In your opinion, rapists/
perpetrators of sexual assault
against women/children are
often: (can choose more than
1 box)

1 = Don't know

2 = Strangers

3 = Acquaintance (friend,

neighbor, etc.)
4 = Close relatives
5 = Others

L] e

In your opinion, who at your

health facility would be Egor\‘fv’/t
C13 |responsible for providing Yes No
. Lo No
medical treatment to victims
. answer
of violence?
a) |Physicians/doctors 1 2 3 ]
b) [Nurses 1 2 3 ]
c) |Physician assistants 1 2 3 ]
d) |Midwives 1 2 3 ]
e) [All the above 1 2 3 []
f) | Others (specCify).......ccocvevviiiiiiiiins 1 2 3 []
In your opinion, who at your
health facility would be Do not
responsible for providing know/

C1a other support (beyond ves No No
medical treatment), to the answer
victims of violence?

a) |Physicians/doctors 1 2 3 D
b) |Nurses 1 2 3 D
c) |Physician assistants 1 2 3 D
d) | Midwives 1 2 3 []
e) |All the above 1 2 3 []
f) | Others (SPECIfy)....ovvvoveoeeeeeer. 1 2 3 []
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When you know or suspect
that a female patient is the
victim of violence, what do

C15 you often do, beyond medical Mentioned Not mentioned

services? (Do not read, ask
“anything else...?")

a) |Emotional/spiritual support 1 2 []
Give advice on how to protect

B Iherself and her children ! 2 N
Provide the patient with information
about other places where she can

c) 1 2 []
get support (government or legal
agencies, police offices)

d) Refer the patient to counseling 1 9 []

services

Arrange for temporary residence for
e) |[the patient if she doesn't want to 1 2 D
go back home

Continue to provide support after

f) |she leaves the hospital if she 1 2 []
requests it
g) |Others (specify)...ccccveeeeeieennne... 1 2

When you know that a female
patient is the victim of a
sexual assault, what do you
c16 do in addition to medical Mentioned Not Not
check-up and treatment mentioned | applicable
service? (Do not read, let the
interviewee answer and then

ask“anything else?”)

[]

a) |Emotional/spiritual support 1 2 3

Give advice on how to protect
herself and her children L 2 3 D

Provide the patient with information
about the places where she can 1 2 3 (]

c)
get support (government or legal
agencies, police offices)

d) Refer the patient to counseling 1 9 3 (]
centers
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Continue to provide support after
she leaves the hospital if she
requests it

Others (specify).....ccocveiiiiiainnn.

Cc17

How many victims of violence
have you provided health
services to over the last 2
years? .....o.cicicicicicieeenena.

If you don’t remember, write
code 99

c18

Do you know any centers
that provide support to the
victims of violence (domestic
violence, sexual assult)?

1= Yes

2=No > Nove to C20

C19

If Yes, which agencies and
organizations?

(Do not read, let the
interviewee answer and then
ask “any other agencies/
organizations?”)

Yes

No

Do not
know/
No
answer

Police offices

Judicial offices/Courts

Government authorities

Women's Union

Youth Union

Mediation groups

Counseling centers

Others
(SPECIfY).cueiiiiiiiiiiie

) O

C20

Has your center collaborated
with the local authorities
to provide support to the
victims of violence?

1= Yes

2= No -—> Move to C23
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Do not
know/
No
answer

If Yes, with which agencies?
C21 |(do not read, ask “any other Yes No
agencies?”)

a) | Police offices 1 2 3

b) [Judicial offices/Courts 1 2 3

c) |Government authorities 1 2 3

d) [Women's Union 1 2 3

e) |[Youth Union 1 2 3

f) | Mediation groups 1 2 3

g) |Counseling centers 1 2 3

I

h) | Others (specCify).....ccccevviiiiiiiiiiine, 1 2 3

Does the hospital/health
facility have any specific
treatment guidelines/protocol
on providing services to the (]
victims of violence?

1= Yes

2= No

3= Do not know/No answer

C22

Does the hospital/health
facility have a list of
agencies/organizations to
which you can refer violence ]
victims to go for support?

1= Yes

2= No

3= Do not know/No answer

C23

Do you know any materials
that provide guidance to
HCPs on how to work with ]
the victims of violence?
1= Yes
2= No —> Move to C28

C24

Do you use those materials?
C25| 1=Yes L]
2= No —> Move to C28
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C26

How do you think about those
materials

1= Very useful

2= Useful

3= Average

4= Not useful

5= Do not know/No answer

Cc27

Where did you get those
materials?
1= from colleagues
2= from internet, newspapers
3= from training courses,
Conferences
4= other (specify) .......cccoeeennnn.

C238

Has your hospital/health
facility conducted any
education and communication
activities on the topic of
violence against women?

1=Yes

2=No

3= Do not know/ ;—> Nlove to D01

No answer

If Yes, they are:

Yes

No

Patients’ number cards

Leaflets, booklets

c)

Banners, posters

d)

Others (specify)......ccooeeeeiiiiiiiiinn,

I
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D. RECOMMENDATIONS FOR IMPROVING CAPACITY TO SUPPORT VICTIMS OF
VIOLENCE

Do you think that there
are sufficient resources in
the community to support ]

Do1 victims of violence?
1=Yes -—> Nove to D03
2= No
If No then Why?
DO2 | (Do not read, ask “what is Mentioned Not mentioned | ||
lacking...?”)
Insufficient and inadequate
a) perception/knowledge of the 1 9 []
government authorities at different
levels
HCPs' lack of skills on approaching
o) and consulting victims ! 2 D
Lack of collaboration among
cl agencies/departments ! 2 u
d) Inapp_roprlate ar_wd _|nsuff|C|ent 1 2 ]
sanctions for criminals
e) |Insufficient budget 1 2 D
f) | Others (specify)......ccoceiiiiiiiiiiis 1 2 ]
Do you think that you can Do not
DO3 | help the victims of violence Yes No know/ No
with the following? answer
a) |Medical knowledge / skills 1 2 3 []
b) |Spiritual support / counseling 1 2 3 ]
c) | Others (specCify)......ccccevvviiiiiiinenne, 1 2 3 ]

Do you think that in
addition to professional
responsibilities, HCPs should
take the responsibility for
DO4 | providing victims of violence []
with other support (spiritual,
social, etc..)?

1= Yes

2= No
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D05

Have you participated in any
training courses/workshops
(official or unofficial) with
topics related to violence
against women in the last 2
years?

1= Yes

2= Not yet

D05

How many times?
Where? ...

D06

Would you like to participate
in any training on this topic
in the future?

1= Yes

2= No -—> Move to D08

D07

Which areas would you like
to be trained on?

(Do not read, ask “which
topics/skills...?")

Yes

No

Do not
know/
No
answer

How to identify a female patient as
the victim of violence

3

Methods of intervention (assess
patients’ safety, provide information,
support empowerment, etc.)

Referral agencies/public
organizations that can provide
support to the victims of violence

Health, mental, and psychological
consequences

Skills on counseling the victims of
violence

f)

General information on violence
against women (national and
international)

Legal issues relating to violence
against women

Others (SpecCify).....cccooviiiiiiiieene.

O oy

Do8

Do you think that it is
necessary to have specific
treatment protocol/guidelines
on services for female
victims of violence?

1=Yes

2=No
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In your opinion, which
measures might help to
improve the situation of
violence against women?
(Do not read, ask “which
measures...?”)

D09 Mentioned Not mentioned

Collaboration among agencies/
a) |public organizations (women's 1 2
union, youth's union, etc.)

L]
b) |Education for men on this issue 1 2 D
c) | Strict penalties for perpetrators 1 2 D
d) [Public education on gender equality 1 2 []
Support women in recognizing
e) [their important roles and rights 1 2 []
(empowerment)
f) | Others (SPECIfy)......ovvvevvereeeeern. 1 2 ]
THANK YOU
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Appendix 3:

d? Population Council MINISTRY OF HEALTH
FORD FOUNDATION HA NOI HEALTH DEPARTMENT

IMPROVING QUALITY OF HEALTH CARE
FOR GENDER-BASED VIOLENCE VICTIMS
AT HEALTH FACILITIES IN VIET NAM

PRE-TRAINING ASSESSMENT

Questionnaire for
Health Care Providers

(PRE-TRAINING ASSESSMENT IN DA NANG & HCMC)

ID

Population Council
41 Le Hong Phong - Ha Noi
Tel: 04 373 458 21
Fax : 04-373 458 27



PROJECT: IMPROVING QUALITY OF HEALTH CARE FOR GENDER-BASED VIOLENCE
VICTIMS AT HEALTH FACILITIES IN VIET NAM

Instruction:

We are collecting information
about the experience and perspectives of
health care providers (HCPs') regarding
an integrated screening for gender based
violence (GBV). Although both men and
women can be victims of violence, this
survey focuses on women who are victims
of violence. Even if you have never treated
a victim of violence in your practice, your
response will still be very helpful to us. The
findings from this survey will be used for

A. GENERAL INFORMATION

A01. Name of employer: ....................

developing materials to improve the health
care service for detecting and treating GBV
victims.

Please do not write your name on
the questionnaire. It is important to note
that the purpose of this survey is not to
evaluate your performance; for this reason,
we ask you to give an honest answer. Your
answers will be treated confidentially and
will not affect your work or your position in
any way.

A02. What is your job in the hospital? (Please circle the correct answer)

1. Doctor

4. Nurse

AO03. What is your gender?

2. Assistant Doctor

5. Other (specify)

1. Male

3. Midwife

2. Female

AO04. In which departments do you work?

—_

Pediatrics

Obstetrics and Gynecology
Internal Medicine Clinic
Emergency & Intensive Care
Traumatology

Medical Imaging

Internal Medicine

Operating and Anesthesia

Accounting

© © o N o o A~ W

—_

General Surgery

—_
—_

Admin and Personnel

12. Pharmacy

13. Laboratory

14. Otolaryngology

15. General Department

16. Surgery Clinic

17. Ophthalmology

18. Somato-Dental-and Facial

19. Admin and Personnel

20. Director Board

21. Other (specify).....cccoovveiiiiiiiiie.
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A05. How long have you been working in this hospital? (to round up) ..............
(years)

(Less than 12 months = 1 year)

A06. How long have you been working in the health sector (to round up)..........
(years)

(Less than 12 months = 1 year)

A07. How old are you? ........... years (please round up, less than 12 months =
1 year)

A08. What is your marital status?
1. Single 2. Married 3. Separated 4. Divorced 5. Widowed

A09. How many living children do you have? Number of children............

A10. What is your religion?
1. None 2 . Buddhism 3. Christian 4 . Other (specify)......cccceeennnnn.

A11. What is your ethnicity?
1. Kinh 2. Other (SPECITY) ..oiiiieee e,

A12. Do you have any experience in training in general?
. | have no experience in training

a
b. | have less than 1 year of experience in training

o

| have between 1 to 2 years of experience in training

d. | have more than 2 years of experience in training

A13. What do you expect from this TOT?.........................
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B. PERCEPTION AND KNOWLEDGE OF VIOLENCE AGAINST WOMEN

BO1. People may have different views of the behaviors between spouses in
a family. To what extent, do you agree or disagree with the following
type of behaviors?

Please circle only one option between 1 and 5

Neither
3_trongly DlErs agree T Strongly
iIsagree nor agree
disagree
The husband should
demonstrate to his spouse
al that he is the “boss” of the ! 2 3 4 ®
family
A good wife should listen
b) tq her spouse even if §he 1 2 3 4 5
disagrees with his opinions or
behaviors
A woman is responsible for
0 satisfying her husband'’s 1 9 3 4 5
sexual demand even when
she doesn’t want to
Domestic conflicts should be
solved within the family (it's
d better not to wash one's dirty ! 2 5 & 2
linen in public)
There should be external
e) |interventions if a man always 1 2 3 4 5
beats his wife

BO02. In your opinion, do you agree or disagree with the following statements
about the husband'’s right to beat his wife if she:

Neither

Strongly agree Strongly

Disagree Agree

disagree nor agree
disagree

Does not fulfill the domestic
duties as expected by her

a) |husband (i.e. laziness, 1 2 3 4 5
wastefulness, not taking
care of the children, etc.)

Is addicted to gambling and
drugs
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Contradicts her husband'’s

opinions
a) Insults and abuses her 1 2 3 4 5
spouse

Does not satisfy her

e) husband’s sexual demand 1 2 9 & e
f) |Has extra-marital relations 1 2 3 4 5
g) | Others (specify)......cccoee...... 1 2 3 4 5

BO03. In your opinion, do you agree or disagree with the following statements
about a woman'’s right to refuse having sex with her spouse when:

Neither
Disagree agree nor Agree
disagree

Strongly
agree

Strongly

disagree

a) Sh_e does not _V\_/ant to 1 2 3 4 5
(without specific reasons)

b) | She is tired 1 2 3 4 )

c) |Her husband is drunk 1 2 3 4 5

d) Her husband treats her 1 9 3 4 5
violently

e) |Others (specify).....c...cceenn. 1 2 3 4 5

BO04. In your opinion, do you agree or disagree that the following acts
represent acceptable behaviors towards women?

Neither
Disagree agree nor Agree
disagree

Strongly
agree

Strongly

disagree

Assaulting and hurting
a) |[women (i.e. smacking, 1 2 3 4 5
cuffing, or punching)

Beating women when they
are pregnant

Using sticks, canes or
c) | dangerous tools (such as 1 2 3 4 5
knife) to attack women

Insulting, abusing,
d) | humiliating women and 1 2 3 4 5
making them feel ashamed

e) | Throwing women out of home 1 2 3 4 5
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Abandoning, not taking care of

i the women's work and health

Threatening, controlling
(using knife, arms, economic
g) | means or children as the 1 2 3 4 5
tools to control women or
threaten to divorce)

Preventing women from
h) |participating in social 1 2 3 4 5
activities/working/studying

Preventing women from
i) |connecting to their families/ 1 2 3 4 5
friends

Preventing women from
getting health services or

i taking medicines when they ! 2 s 4 2
are sick

K Forcing women to have 1 9 3 4 5
more babies
Preventing women from

[) |using contraceptive 1 2 3 4 5

methods

Forcing to have sexual
m) |intercourse when his wife 1 2 3 4 5
doesn’t want to

Having extra-marital
relationships

0) | Others (specify).......cccc......... 1 2 3 4 5

B05. Can you please list at least 5 causes that lead to GBV?
TR USRS UR
. e
G e
e

B

a
D

e
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C. ROLE OF HEALTH CARE PROVIDER

C1. In the past, under which of the following circumstances did you ask
a direct question about GBV? (Select one answer for each of the
following circumstances)

a. Did you ask because a client presented bruises or other signs of
violence:

1. Yes 2. No 3. Not applicable

If Yes, how often in the past years did you ask about possible GBV in this
circumstance:

1. Once 2. Several times 3. Often

b. Did you ask because a client said something that made you suspect

violence:

1. Yes 2. No 3. Not applicable

If Yes, how often in the past years did you ask about violence under this
circumstance:

1. Once 2. Several times 3. Often

c. Did you ask as a matter of routine (for example, as part of asking for

clinical history):
1. Yes 2. No 3. Not applicable
If Yes, how often in the past years did you ask about possible GBV under this
circumstance:
1. Once 2. Several times 3. Often
d. Did you ask because of economic constraints mentioned?
1. Yes 2. No 3. Not applicable
If Yes, how often in the past years did you ask about possible GBV under this
circumstance:
1. Once 2. Several times 3. Often

C2. There may be barriers that make it difficult to ask women about
violence. In your own experience, to what extent do you think the
following barriers make it difficult for you to ask women about GBV.

a) | | have time limitations 1 2 3 4

b) The_re is lack of private space in the 1 2 3 4
clinic
There are few opportunities to speak

c) . ; 1 2 3 4
with women on one to one basis
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| feel there is little | can do to help

d) them 1 2 3 4
There are few resources in the
e) | community where | could refer GBV 1 2 3 4

victims

| could offend women if | ask them
W ey st Gl { 2 g &

Differences in culture beliefs and
g) | values make it difficult to ask about 1 2 3 4
violence

| need to focus my attention on other
h) | health problems that have a higher 1 2 3 4
priority

Getting involved in cases of violence
i) | means that | have to participate in 1 2 3 4
police proceedings

| could provoke retaliation from

i abuser 1 2 e .
| have not received enough training

k) . . 1 2 3 4
to address the issues of violence

) There is lack of law and regulations 1 2 3 4
that | could base on

m) | Others (specify)......cccccvvveeiiiiii 1 2 3 4

C3. Is there any law in Viet Nam that addresses domestic violence?
1. No 2. Yes 3. Do not know

If yes, can you list any law in Viet Nam that addresses domestic violence?

CA4. According to the law in Viet Nam, do health care providers have any
legal obligation to treat victims of GBV?

1. No 2.Yes 3. Do not know

If yes, what are legal obligations of the health care providers?
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C5. Do you think health care providers should routinely ask patients
questions about possible GBV?

1. No 2. Yes 3. Do not know
If yes, why?

C6. Can you name at least two organizations that offer help or other services
to women living in violent situations or having experienced GBV?

C7. In your clinic, is there a directory or written list of local organizations
or other community resources to which you can refer women victims of
GBYV for further help?

1. No 2. Yes 3. Do not know

If yes, have you ever used the directory/list? 1. Yes 2. No

C8. To what extent, do you agree or disagree with the following statements
about health care providers’ responsibility to the GBV issues?

Please circle one option between 1 to 5 for each row from a to e

Neither
agree oee Strongly
nor agree
disagree

Strongly

disagree LEREED

HCPs have responsibility to ask
about physical violence

HCPs have responsibility to ask
about sexual violence

HCPs have responsibility to ask
about psychological violence

HCPs have responsibility to ask
about economic violence

HCPs have as much
responsibility to ask about
e) |violence as they do to ask 1 2 3 4 5
about other causes of health
problems
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C9. Health providers can respond to victims of violence in many different
ways. In the past years, how often did you do each of the following
actions?

Please circle one option between 1 to 4

Several Many

Never Once . .
times times

| identify or suspect that a client has

a) been harmed or abused ! 2 s 4

b) | listen 'Fo and provide emotional support 1 2 3 4
to the victim

¢) |l document information about GBV cases 1 2 3 4

d) | inform a client about her right with 1 2 3 4
respect to protection from GBV

o) | inform a client about referral service for 1 2 3 4

counseling

| inform a client about referral service for
legal assistance

I inform a client about other supporting

9) services in the community ! 2 3 4

h) I assess the level of danger that a patient 1 2 3 4
is facing

i | help the patient in a dangerous situation 1 2 3 4
to establish a safety plan
| inform a client about the effects of

j) | violence on health and about other risk 1 2 3 4
that she faces

k) | Other (SPeCify).......cccovviiiiiiiiiiiiiiiee 1 2 3 4

C10. How well trained/prepared do you feel to...

Please circle one option between 1 to 3

Not adequately More or less Sufficiently

trained or trained or trained or
prepared prepared prepared
Talk with women about gender
a) . 1 2 3
based violence
b) Detect cases of physical 1 9 3
domestic violence
Q) Deteot cases of psychological 1 2 3
violence
d) |Detect cases of sexual violence 1 2 3
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Detect cases of economic

e) | . 1 2 3
violence

f Identify clients with a history of 1 9 3
sexual abuse during childhood

9 Provide care to victims of gender 1 2 3
based violence
Assess the level of danger of a

h) L : L 1 2 3
woman living in a violent situation

i) | Help client to create a safety plan 1 2

j) | Document cases of violence 1 2

Record details about a case of
violence in a clinical history form

Provide information to affected
clients

Provide referrals to victims of
gender based violence

Counsel women about
n) . 1 2 3
emergency contraception

Address the reproductive health
o) |needs of women who have 1 2 3
suffered sexual violence

C11. As a health care provider, in a scale from 1 to 5, please indicate your
knowledge about the following issues you may face when working
with GBV victims.

Please circle one option for each items from 1 -5

1 = No knowledge at all, 5 = Very knowledgeable

Role of HCP in dealing with GBV
victims

HCP responsibility required by Law
b) | on Domestic Violence Prevention and 1 2 3 4 5
Control (2007)

¢) | Procedure to work with GBV victims 1 2 3 4 5
Screening and response of HCPs to

d) GBV 1 2 3 4 5

e) | GBV screening protocol 1 2 3 4 5

f) | Management of GBV victims 1 2 3 4 5

g) | Providing counseling for GBV victims 1 2 3 4 5
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h) | Dealing with perpetrator 1 2 3 4 5

Required resources for health care
i) | facility to provide treatment and 1 2 3 4 5
support for GBV victims

Information about the setting up of
j) | the counseling center to support GBV 1 2 3 4 5
women at health care facility

D. TRAINING ON GBV

D1. In the past two years, how many times have you participated in training
session regarding GBV?..............

D2. Regarding these trainings, which organization provided them?

T genntons | vows | Tope
1

2

3

D3. On which of the following topics related to GBV would you like to receive
training? (Please circle options that you would like to receive)

a. Indicator of violence
b. How to ask questions to GBV victims
. How to conduct a clinical exam

c
d. How to provide service to GBV victims

o

Referral options

—

Health effects

Legal issues

Z @

Others (Specify)......ccciiiviiiiiiiii

None

THANK YOU
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Appendix 4:

d? Povulation Council MINISTRY OF HEALTH
FORD FOUNDATION HA NOI HEALTH DEPARTMENT

IMPROVING QUALITY OF HEALTH CARE
FOR GENDER-BASED VIOLENCE VICTIMS
AT HEALTH FACILITIES IN VIET NAM

POST-TRAINING ASSESSMENT

Questionnaire for
Health Care Providers

(POST-TRAINING ASSESSMENT IN DA NANG & HCMC)

ID

Population Council
41 Le Hong Phong - Ha Noi
Tel: 04 373 458 21
Fax : 04-373 458 27



PROJECT: IMPROVING QUALITY OF HEALTH CARE FOR GENDER-BASED
VIOLENCE VICTIMS AT HEALTH FACILITIES IN VIET NAM

Instructions:

We are collecting information
about the experience and perspectives
of health care providers (HCPs) regarding
and integrated screening for gender based
violence (GBYV). Although both men and
women can be victims of violence, this
survey focuses on women who are victims
of violence. Even if you have never treated
a victim of violence in your practice, your
response will still be very helpful to us. The
findings from this survey will be used for

A. GENERAL INFORMATION

A01. Name of employer:......................

developing materials to improve the health
care service for detecting and treating GBV
victims.

Please do not write your name on the
questionnaire. It is important to note
that the purpose of this survey is not to
evaluate your performance; for this reason,
we ask you to give an honest answer. Your
answers will be treated confidentially and
will not affect your work or your position in
any way.

AO02. What is your job in the hospital? (Please circle the correct answer)

1. Doctor

5. Other (specify).....ccocvveeeiiiein

AO03. What is your gender?

2. Assistant doctor

1. Male

3. Midwife 4. Nurse

2. Female

A04. In which departments do you work?

—_

Pediatrics

Obstetrics and Gynecology
Internal Medicine Clinic
Emergency & Intensive Care
Traumatology

Medical Imaging

Internal Medicine

Operating and Anesthesia

Accounting

© © 0o N o o A~ W

—_

General Surgery

—_
—_

Admin and Personnel

12. Pharmacy

13. Laboratory

14. Otolaryngology

15. General Department

16. Surgery Clinic

17. Ophthalmology

18. Somato-Dental-and Facial

19. Admin and Personnel

20. Director board

21. Other (specify).....cccooeeiiiiiiiiii.

LN Improving Quality Of Health Care For Gender-Based Violence Victims At Health Facilities In Viet Nam




A05. How long have you been working in this hospital? (to round up) ..............
(years)

(Less than 12 months = 1 year)

A06. How long have you been working in the health sector (to round up)..........
(years)

(Less than 12 months = 1 year)

A07. How old are you? ........... years (please round up, less than 12 months =
1 year)

AO08. What is your marital status?

1. Single 2. Married 3. Separated 4. Divorced 5. Widowed
A09. How many living children do you have? Number of children............

A10. What is your religion?
1. None 2. Buddhism 3. Christian 4. Other (specCify).........ccceeunn..

A11. What is your ethnicity?
1. Kinh 2. Other (SPECITY) woiiiiiiii i

A12. Do you have any experience in training in general?
a. | have no experience in training
b. | have less than 1 year of experience in training
c. | have between 1 to 2 years of experience in training

d. | have more than 2 years of experience in training

A13. What do you expect from this TOT?.......................... i,
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B. PERCEPTION AND KNOWLEDGE OF VIOLENCE AGAINST WOMEN

BO1. People may have different views of the behaviors between spouses in
a family. To what extent, do you agree or disagree with the following
type of behaviors?

Please circle only one option between 1 and 5

Neither
3-trongly Disagroe agree Agree Strongly
isagree nor agree
disagree
The husband should
demonstrate to his spouse
a) that he is the “boss” of the ! 2 3 4 5
family
A good wife should listen
b) tq her spouse even if ;he 1 2 3 4 5
disagrees with his opinions or
behaviors
A woman is responsible for
0 satisfying her husband'’s 1 2 3 4 5
sexual demand even when
she doesn’t want to
Domestic conflicts should be
solved within the family (it's
¢} better not to wash one's dirty 1 2 5 & 8
linen in public)
There should be external
e) |interventions if a man always 1 2 3 4 5
beats his wife

BO02.In your opinion, do you agree or disagree with the following statements
about the husband’s right to beat his wife if she:

Neither

- Dreaaias agree Apean Strongly
isagree nor agree

disagree

Strongly

Does not fulfill the domestic
duties as expected by her
a) |husband (i.e. laziness, 1 2 3 4 5
wastefulness, not taking care
of the children, etc.)

Is addicted to gambling and
drugs
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Contradicts her husband'’s

c) - 1 2 3 4 5
opinions
d) Insults and abuses her 1 2 3 4 5
spouse
Does not satisfy her
e) husband’s sexual demand 1 2 9 & e
f) |Has extra-marital relations 1 2 3 4 5
g) |Others (specify)......cc.cccoo... 1 2 3 4 5

BO3.In your opinion, do you agree or disagree with the following statements
about a woman's right to refuse having sex with her spouse when:

Neither Strongly

agree

Strongly
disagree

Disagree agree nor Agree
disagree

a) Sh_e does not _V\_/ant to 1 2 3 4 5
(without specific reasons)

b) | She is tired 1 2 3 4 5

c) | Her husband is drunk 1 2 3 4 5

d) Her husband treats her 1 9 3 4 5
violently

e) |Others (specify)......cccceeevenne... 1 2 3 4 5

BO4. In your opinion, do you agree or disagree that the following acts
represent acceptable behaviors towards women?

Neither Strongly

Strongly
disagree

Disagree agree nor Agree
disagree

Assaulting and hurting
a) |women (i.e. smacking, 1 2 3 4 5
cuffing, or punching)

Beating women when they
are pregnant

Using sticks, canes or
c) |dangerous tools (such as 1 2 3 4 5
knife) to attack women

Insulting, abusing,
d) | humiliating women and 1 2 3 4 5
making them feel ashamed

e) | Throwing women out of home 1 2 3 4 5
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Abandoning, not taking care
f) |of the women's work and 1 2 3 4 5
health

Threatening, controlling
(using knife, arms, economic
g) | means or children as the 1 2 3 4 5
tools to control women or
threaten to divorce)

Preventing women from
h) | participating in social 1 2 3 4 5
activities/working/studying

Preventing women from
i) |connecting to their families/ 1 2 3 4 5
friends

Preventing women from
getting health services or

) taking medicines when they ! 2 g 4 £
are sick

K Forcing women to have 1 2 3 4 5
more babies

) Preventing women from 1 2 3 4 5

using contraceptive methods

Forcing to have sexual
m) | intercourse when his wife 1 2 3 4 5
doesn’'t want to

Having extra-marital
relationships

0) | Others (specify)........ccc........ 1 2 3 4 5

B05. Can you please list at least 5 causes that lead to GBV?
£
D e
L
O

LS

a
D,

G
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C. ROLE OF HEALTH CARE PROVIDER

C1. In the past, under which of the following circumstances did you ask
a direct question about GBV? (Select one answer for each of the
following circumstances)

a. Did you ask because a client presented bruises or other signs of
violence:

1. Yes 2. No 3. Not applicable

If Yes, how often in the past years did you ask about possible GBV in this
circumstance:

1. Once 2. Several times 3. Often

b. Did you ask because a client said something that made you suspect

violence:

1. Yes 2. No 3. Not applicable

If Yes, how often in the past years did you ask about violence under this
circumstance:

1. Once 2. Several times 3. Often

c. Did you ask as a matter of routine (for example, as part of asking for

clinical history):
1. Yes 2. No 3. Not applicable
If Yes, how often in the past years did you ask about possible GBV under this
circumstance:
1. Once 2. Several times 3. Often
d. Did you ask because of economic constraints mentioned?
1. Yes 2. No 3. Not applicable
If Yes, how often in the past years did you ask about possible GBV under this
circumstance:
1. Once 2. Several times 3. Often

C2. There may be barriers that make it difficult to ask women about
violence. In your own experience, to what extent do you think the
following barriers make it difficult for you to ask women about GBV.

a) | | have time limitations 1 2 3 4

b) The_re is lack of private space in the 1 2 3 4
clinic
There are few opportunities to speak

c) . ; 1 2 3 4
with women on one to one basis
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| feel there is little | can do to help

d) them 1 2 3 4
There are few resources in the
e) | community where | could refer GBV 1 2 3 4

victims

| could offend women if | ask them
W e el @l 1 2 g &

Differences in culture beliefs and
g) | values make it difficult to ask about 1 2 3 4
violence

| need to focus my attention on other
h) | health problems that have a higher 1 2 3 4
priority

Getting involved in cases of violence
i) | means that | have to participate in 1 2 3 4
police proceedings

| could provoke retaliation from

) abuser ! 2 ¢ &

K | have not received enough training 1 9 3 4
to address the issues of violence

) There is lack of law and regulations 1 2 3 4
that | could base on

m) | Others (SPecify)........c.oovviiiiiiiiin 1 2 3 4

C3. Is there any law in Viet Nam that addresses domestic violence?
1. No 2. Yes 3. Do not know

If yes, can you list any law in Viet Nam that addresses domestic violence?

CA4. According to the law in Viet Nam, do health care providers have any
legal obligation to treat victims of GBV?

1. No 2. Yes 3. Do not know

If yes, what are legal obligations of the health care providers?
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C5. Do you think health care providers should routinely ask patients
questions about possible GBV?

1. No 2. Yes 3. Do not know
If yes, why?

C6. Can you name at least two organizations that offer help or other services
to women living in violent situations or having experienced GBV?

C7. In your clinic, is there a directory or written list of local organizations
or other community resources to which you can refer women victims of
GBYV for further help?

1. No 2. Yes 3. Do not know

If yes, have you ever used the directory/list? 1. Yes 2. No

C8. To what extent, do you agree or disagree with the following statements
about health care providers’ responsibility to the GBV issues?

Please circle one option between 1 to 5 for each row from a to e

Neither
:_trongly Ditagras agree Rgres Strongly
isagree nor agree
disagree
a) HCPs have. resp9n3|b|llty to ask 1 9 3 4 5
about physical violence
b) HCPs have respon3|b|llty to ask 1 2 3 4 5
about sexual violence
Q) HCPs have resp(_)n5|b_|||ty to ask 1 9 3 4 5
about psychological violence
d) HCPs have res_por_13|b|llty to ask 1 2 3 4 5
about economic violence
HCPs have as much
responsibility to ask about
e) |violence as they do to ask 1 2 3 4 5
about other causes of health
problems
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C9. Health providers can respond to victims of violence in many different
ways. In the past years, how often did you do each of the following
actions?

Please circle one option between 1 to 4

Several Many

Never Once . .
times times

| identify or suspect that a client has

a) been harmed or abused ! 2 S 4

b) | listen ’Fo gnd provide emotional support 1 2 3 4
to the victim

c) | | document information about GBV cases 1 2 3 4

d) | inform a client about her right with 1 2 3 4
respect to protection from GBV

e) | inform a client about referral service for 1 2 3 4

counseling

| inform a client about referral service for
legal assistance

I inform a client about other supporting

9) services in the community ! 2 3 4

h) I assess the level of danger that a patient 1 2 3 4
is facing

. | help the patient in a dangerous situation

i) ; 1 2 3 4
to establish a safety plan
| inform a client about the effects of

j) | violence on health and about other risks 1 2 3 4
that she faces

k) | Other (specify) 1 2 3 4

C10. How well trained/prepared do you feel to...

Please circle one option between 1 to 3

Not adequately More or less Sufficiently

trained or trained or trained or
prepared prepared prepared
Talk with women about gender
a) . 1 2 3
based violence
b) Detect cases of physical 1 9 3
domestic violence
Q) Deteot cases of psychological 1 2 3
violence
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d) [Detect cases of sexual violence 1 2 3

Detect cases of economic
violence

Identify clients with a history of

f sexual abuse during childhood L 2 5
Provide care to victims of gender

a) . 1 2 3
based violence
Assess the level of danger of a

h) T . D 1 2 3
woman living in a violent situation

i) | Help client to create a safety plan 1 2 3

j) | Document cases of violence 1 2 3

Record details about a case of
violence in a clinical history form

Provide information to affected
clients

Provide referrals to victims of
gender based violence

Counsel women about
n) . 1 2 3
emergency contraception

Address the reproductive health
o) | needs of women who have 1 2 3
suffered sexual violence

C11. As a health care provider, in a scale from 1 to 5, please indicate your
knowledge about the following issues you may face when working
with GBV victims.

Please circle one option for each items from 1 - 5

1 = No knowledge at all, 5 = Very knowledgeable

Role of HCP in dealing with GBV
victims

HCP responsibility required by Law
b) | on Domestic Violence Prevention and 1 2 3 4 5
Control (2007)

c) | Procedure to work with GBV victims 1 2 3 4 5

d) Screening and response of HCPs to 1 2 3 4 5
GBV

e) | GBV screening protocol 1 2 3 4 5

f) | Management of GBV victims 1 2 3 4 5)
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g) | Providing counseling for GBV victims 1 2 3 4 5

h) | Dealing with perpetrator 1 2 3 4 5

Required resources for health care
i) | facility to provide treatment and 1 2 3 4 5
support for GBV victims

Information about the setting up of
j) | the counseling center to support GBV 1 2 3 4 5
women at health care facility

D. TRAINING ON 6BV

D1. On which of the following topics related to GBV would you like to receive
training? (Please circle options that you would like to receive)

a. Indicator of violence
b. How to ask questions to GBV victims
. How to conduct a clinical exam

c
d. How to provide service to GBV victims

o

Referral options

—+

Health effects

Legal issues

J @

Others (specify) ...coovvvvieiiiii,

i. None

E. TRAINING MATERIAL

E1. In general, how would you rate the training materials?

Printed documents

Slide/handout 1 2 3

Case study and group
discussion
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E2. Can you apply the knowledge and skills obtained from TOT to your
work?

1. No 2. Yes 3. Unsure

E3. Do you feel comfortable to use knowledge and skills obtained from
TOT to participate in GBV training as a facilitator?

1. No 2. Yes 3. Unsure

E4. Do you have any comments or recommendations to improve the future
GBYV training for HCPs?

THANK YOU
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