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PART 1  
 
Setting the Stage - Maternal and Child Health Care  
 
Gaining insight into improvement of maternal and child health care in Laos by assessing 
quality of ANC provision, maternal and child health literacy, and positive practices of Lao 
mothers that would help to gain deeper understanding of how to improve mother and 
childcare in Lao PDR. In this part of the thesis we will describe the research gap and the 
aim of the study. We will outline the theoretical notions and present the research design. 
 
 
CHAPTERS  
 

1   Introduction 

2   Theoretical and contextual background 

3   Research Design 
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Maternal and child mortality and morbidity is a major concern worldwide. In 2018, maternal 
deaths from preventable causes related to pregnancy and childbirth were still high at 216 per 
100,000 live births, far from the global target of under 70 maternal deaths per 100,000 live 
births [1,2]. Almost all maternal deaths (94%) occur in low- and middle-income countries 
(LMICs) [3]. Direct causes of maternal and/or child deaths are unsafe abortion, high blood 
pressure during pregnancy (pre-eclampsia and eclampsia), severe bleeding (mostly bleeding 
after childbirth), infections (usually after childbirth) and other complications from delivery 
[4–6]. The leading causes of neonatal death are preterm birth complications, pneumonia, and 
intrapartum-related complications, while neonatal sepsis has been a reduction cause of death 
with the slowest progress. It is estimated that, if present trends continue, as many as 4.4 
million children younger than 5 years will still die in 2030 [7,8]. Apart from the direct and 
leading causes, malnutrition and lack of immunization are also important contributing causes 
and of special concern.     
 
Malnutrition is highly prevalent and a serious public health problem in LMICs, resulting in 
substantial increases in the risk of mortality and overall disease burden [8–11]. Under-
nutrition continues to negatively affect the development of millions of children during the 
first 1000 days of life [12–15]. Underlying causes of maternal and child malnutrition range 
from chronic malnutrition through the life cycle, food insecurity, alcoholism, poor socio-
economic conditions as well as lack of women’s education, knowledge, and insufficient 
antenatal and maternal care [16,17]. A significant reason for child and maternal malnutrition 
is consumption of the ‘wrong’ kinds of food, especially a lack of protein-rich food. Apart 
from poor availability of food, cultural beliefs, religion and traditional knowledge can include 
a variety of potential drivers of food and nutrition security [18].   

 
In addition, the problem of low vaccination coverage and delay remain major concerns 
regarding maternal and child health in many LMICs. Although over 60% of children in 
LMICs had received full immunization, this was below the WHO recommendation of at least 
90% of eligible children and there was inequality between urban and rural areas [19]. 
Approximately 83% of eligible children were given vaccination, while 41% continued to be 
delayed [20]. Low coverage of full immunization and delay are related to intent to vaccinate 
(depending on factors such as knowledge, perception and logistic limitations of individual 
families), health facility readiness (physical and human resources, cost and distance of health 
services), community awareness and engagement, and the governments and their 
development partners [21].   

Perhaps the most important way to improve all of the issues described above is to ensure 
access to good quality health care during pregnancy, delivery and the postnatal period, 
referred to as ante-natal care (ANC). The quality of ANC services influences women’s 
healthcare seeking behavior [12,13]. For example, poor quality of ANC created an obstacle 
for pregnant women in visiting ANC services [15] and also negatively influenced the good 
practices of mothers and family members [16]. The World Health Organization (WHO) has 
recommended optimal numbers and quality of antenatal care contacts to reduce perinatal 
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mortality and improve women’s experiences of care and their health outcomes [52]. 
Improving the quality of ANC is an important determinant of encouraging women to make 
at least four ANC visits; previous studies demonstrated that the quality of ANC and 
accessibility of the services as well as the behavior of health care providers were both 
significantly associated with women making the recommended four or more ANC visits 
[15,59]. Many other factors have also been found to influence the positive practices of 
women making four or more ANC visits, such as a history of stillbirth, high-risk medical or 
obstetric history, or first pregnancy [56,59]. Other factors are related to the household, 
including women’s education, family wealth, fewer household occupants and urban 
residence [57,60,61]. Receiving MCH information from a lady health worker, the mother–
in-law, other relatives/friends, a nurse or midwife and the mass media were also strongly 
associated with four or more ANC visits [60].   

Maternal health literacy (MHL) is a significant factor related to pregnancy outcomes and 
children’s nutritional status [11]. In addition, better MHL was independently associated with 
higher child vaccination, and it was suggested that “initiatives targeting health literacy could 
improve vaccination coverage” [13]. However, maternal health literacy remains poor in many 
countries; e.g., it was inadequate in 39% of mothers in India, 83% among rural African-
American mothers, 72% of mothers in Texas (USA), 24% in Philadelphia, and 34% in Iran 
[23–27]. Factors that influence MHL levels are related to the socio-demographics and certain 
key practices of mothers. MHL was positively associated with higher levels of education, 
household income, language, social support, parenting self-efficacy, and early parenting 
practices [22,28]. However, other factors such as education level, household income, time 
constraints, cost, and transportation were likely associated with ANC utilization, as has been 
shown in previous studies. Earlier studies had also determined that knowledge, attitudes and 
perception regarding ANC as useful were strongly associated with number of ANC visits 
[32,33]. 
 
1.1  Situation in Lao PDR 

 
In Lao PDR, the maternal and child mortality rates have been the highest in Southeast Asia, 
at 197/100,000 live births for maternal, 18/1,000 live births for newborns and 40/1,000 live 
births for children under one [31]. The death rates for children under five are also very high, 
at 46/1,000 live births [31] the second highest in Asia, just behind Afghanistan. Malnutrition 
continues to be a serious health concern, with approximately 33% of Lao children under five 
years stunted, 21.1% underweight and 9.0% wasted [14]. Chronic malnutrition is a result of 
failure to receive adequate nutrition over an extended period of time as well as possibly 
recurrent or chronic illness. Key drivers of Lao maternal and child malnutrition reported in 
the Lao Nutritional Profile in April 2014 were food insecurity, low dietary diversity, and poor 
water, sanitation and hygiene [32]. In the areas where food security was not the main 
problem, low dietary diversity was often the cause, with heavy rice consumption (73 to 79% 
of diet) and low intake of a variety of foods, such as meat, vegetables, fats and fruit. These 
practices result from a lack of knowledge and traditional beliefs in addition to poor education 
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and low income [32,33]. Malnutrition has been associated in Lao PDR with low maternal 
health knowledge [34].   

 
Traditional beliefs may reduce intake of protein-rich foods such as meat, fish and eggs, as 
food restrictions and taboos are particularly applied during pregnancy and the lactation period 
for postpartum mothers. Even in the capital city of Vientiane, it was found that 90% of 
postpartum mothers practiced food taboos. Of these, 56% lacked good nutrition. In addition, 
97% of mothers stayed on their hot beds after delivery and 95% drank traditional herbal teas 
[35]. Moreover, the food taboos or restrictions and traditional drinking of herbal tea and 
alcohol by mothers during the postpartum period were significant risk factors associated with 
infantile beri-beri (vitamin B1 deficiency) and death [36–41]. Newborn babies whose 
mothers stayed on a very hot bed after birth were more likely to have skin infections and 
septicemia [42].   
 
Child immunization coverage against essential preventable diseases, such as tuberculosis, 
polio, diphtheria, pertussis, tetanus, measles and hepatitis B has been low (48.3-83.1%) in 
Lao PDR, with a full vaccination rate of only 40.7% [14]. Although a comprehensive 
vaccination service has been available, the population seems to be insufficiently aware of the 
benefits of immunization. All of these issues are reflected in the lack of comprehensive 
awareness of MCH information in Lao PDR.  

 
Health literacy has hardly been studied in Lao PDR. One study in Vientiane city measured 
general health literacy among university students [27]. In another study, the focus was on 
sexual and reproductive health literacy among Lao school adolescents [28]. Both studies 
identified poor health literacy among these relatively well-educated population groups. So 
far, there have been no studies on maternal health literacy (MHL) in Laos. Having more 
information about the MHL of Lao mothers could provide evidence that can inform policies 
and planning of health services in developing appropriate information, education and 
communication (IEC) packages to be used at the public ANC services, aimed at improving 
MHL. Readiness of health facilities is very important in relation to improving the quality of 
ANC provision. Particularly, improving health education and counseling would increase 
awareness among Lao women and empower them to take better care of themselves during 
pregnancy and early motherhood. If women experience the benefits of attending ANC, they 
may encourage other women to visit ANC services as well.  

Although the average number of ANC visits in Lao PDR has increased recently (78.4%) [22], 
the quality of ANC provision remains inadequate [48–51]. For example, both supply and 
demand sides experienced inadequate quality of ANC services, specifically, poor routine care 
and ineffective communication, with inadequate behavior and inappropriate attitudes of 
healthcare providers. These weaknesses in turn were a result of the insufficient quantity and 
quality of the essential physical resources, low staff competency and low staff motivation 
[48]. Other studies demonstrated that ANC quality was poor in rural areas due to the lack of 
equipment and materials and weak health care provider skills [18]. Supply-side constraints 
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mentioned were deficiencies in qualified staff, basic supplies, budget and management, while 
demand-side constraints were related mainly to cost, limited access to transport, cultural 
practices and language [19]. 

1.2  Focus of the thesis  

Maternal and child health is a complex issue that needs more attention and effective 
investment, particularly in LMICs [62]. Gaining insight into the situation of maternal and 
child health care in Laos will help to identify interventions to improve maternal and child 
nutrition status and immunization coverage, thereby contributing to the achievement of the 
sustainable development goals (SDGs) numbers 2 (zero hunger: reducing underweight and 
stunting among young children) and 3 (good health and well-being: reducing maternal and 
child mortality ratio) [9,10].    
 
Despite previous studies that demonstrated the importance of maternal health literacy and 
potential influencing factors, health literacy has been little researched in Laos, and the few 
studies that were done identified poor health literacy [46,47]. For improvement of ANC and 
maternal and child health, we need more specific studies on maternal health literacy (MHL) 
to identify the existing levels of MHL and determine the influencing factors such as key 
practices and socio-demographic features. Information on these issues will help to develop 
effective IEC intervention aimed at increasing ANC utilization.   
 
The quality of ANC provision remains poor in Laos, and very little is known about the health 
education and counseling given to clients during ANC consultations. Previous studies 
suggested that ANC quality was poor in rural areas due to the lack of equipment and materials 
and weak health care provider skills [63], and that deficiencies in qualified staff, basic 
supplies, budget and management were supply-side constraints, while demand-side 
constraints were related mainly to cost, limited access to transport, cultural practices and 
language [67]. There is a need for more information, specifically about the quality of 
communication, in the form of health education and counseling in the context of ANC in Lao 
PDR.  

There are mothers who do make the recommended four or more ANC visits, even in rural 
Lao PDR. Therefore, a greater understanding of these positive practices will help to show the 
direction for more effective community interventions to increase ANC utilization. Before we 
develop information, education and communication (IEC) materials for further intervention 
in the community, we need to understand why some women do it right and why they do it.  
 
Therefore, this thesis aims at gaining insight into maternal and child health care in Lao PDR 
by investigating maternal health literacy, quality of ANC provision and positive deviance 
practices of Lao mothers. This approach will help to recommend effective intervention and 
ANC quality improvement to strengthen the link between women and their family members 
and the health services. The objective is to contribute to reducing the high maternal and child 
mortality in Lao PDR.  
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THEORETICAL AND CONTEXTUAL BACKGROUND  
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This chapter will describe the context and theory that have shaped the empirical fieldwork. 
We first outline perspectives on the quality of maternal and newborn health care and its core 
component ANC, and the ANC system. Thereafter we draw from health literacy theory, the 
health belief model and the socio-ecological model. All these are outlined separately and 
aligned to the current study. The concept of health literacy and health behavior – as discussed 
within the health belief model – can be seen as models that regard health care practices largely 
as products of the agency of women, whereas the socio-ecological model emphasizes how 
health practices are influenced by – and perhaps even the outcome of – an individual’s 
relation to societal structures.  

2.1  Quality of maternal and newborn health care  

Maternal and newborn care is “a minimum (essential) care for all mothers and babies, and 
they should have standards for the care of women and newborns in need of obstetric and 
special care” [69].   

Quality of care is defined as ‘the extent to which health care services provided to individuals 
and patient populations improve desired health outcomes” [70]. Elements of the quality of 
care consists of patients’ safety (through minimizing harm, avoiding injuries and preventing 
medical errors), effectiveness (providing care based on scientific knowledge and evidence-
based guidelines), efficacy (avoiding waste of physical resources), integration (coordinating 
services with concerned people), equity (gender, race, ethnicity, geographic and socio-
economic status), timeliness (time management), and patient-centeredness (respecting and 
responding to patients’ preferences, needs and values) [70].  

In the Quality of Care Framework of WHO for maternal and newborn care (see Figure 2.1), 
women and newborns should be able to receive quality in the provision of care and 
experience of care for the routine care, effective communication, respect-dignity, competent 
and motivation, and sufficient of essential physical resources at health facilities [71]. As a 
comprehensive framework for the quality of care, it can be applied to assessing care to 
improve the quality of care, because a high quality of care contributes to reducing maternal 
and newborn mortality. The framework is also recommended for a deeper understanding of 
the quality of care to be gained [71].  
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Figure 2.1: Quality of Care Framework of for maternal and newborn health care [71].  

ANC is a core component in maternal and newborn health care; it plays a very important role 
in maternal and child mortality and morbidity reduction [78]. It is a core healthcare function 
for health promotion, screening, diagnosis and disease prevention [79], which women receive 
throughout their pregnancy and postpartum period [80]. For example, ANC is to provide 
information and screen predominantly healthy pregnant women to detect early signs of, or 
risk factors for, abnormal conditions or disease and to follow this detection with effective 
and timely intervention [81]. However, good ANC does more than just deal with the 
complications of pregnancy (which is currently more the focus); it provides an opportunity 
to establish a birth plan, and it promotes a healthy lifestyle that improves long-term health 
outcomes for the woman, her unborn child and possibly her family [76,77].  

A women-centered approach is an important characteristic of good ANC. For example, a 
pregnant woman should be fully informed about the progress of her pregnancy and to provide 
her with evidence-based information and support to make informed decisions. Women and 
their family members should have the opportunity to be informed about care and the 
possibility of unexpected matters in partnership with their health care providers. On the other 
hand women and their family members should be treated with kindness, respect, and dignity. 
Giving the opportunity to women and their families probably helps to improve their skills on 
how to take care of women during pregnancy and after childbirth [83]. In that way, ANC also 
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contributes to improving the care and health of mothers, newborns and children in the future 
[84].  

Since there is no standard framework specifically for the quality of ANC, the Quality of Care 
Framework of WHO for the quality of maternal and newborn care in general is applied in 
this thesis. This framework helps to develop at least two research instruments: (1) interview 
guidelines to gain insight into the perspectives and experiences of the demand and supply 
sides of the quality of ANC improvement and possible solutions; and (2) a check list to assess 
the current practices of health care providers on ANC provision at public health facilities in 
Lao PDR. The concepts of this framework also help to analyze data. All meaningful 
sentences were labeled based on the code tree using thematic coding and looking mainly at 
aspects of provision and experience of cares, staff competence and materials. To 
operationalize this framework, we first need to further understand the concept of quality of 
care in ANC in the context of Lao PDR and how ANC is organized in Lao PDR. Quality of 
ANC care in our study mainly focuses on staff competences (especially the communication 
skills of the healthcare providers) and the organizational or services aspects.  Key elements 
of communication skills consisting of respect, active listening, clear communication and 
empathy are widely used to measure effective communication [80].   
 
2.2  Antenatal Care in Lao PDR 
 
In Lao PDR, ANC is part of maternal, newborn and child health (MNCH) care services that 
have been organized in the public health facilities (see Figure 2.2). In addition, private clinics 
and informal traditional services are present in the country, and in border regions pregnant 
women may access services in neighboring countries. In the public health facilities, health 
providers provide more ANC services than in private and informal services. With the 
exception of high-risk pregnancy screening which is only available at the central level, the 
central and provincial levels of public health facilities have been able to provide ANC routine 
care, high-risk screening, obstetric emergency care, caesarian sections, normal delivery, 
vaccination, and health education. At these levels, general and specialized doctors like 
obstetricians and pediatricians are also available. However, at community level, only nurses 
and midwives work in the public sectors, while at district level, services are provided 
generally by nurses and midwives as few general doctors are available. Some district 
hospitals or level B hospitals lack even general doctors.  
 
At all levels of public health facilities, health education and free of charge services are 
provided. Women are provided a booklet to record their maternal and child health status, 
including health information. This booklet is commonly referred to as the ‘pink-book’ 
(because of the color of the cover).  
 
Parallel to public services, formal and informal private services are available. Especially in 
urban centers, private formal healthcare providers run practices. They are able to do check-
ups and provide health education but they do not perform deliveries. Doctors and nurses who 
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work in public facilities comprise the majority of those who operate and staff these clinics in 
the evenings and on non-working days. In local communities traditional birth assistants 
(TBAs) provide antenatal care and perform deliveries based on local traditions [76]. Most 
ANC services are, however, performed within the public sector, which is the focus of this 
thesis.  
 

 
Figure 2.2: Levels of ANC services in Lao PDR   

Access to ANC services has clearly increased in the last decade in Lao PDR from 54% of 
pregnant women receiving at least one ANC visit in 2012 [76,77] to 78.4% in 2018 [34]. To 
improve maternal and child health outcomes increasing the number of ANC visits alone is 
not sufficient, improving the quality of the services provided is equally important [14]. 
However, ANC provision remains poor in Lao PDR [56]; e.g., the supply and demand sides 
experienced challenges with the inadequate quality of ANC services, especially poor routine 
care and ineffective communication, with inadequate behaviors and inappropriate attitudes 
of healthcare providers. Additionally, essential physical resources and competences of health 
providers are not sufficient. Moreover, health education may not be well developed and 
counseling may not be performed in the public health facilities in Lao PDR.   

The quality of ANC services influences women’s healthcare seeking behavior [12,13]. 
Effective communication skills would help to improve healthcare delivery [14]. Providing 
appropriate advice and support or education and counseling to all pregnant women and their 
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families for developing healthy behaviors at home, child birth and emergency preparedness 
[30] can include:  

• awareness raising on maternal and newborn health needs and self-care during 
pregnancy and the postnatal period, including the need for social support during and 
after pregnancy;  

• promotion of healthy behaviors in the home, including healthy lifestyles and diet, 
safety and injury prevention, and support and care in the home;  

• support of care-seeking behavior, such as transportation and funding plans in case of 
emergencies;   

• assistance to pregnant women and their partners to prepare emotionally and 
physically for childbirth and care of their baby, particularly preparing for early and 
exclusive breastfeeding and essential newborn care;  

• promotion of postnatal family planning or birth spacing and traditional harmful 
practice reduction; and  

• support of baby and childcare–nutrition and immunization after childbirth to prevent 
malnutrition and infectious diseases by providing peer-to-peer and or group 
counseling for pregnant women and lactating women on executive breastfeeding until 
six months and complementing appropriate food for children up to six months in 
addition to promoting complete child immunization.  

 
2.3  Health literacy  

Effectiveness of health literacy utilization is a key factor contributing to behavior change that 
may impact health outcomes [68,72]. Moreover, maternal health literacy (MHL) contributes 
to reducing maternal and child mortality [4–8]. Health literacy has been defined as “the 
degree to which individuals have the capacity to obtain, process and understand the basic 
health information and services needed to make appropriate health decisions” [68], and it 
determines an education and a comprehension of certain written health messages as well as 
the communications for the certain actions [69–71]. However, knowledge on health issues 
on its own does not suffice as it may not lead to action.    

Sørensen added to the concept of health literacy the ability to access, understand, appraise 
and apply the knowledge (see Figure 2.3) [94]. As such it is indeed more a capacity that can 
be used rather than static knowledge. This capacity also enables individuals to seek out 
information and process it for new purposes. Additionally, it also enables them to identify 
more precise barriers why people do not have or do not apply knowledge. For example, in 
the context of Lao PDR pregnant women may have limited access to knowledge as they may 
be illiterate or have limited information sources at hand. Also it may be difficult to process 
health knowledge due to unclear messages or limited cognitive ability. Appraising the 
knowledge and applying it may also be hampered due to different beliefs regarding the 
severity of poor health and the benefits of health care.   
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In Lao PDR, comprehensive awareness of maternal and child health (MCH) information 
remains poor; for example, malnutrition has been associated with maternal health knowledge, 
and children of mothers with greater health knowledge have had lower rates of stunting [18]. 
Also, child immunization coverage with a full vaccination rate against preventable diseases 
is very low in Lao PDR [14]. Despite the availability of a comprehensive vaccination service, 
the population is apparently not yet sufficiently aware of the benefits of immunization. This 
further reflects the poor maternal health literacy (MHL) of Lao mothers.  

Although we have known that maternal health literacy (MHL) remains poor in many 
countries [23–27] with many factors influencing MHL, such as socio-demographics, family 
income, language, social support, and certain key practices of mothers (number of ANC 
visits) [22,28,29], very little is known in Laos. For example, no studies on MHL of Lao 
mothers have been conducted; only  one study in Vientiane city has measured general health 
literacy among university students [27], and another focused on sexual and reproductive 
health literacy among school adolescents [28]. Both studies indicated low levels of health 
literacy. 

. 

 

Figure 2.3: Conceptual model of Health Literacy Sørensen [93]  

The health literacy model presented by Sørensen was selected to apply for this study for the 
following reasons. Firstly, it has been widely used in Europe and in Asia [29–33]. Secondly, 
while MHL has been measured in other countries [7,34,35], there has been no specific tool 
for MHL in Lao PDR. Finally,  Sørensen’s conceptual model of health literacy could help to 
understand the MHL and help to develop research tools to be used in this study. 

The model of maternal health literacy (MHL) was adapted based on the general conceptual 
model of health literacy and previous studies that “the personal characteristics and social 
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resources needed for individuals to access, understand, appraise and apply information and 
services to make decisions about health” [6] in relation to the care during pregnancy, 
childbirth and postpartum period [36]. Specific emphasis was attributed to malnutrition, 
commonly practiced food restrictions and taboos, the use of hotbeds and vaccination 
coverage. This tool will not only be utilized as a means to determine current health literacy, 
more critically, we will be used to assess how health literacy is related to practices of women 
and what characteristics of women determine health literacy.  

The research tool for data collection covered three sections: (1) the socio-demographic 
aspects such as age, religion, ethnicity, language, literacy, education and income, as in 
previous studies [22,24,28,86,100]; (2) possibly related factors such as number of ANC visits, 
place of childbirth, number of children, food restrictions or taboos, the use of hotbeds, 
smoking and receiving of information, as in previous studies [38,101,102]; and (3) maternal 
health literacy (MHL) in relation to the ability of mothers to access, understand, appraise, 
and apply information on mother and child health care during pregnancy, at childbirth and in 
the postpartum period according to the WHO guidelines and national strategic-action plan 
[81,103] as mentioned above. The MHL questionnaire comprised the following themes: (1) 
accessing information about antenatal care, childbirth and postpartum care; (2) understanding 
information about nutrition, immunization and breast feeding; (3) appraising information 
about maternal and child health care; and (4) applying information about maternal and child 
health care practices.  

2.4  Health belief model  

Our conceptualization of health literacy is mainly focused on one’s capacity to ultimately 
apply health information and therefore touches upon one’s ability to make informed choices 
regarding one’s health behavior. Regardless, it does not critically analyze one’s actual 
behavior, which is in many ways critical to our understanding of maternal and child health 
outcomes. Within the health sciences and psychology literature, many models describe health 
behavior, such as Ajzens’ theory of planned behavior [94]  and Bandura’s social cognition 
model [95]. However, for the purpose of this study we apply the health belief model (HBM) 
of Hochbaum [96]. We do not aim to discard other relevant models, but for the purpose of 
this study the HBM model was considered to be more compatible and complementary to the 
concept of health literacy and the later discussed socio-ecological model. Critical 
components of the model are explained below.  
 
The Health Belief Model (HBM) is one of the most widely used conceptual frameworks for 
understanding health behavior [83]. The HBM has been applied to all types of studies and all 
types of health behavior [84,85]. A person's motivation to undertake a health behavior can 
be divided into three main categories (see Figure 2.4):  

• Individual perceptions – factors that affect the individual’s perception of illness and 
disease, including their perceived susceptibility to illness and disease and of the 
perceived severity of the impact of illness and disease;  



 27 

• Modifying factors – demographic variables, perceived threat and cues to action; and  
• The likelihood of action – factors in the probability of appropriate health behavior – 

i.e., the likelihood of taking the recommended preventive health action.  
Aspects of the health belief model are described below:  
 
Perceived susceptibility: This describes the risk awareness of people – the greater the 
perceived risk, the greater the likelihood of engaging people’s behavior to decline risk. 
Individuals vary widely in their perception of their susceptibility to a disease or condition. 
Those individuals at the high extreme of susceptibility feel there is real danger that they will 
experience an adverse condition or contract a given disease. A previous qualitative study 
demonstrated that most Lao mothers were aware of the potential risks of pregnancy, for 
example, pregnant women are at risk of miscarriage, hemorrhage, premature delivery, death 
of the fetus, and stillbirth and maternal death [49].   

 
Perceived severity: This refers to people’s view of how severely they would be impacted if 
they were affected by the condition. People may perceive that death is the most severe 
outcome, followed by disability, pain and so on. However, education can lead to their being 
more specific about severity, including the probabilities of survival and disablement. 
Pregnant women and family members may view that women who are at risk during 
pregnancy may be more dangerous than women who are at risk during pregnancy. However, 
it was not found whether pregnant women and their family members perceived the severity 
of high-risk pregnancy, which may influence their decision making to take action for ANC 
utilization.  
 
Perceived benefits of taking action: Taking action toward prevention of disease or toward 
dealing with an illness is the next step to expect after an individual has accepted the 
susceptibility of a disease and recognized its seriousness. The direction of action that a person 
chooses will be influenced by the beliefs regarding the action. However, it varies on how 
effective the advised action is; moreover, providing a positive message about the benefits of 
taking specific actions, including obtaining accurate information, would help to reduce 
susceptibility and severity. The message may also include instructions in taking the 
recommended actions and indicate the timescales involved before benefits appear. A 
previous study in Laos showed that women perceiving ANC as somewhat useful or very 
useful was significantly associated with ANC visits [32]. This would be an influencing factor 
in deciding for ANC.    

 
Barriers to Taking Action: However, action may not take place, even though an individual 
may believe that the benefits to taking action are effective. This may be due to barriers like 
the individual’s perceptions of the difficulties in taking the proposed actions, including both 
physical and psychological barriers, although these may be addressed through various means 
of support, from financial ones through reassurance and assistance. Barriers also relate to the 
characteristics of a treatment or how a preventive measure may be inconvenient, expensive, 
unpleasant, painful or upsetting. These characteristics may lead a person away from taking 
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the desired action. A qualitative research study shows that distance, transportation, cultural 
practices and language were major barriers for pregnant women in accessing ANC [49]. 
Supply-side constraints, low levels of education, women’s position in society and poor 
communications networks also influenced ANC utilization.  
 
Cues to Action: An individual's perception of the levels of susceptibility and seriousness 
provide the motivation to act. Benefits (minus barriers) provide the path of action. However, 
it may require a 'cue to action' for the desired behavior to occur. Although we found that 
women perceived susceptibility and seriousness of high-risk during pregnancy, that may not 
be enough to take action for ANC utilization, because the health belief model focuses more 
on individual level factors and specific cues to action have not been found in previous studies. 
 

 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
Figure 2.4: Health belief model  
 
In summary, the health belief model provides the factors in individual perceptions, the 
likelihood of action and the cues of action. However, other factors at other levels, such as the 
interpersonal, community and organizational levels, are likely to be influential as well but 
are not included in the health belief model. Therefore, the socio-ecological model should be 
considered.  
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2.5  Socio-Ecological model  
 
The Social Ecological Model (SEM) is widely used and offers concepts that can help us to 
understand what the influencing factors are in health practices [86–90]. In SEM, the first 
level is the motivation of the individual in relation to knowledge, attitude and skill; the second 
level is the interpersonal aspect in a social network, especially with family members; the third 
level is the organizational, which means environment of institution that can be health facility 
level; the fourth level is the community, in terms of its culture, value and norms; and the last 
level is the public policy level, referring to government support for health care. The 
theoretical framework for positive deviance study as developed based on the socio-logical 
model in combination with the concept of the health belief model to identify determinants of 
positive behavior [87,89,90] is described in five levels as below. 
 
 

 
 
Figure 2.4: Social ecological model [116] 
 
Individual level: This level describes the biological and personal factors such as age, 
genetics, income, and history of illness, which increase the likelihood of practices in addition 
to determinants of behavior, such as knowledge, attitudes, beliefs and skills. Previous studies 
have illustrated that knowledge, attitude and a perception that ANC is useful were also 
strongly associated with making sufficient ANC visits [106]. Women with a history of 
stillbirth, a high-risk medical or obstetric history, or who are in a first pregnancy, may also 
seek ANC services. Urban residence, women’s education level and age were likely associated 
with ANC utilization [58,62,105]. In our study, the socio-demographic characteristics of 
mothers, how they perceived the ANC services, how they perceived susceptibility and what 
motivated them to attend ANC were analyzed.  

Interpersonal level: This level concerns a person’s relationships with other people, families, 
friends and or other people who are part of their social network and support system who 
influence their social norms, identity, role definition, and choices related to lifestyle and 
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health care utilization. Previous studies have demonstrated that receiving maternal and child 
health (MCH) information from the mother–in-law or other relatives/friends, or from the 
mass media, have been strongly associated with at least four ANC visits [106]. Family 
income, a low number of household occupants, and financial support from the husband were 
also associated with four or more ANC visits [58,62,105,106]. In this study, we looked at 
family members, friends and neighbors who provided the support to mothers to visit ANC 
facilities.  

Organization level: This level is related to the workplace, schools and social organizations, 
the rules and policies of which would be able to guide and support behavior, including 
healthy behavior. The quality of ANC provided, particularly the behavior of healthcare 
providers, and receiving information from lady health workers were significantly associated 
with women making four or more ANC visits [62,106]. Other studies have shown that cost 
and transportation were likely to be associated with ANC utilization [32,107]. In our study, 
the organization level refers to health facilities where pregnant women experienced ANC 
services provided by health workers and public transportation to access to ANC services.   

Community level: This level is related to the larger social constructs of the collective 
network of individuals, businesses, institutions and organizations, which include the media 
and advocacy groups, and which can be defined by geography, membership, heritage or 
affiliation. In our study, the community level includes factors related to community support 
for mothers in using ANC services. However, community support for mothers in their use of 
ANC services was not found in previous studies.  
 
Policy level: This level describes the authoritative decisions made by a local, state or federal 
governing body that can influence all the other levels. In our study, the policy level refers to 
factors related to the national maternal and child health strategy in Laos PDR. No previous 
study has emphasized women’s perspective toward the policy level, particularly the national 
maternal and child health strategy in Laos.  Regardless of this, many policies exist that 
promote ANC services in Lao PDR, particularly the “National free maternal and child health 
(MCH) policy”. The policy has been introduced by the Lao government, which aims at the 
substantial reduction of household expenses on maternal and child health services [108]. In 
this policy, pregnant women and children under five years of age are provided with essential 
services free of charge of in addition to small cash allowance to cover food and transportation 
costs.   
 
In summary, very little is known about the influencing factors at all levels of positive 
practices in relation to four or more ANC visits. Integration with the Socio-Ecological Model 
was done to find out the influencing factors for positive deviance practices of Lao mothers 
at the individual, interpersonal, organization, community and policy levels for this study. At 
the individual level, the socio-demographic factors and perceived benefit of ANC utilization 
were analyzed for how mothers perceived the ANC services and what motivated them to 
attend ANC. On the other hand, the interpersonal level helped us to understand the support 
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of family members, friends and neighbors who can support these mothers in visiting ANC 
services. Thereafter we looked at the organization level with emphasis on the quality of ANC 
provision and the community level as a major source of MCH information. Finally, the 
factors related to the policy level helped us to understand whether pregnant women were 
aware about the national strategy of maternal and child health in Lao PDR.  
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This chapter describes the empirical methods employed to answer the three research 
questions of this thesis. It also describes the four areas studied and addresses the validity and 
ethical issues. 
 
3.1 Research questions  
 
The main research question addressed by this thesis is:  
 
How can maternal and child health care, particularly the quality of ANC provision, be 
improved in Lao PDR?   
 
To answer this research question, we formulated three empirical questions. Below, we 
present the questions and briefly describe the relevance in the context of this study. 
 
1. What is the quality of antenatal care (ANC) provision at public health facilities in Lao 

PDR?   
To aid our understanding of the quality of ANC provision in Lao PDR, a critical analysis 
of the services on the supply side was required. The analysis encompassed the medical 
and preventive aspects of the services, and the way the services are performed by the 
providers, particularly routine ANC care, communication skills and materials used 
during ANC provision from the points of view of both providers and consumers of ANC.  
 

2. What is the maternal health literacy of mothers in urban and rural areas in Lao PDR?   
To understand whether ANC services can impact the practices of young mothers, we 
have chosen to investigate the maternal health literacy of women or young mothers and 
relate this to the utilization of ANC services. The answer to this question provides 
insights into the state of maternal health literacy, with respect to their understanding of 
pregnancy care, childbirth at health facilities, and postpartum care. Additionally, it 
serves as a proxy for the effect of in- and out-patient ANC services.  

 
3. What factors influence ANC utilizations in Lao PRD? 

To understand ANC utilization and to gain insights into the reasons for some women 
making choices that are positive in relation to optimal ANC visits, when they are in the 
same conditions as other women who do not make optima ANC visits. This would give 
ideas about interventions that could potentially support behavior change among the 
women who still do not have positive practices. 

 
3.2  Research methodology  
 
Research approach 
A mixed methods approach was chosen. Data were collected at multiple levels of the health 
system involving multiple stakeholders. To answer the empirical research questions, a 
qualitative method was considered appropriate to help to gain insight into the demand and 
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supply sides on the quality of ANC provision in Lao PDR. Two observational studies 
assessed the current practices of ANC providers at the public health facilities: a quantitative 
cross-sectional method was applied to measure maternal and child health literacy; and a 
qualitative method was used to understand determinants of positive deviance practices of Lao 
mothers. Research tools were developed for both the qualitative and quantitative studies in 
order to obtain contextual knowledge from three entities: the demand side, the supply side, 
and the other resources. 
  
Study settings  
We conducted studies in Lao PDR from 2017 to 2019 in different administrative regions and 
at different levels – the central, provincial, district and community levels. Vientiane Capital 
is the central level where policy makers, development partners, and central hospitals are 
located and was therefore included in the study. Additionally, we conducted fieldwork in the 
southern provinces of Lao PDR. The south was chosen because of planned future intervention 
sites and because of the relative similarity among the provinces. For example, ANC in the 
south has benefited from development assistance of the Japanese International Cooperation 
Agency (JICA). Also the south has a similar cultural composition, with mainly Lao-Tai and 
Mon-Khmer ethnic minorities residing there [110,111].  
 

Of the four provinces (Champasack, Salavan, Sekong and Attapeu) in southern Lao PDR, 
where ANC services have been developed to a similar standard [19], two provinces (Attapeu 
and Salavan) were selected using a simple random selection as representative for this study 
and a future intervention study. Each province has a provincial hospital, several district 
hospitals and many health centers. Four districts of the two provinces were randomly selected 
to represent the urban and rural areas in the design of our study and between which we 
planned to compare the results and at all levels of health facilities. Finally, eight villages, two 
in each of the districts were selected using simple random sampling as well. Data were 
collected from both health facilities and at community level. These would help us to 
understand the contextual knowledge at the different areas and different levels in relation to 
the quality of ANC provision, maternal health literacy (MHL) and positive practices of Lao 
mothers that would help to plan further effective intervention.   
 
Study population 
There were multiple stakeholders in the target populations in our studies. On the supply side, 
policy makers, development partners were recruited from the central level, while healthcare 
managers and healthcare providers were recruited from the central, provincial, district and 
community levels. On the demand side, family members (husbands, parents, grandparents, 
and siblings), pregnant women and mothers with children under five years of age were 
recruited from the community level.  
 
Both the supply and demand sides provided sufficient information in relation to the quality 
of ANC provision, particularly routine care, experiences of care, effective communication 
skills of healthcare providers, and essential physical resources at the public health facilities. 
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At the same time, the demand side gave insight into maternal health literacy (MHL) and good 
practices in relation to four or more ANC visits.  
 
Studies and methods 
Four studies were conducted to address the empirical research questions. These studies are 
outlined below.  
 
Study 1: Quality of Antenatal Care (ANC) Service Provision at Public Health Facilities in 
Lao PDR  
This qualitative study contributed to answering the research question of “What is the quality 
of antenatal care (ANC) provision at public health facilities in Lao PDR?”, which aimed to 
gain insight into the demand and supply sides in terms of quality of ANC provision, and 
evidence for recommendations to improve the quality of ANC services in Lao PDR. The 
qualitative method was conducted in Vientiane Capital, where policy makers, development 
partners as well as the central level hospitals are located, and in two provinces (Attapeu and 
Saravane) in southern Lao PDR. Each province has a provincial hospital, several district 
hospitals and many health centers. Fifty participants from different stakeholder groups were 
recruited: (1) the demand side included couples with a currently pregnant woman and 
mothers with children under one year of age and a family member, and (2) the supply side 
included health providers, managers, policy makers of the Ministry of Health, and 
development partners.  
 
Semi-structured interviews (SSIs) were conducted. The interview guidelines were based on 
the concepts of the WHO Quality of Care Framework in 2015 [108]. Eligible participants 
were invited to give their views on the provision of care and their experiences of that care, 
the provision of information, the effectiveness of communication, the accordance of respect, 
dignity and emotional support, as well as the competence, motivation and essential physical 
resources of the provider. Participants also provided perspectives on ways to improve the 
quality of ANC in public health facilities in Laos. On-the-spot observations were made 
during visits to the healthcare facilities. Interviews took place at the offices or in the homes 
of the participants or service users, where the respondents would feel comfortable and 
privacy was ensured. The interviews were voice recorded and transcribed verbatim for 
analysis by open and thematic coding, using the MAXQDA software program. After the data 
were analyzed, the findings were discussed with all researchers and supervisors to obtain 
consensus about findings.  
 
Study 2: Information provision and counseling during Ante-natal Care in Lao PDR  
This observational cross-sectional study addressed the research question of “What is the 
quality of antenatal care (ANC) provision at public health facilities in Lao PDR?”. We firstly 
conducted overt observation covering 16 public health facilities that routinely provide ANC 
services. These health facilities represent both urban and rural areas, as well as the different 
levels (central, provincial, district hospitals and local health centers) in Vientiane capital, and 
two provinces (Attapeu and Saravane). 421 ANC sessions (81 from urban and 340 from rural 
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areas) were included in the study. Health providers (doctors, nurses and midwives) currently 
practicing at the ANC services with at least one year of working experience at that health 
facility were invited to participate. Pregnant women and family members who attended 
ANCs in the study sites during the observation sessions were also invited. Secondly we 
conducted covert observation to compare with the overt observations in four central-level 
public hospitals that routinely provide ANC services in Vientiane, the capital city of Lao 
PDR. The total number of ANC observation sessions was 154 (81 ANC sessions of overt 
observation and 73 ANC sessions of covert observation).  
 
Both the overt and covert observations used the same checklist, which contained five 
sections: (1) medical history taking; (2) physical examination; (3) providing health 
promotion during pregnancy, for childbirth and postpartum care; (4) health education 
material to be used during ANC provision; and (5) effective communication skills, behavior 
and attitude of health providers. In the overt observations, the health providers and pregnant 
women were fully informed about the study objectives and observation procedure. In 
contrast, in the covert observations, the health workers were not informed, and the pregnant 
women were invited to join with their consent to have researchers posing as family members 
of pregnant women. To make covert observation possible, the hospital directors were 
informed about the study and the plan and their agreement to this approach was obtained.  
 
Note-taking of the health provider’s performances was done during the overt observations, 
while mobile phone voice recordings, which were checked immediately afterwards, were 
made for the covert observations. In addition, the information from the women’s ANC cards 
and the time spent (in minutes) on the ANC consultations were noted. The observers during 
the overt observations sat approximately two meters away from the health providers and 
pregnant women to observe the consultation sessions. Descriptive statistics, such as 
percentage, mean (standard deviation; SD) and median (range), were applied to describe the 
participants’ personal information. Comparison of the proportions between two groups was 
made using χ2 or Fisher's exact tests as appropriate. Mann Whitney U-tests or Student's t-
tests were applied to compare medians or means between groups. 
 
Study 3:  Maternal health literacy on mother and child health care  
This quantitative study contributed to answering research question of “What is the maternal 
health literacy of mothers in urban and rural areas in Lao PDR?”, which aimed to explore the 
maternal health literacy level and its influencing factors in order to provide evidence that can 
inform policies and planning of health services. A cross-sectional survey was conducted at 
the community level of Saravane and Attapeu provinces in southern Laos. Four villages (two 
urban and two rural) of each selected district in each province were chosen for the study to 
represent the study areas. A two-stage cluster sampling was applied to reach the levels of 
four villages and 403 households using the Probability Proportional to Size (PPS) sampling 
method. A village (cluster) with more eligible households had a greater number of 
households to be studied. Lao women with children aged under five years were recruited in 
this study.  
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We conducted interviews using structured questionnaires to collect information on (1) the 
socio-demographic factors (age, religion, ethnicity, language, literacy, education, income, as 
taken from previous studies; (2) possibly related factors (ANC visits, place of childbirth, 
number of children, food restrictions or taboos, the use of hotbeds, smoking and information 
received, as in previous studies); and (3) maternal health literacy (MHL), or the ability to 
access, understand, appraise and apply information in relation to the care during pregnancy, 
childbirth and the postpartum period. The interviews took place at the homes of 384 eligible 
mothers who had children aged under five years (197 from urban and 187 from rural areas). 
MHL was measured by response scores in four levels: ‘inadequate’ (0–25), ‘problematic’ 
(>25–33), ‘sufficient’ (>33–42) and ‘excellent’ (>42–50) [37]. For certain groups of the final 
results, the ‘sufficient’ and ‘excellent’ levels were combined to a single level, called 
‘adequate health literacy’ (index scores 33–50), while the ‘inadequate’ and ‘problematic’ 
levels were combined into one level, labelled ‘inadequate health literacy’ (index scores <33). 
These two levels facilitated comparison of the mothers’ socio-demographics and key 
practices in relation to adequate and inadequate maternal health literacy. Multiple logistic 
regressions were applied to found out the factors associated with MHL level of Lao mothers. 
 
Study 4: Reasons for some Lao mothers having good practices during pregnancy 
This study contributed to answering the research question of “What factors influenced ANC 
utilization in Lao PRD?”, which aimed to identify determinants that influenced mothers in 
rural Lao PDR who did make sufficient visits for ANC in order to inform the design of more 
effective interventions to change behavior of mothers who do not. A qualitative study was 
carried out in a rural area of Attapeu Province, where the majority of mothers did not seek 
ANC in the recommended way, to investigate what motivated or informed the women or 
mothers who did. In Laos, where the behavior of attending ANC is still not a common 
practice, women who have made four or more ANC visits can be seen as deviants in a positive 
way. The location in Attapeu was selected because it was the site of a MHL study done in 
2018, which identified potential participants for the current study. 19 mothers with positive 
behavior of having made four or more ANC visits were recruited, because they were available 
at the time planned for the interviews.  

  
Mothers with positive practices (four or more ANC visits) were interviewed using a semi-
structured interview guide based on the Socio-Ecological Model. The interview took place 
in the homes of the participating mothers, where their comfort and privacy were ensured. The 
local interviewers attended a three-day training course prior to data collection. The interview 
guides were piloted in a community away from the study site, after which the guides were 
finalized. The mothers were interviewed in the Lao language for approximately 60 minutes. 
All interviews were recorded. Notes were made while conducting the interviews to combine 
with the recorded data later. Manual analysis used open and thematic coding of the interview 
data, and the qualitative data were classified into four levels of individual, interpersonal, 
organization or health facilities, and community, according to the Socio-Ecological model, 
to make inferences.  
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The research project was undertaken within the framework of the LEARN project, funded by 
the European Union. I was the lead investigator for the projects presented in Chapters 4 to 8; 
I was responsible for all major areas of concept formation, data collection and analysis, as 
well as the majority of manuscript composition under the supervision of the local and 
international supervisors. An internship master student (Miss Maaike Jansen) from the VU 
Amsterdam, The Netherlands, was involved in the first study as described in Chapter 4 in the 
design, data collection, analysis, and writing of the manuscript. The construction and the tests 
in Chapter 7 were performed by me with research assistants. The data analysis in Chapter 4 
to 8 are my original work under supervision of my supervisors as mentioned above.   
 

Table 3.1: Summary of research questions, theoretical frameworks, and designs for the four studies  

Sub-research 
questions  

Theoretical  
frameworks Empirical  studies Data/method  

Chap-
ter  

1.What is the 
quality of 
antenatal Care 
(ANC) provision 
at public health 
facilities in Lao 
PDR?    

WHO 
Quality of 
Care 
Framework  

Qualitative study  Semi-structured interviews 
with stakeholders   

Study 1: “Improvement of Quality of Antenatal Care (ANC) 
Service Provision at Public Health Facilities in Lao PDR: 
Perspectives and Experiences of Supply and Demand Sides” 

4 

Quantitative cross-sectional 
observational study  

Overt observation:  check 
list, informed both providers 
and clients   

Study2.1: “Do health care providers give sufficient 
information and good counseling during ante-natal care in 
Lao PDR?: An observational study” 

5 

Quantitative cross-sectional 
observational study 

Covert observation: check 
list, informed only clients   

Study 2.2: “Overt versus covert observations on health care 
providers' care and communication during antenatal care 
visits in Lao PDR” 

6 

2. What is 
maternal health 
literacy of 
mothers in urban 
and rural areas in 
Lao PDR?  

Concepts of 
health 
literacy  

Quantitative cross-sectional 
study  

Structured interview: 
mothers who had a child 
under five years   

Study 3: “Maternal health literacy on mother and child health 
care: A community cluster survey of two southern provinces 
in Lao PDR” 

7 

3. What factors 
influence ANC 
utilizations in Lao 
PRD? 

SEM in 
positive 
deviance 
mothers  

Qualitative positive deviance 
study  

Semi-structured interviews: 
mothers with four or more 
ANC visits   

Study 4: “Why do some Lao mothers have good practices 
during pregnancy? A qualitative positive deviance study” 

8 

 
3.4  Research validity and reliability  

 
We conducted the research at all health system levels (central, provincial, district, and 
community) which have a similar structure around the whole country. We involved a wide 
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variety of actors. Our target populations were pregnant women, mothers with children under 
five years of age, family members, health providers, policy makers and development 
partners. These populations can represent both supply and demand sides, which would have 
similar characteristics in relation to the socio-economic characteristics of populations in other 
parts of Lao PDR.  Because the data were collected from large numbers of people 
representing all stakeholders at all levels, we expect it to provide a valid picture of the real 
situation.    
 
We applied triangulation to increase validity, using different methods to collect data on one 
topic, such as interviews, surveys and both overt and covert observation.  
 
Validation and reliability were taken into account while designing our research tools. For 
example, the research tools were firstly developed in English based on the theoretical 
framework, international literature and previous local studies; thereafter, back and forth 
translations were made between English and Lao to ensure accuracy. Furthermore, the Lao 
language versions of the questionnaires were pilot tested for internal consistency with 
Cronbach's alpha for which a value of greater than or equal to 0.7 indicated satisfactory 
reliability [31]. Both semi-structured interview guides and checklists for observation were 
pilot tested in the field before being used to collect the data, and revised if necessary.    
 
In the qualitative research, data saturation was applied to increase the content validity. We 
considered that saturation was reached when there was enough information to replicate the 
study, when the ability to obtain additional new information had been attained, and when 
further coding was no longer feasible.     
 
The principle investigator (PI, Sysavanh Phommachanh) and local supervisors trained 
research assistants for at least five days, using role-play for the observations and interviews 
in both qualitative and quantitative studies, to make sure the research assistants were skillful 
and understood all the processes of data collection. In addition to the training, the PI and the 
local supervisor followed up and provided technical assistance to the research assistants to 
ensure all the processes went well during data collection.  
 
After each interview and observation, the PI checked all the information from the answer 
sheets and records, then gave feedback to the data collectors and conducted reflection each 
day for quality control of the data collection process, to ensure the data collection procedure 
was correct and all relevant information was collected. Additionally, the PI organized a 
meeting with the people concerned (health providers and managers) at their health facilities 
to make sure all data were valid (correct and complete) at the end of data collection from 
each hospital before leaving.    
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3.4  Ethical considerations  
   
Ethical approval of a large research project on the situation analysis of maternal and child 
health care in Lao PDR (Gaining insight into maternal and child health care in Lao PDR) 
was obtained from the Ethics Committee of the University of Health Sciences, Ministry of 
Health in Lao PDR (No 0681, issued 09 March 2017). The interviewers obtained written 
consent before each interview and thumb printing was applied for illiterate participants. For 
the overt observations, we also obtained verbal consent from all pregnant women and health 
care providers before beginning the observations. Before beginning the covert observations, 
written consent was obtained from the pregnant women who could read and write and thumb 
prints were taken from illiterate participants. In addition, consent was obtained from the 
director of each hospital of the study sites in return for sharing the collected information with 
them at a later date so that they could use it to strengthen their service quality.  
 
3.5  Thesis outline  
 
The outline of this thesis describes empirical and reflection parts.  The empirical part consists 
of five chapters (Chapters 4 to 8) to answer the three research questions (see Table 2). For 
example, Chapters 4, 5 and 6 provide evidence to answer research question 1, “What is the 
quality of antenatal Care (ANC) provision at public health facilities in Lao PDR?”; Chapter 
7 provides evidence to answer research question 2, “What is the maternal health literacy of 
mothers in urban and rural areas in Lao PDR?”; and Chapter 8 provides evidence to answer 
research question 3, “What factors influence ANC utilizations in Lao PRD?”. The reflection 
part includes the final chapter with the discussion, conclusion and recommendations.   
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Findings of the studies 
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Abstract 
 
Background: The maternal mortality rate in Lao PDR (Laos) is still the highest in Southeast 
Asia, at 197 per 100,000 live births. Antenatal care (ANC) could contribute to maternal and 
child mortality reduction. The quality of ANC service remains inadequate and little 
information is available on the quality of health education and counseling services of health 
providers in Laos. This study aims to gain insight into the perceptions of stakeholders on 
both supply and demand sides of public ANC services in Laos and evidence for 
recommendations to improve the quality of ANC services.  
 
Methods: Semi-structured interviews were conducted with 50 participants from different 
stakeholder groups; on the demand side, couples with a currently pregnant woman and 
mothers with children under one year of age and a family member; and on the supply side, 
health providers, managers, policy makers of the Ministry of Health, and development 
partners. The interviews were voice recorded and transcribed verbatim for analysis by open 
and thematic coding, using the MAXQDA software program.  
 
Results: All respondents reported that the number of pregnant women who visit ANC 
services has increased. However, an analysis of the supply side identified issues related to 
the quality of ANC that need to be improved in the areas of facilities, human resources, 
privacy and confidentiality, providers’ behavior, attitudes, and ineffective communication 
skills when it comes to providing health education and counseling to pregnant women and 
their family members. The analysis of the demand side mainly emphasized the issues of 
providers’ behavior, attitude, communication and unequal treatment, and the lack of privacy. 
Both sides also suggested solutions to the problems, such as training, effective materials, 
rewarding good role models, and building a feedback system.  
 
Conclusion: The number of public ANC services has increased, but both supply and demand 
sides experienced challenges with the quality of ANC. All respondents proposed possible 
solutions to improve quality of ANC service in public health facilities in Laos.  
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4.1  Introduction  
 
Maternal and child mortality and morbidity are major health concerns worldwide [1]. Ninety-
nine percent of deaths occur in low- and middle-income countries (LMICs), and almost one 
third in South Asia [1]. In the Lao People’s Democratic Republic (Lao PDR or Laos), the 
maternal mortality rate (MMR) is one of the highest in Asia at 197 deaths per 100,000 live 
births [2]. Like elsewhere in the world, the main causes of maternal death in Laos are post-
partum bleeding, infections, pre-eclampsia and eclampsia, and other complications from 
delivery and from unsafe abortion [3]. The high MMR may be explained by the low coverage 
and inadequate quality of healthcare services.  
 
The WHO prepared a framework for improvement of quality of care that requires effective 
provision of care and positive experience of care; it includes supply of competent, motivated 
staff and essential physical re- sources [4,5]. A systematic review on effectiveness of 
strategies to improve health-care provider practices in LMICs suggested that multifaceted 
strategies can improve quality of health care service provision, such as health care provider-
direct financial incentive, training, providing printed materials to be used during information 
and communication provision, monitoring, supervision, group solving problem in addition to 
strengthening infrastructure [6].  
 
Effective pre-, intra-, and post-natal care interventions play an important role in reducing 
child mortality and morbidity [7–10]. Recent demographic household survey (DHS) data 
from 69 LMICs demonstrated that good ANC provision is directly associated with improved 
child health outcomes [11].  
 
The quality of ANC services influences women’s healthcare seeking behavior [12,13]. 
Effective communication skills would help to improve healthcare delivery [14]. Receiving 
good quality ANC is an important determinant of completing four or more ANC visits [15]. 
Poor quality of ANC created an obstacle for pregnant women to visit ANC [16] and also 
influenced good practice of mothers and family members [17].  
 
In Lao PDR, the quality of ANC provision in general re- mains inadequate. However, little 
is known about the health education and counseling given to clients during ANC 
consultation. Previous studies suggested that ANC quality was poor in rural areas due to the 
lack of equipment and materials and weak health care provider skills [18], and that 
deficiencies in qualified staff, basic supplies, budget and management were supply-side 
constraints, while demand-side constraints were related mainly to cost, limited access to 
transport, cultural practices and language [19]. These studies looked primarily into provider 
side perspectives and did not include ideas from pregnant women and mothers or other 
relevant stakeholders (such as family members, policy makers, and NGO staff). Including 
other types of respondents and broadening the geographic scope to include both rural and 
urban settings could provide a better under- standing of where the weakest points lie in the 
quality of services.  
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This study aims to fill that gap, by looking into the quality of communication, specifically 
health education and counseling in the context of ANC in Lao PDR. Stake- holders at all 
levels in the health system, from central to community, were invited to give their views. The 
specific objectives were (1) to explore the provision of care and experiences from supply and 
demand sides with reference to a quality of care framework that included routine care, 
providing information, effective communication, respect and dignity, emotional support, 
competence, motivation, and essential physical resources, and (2) to gain perspectives of 
different stakeholders on ways to improve the quality of ANC in public healthcare facilities 
in Lao PDR. The results of this research could provide health policy makers and planners 
with insights from practice to improve the quality of ANC services particularly in the 
development and implementation of the new Lao ANC guidelines.  
 
4.2  Methods  
 
Study design and duration  
This was a qualitative study with semi-structured interviews, conducted from April to July 
2017 with key informants from different stakeholder groups using guidelines with open 
questions. At the same time as the interviews, we made on-the-spot observations of the 
healthcare facilities we were visiting.  
 
Key informants  
We identified four stakeholder groups for this study. On the supply side: (1) directors and 
academic staff from each of the Department of Hygiene and Health Promotion, the Nutrition 
Centre, and the Information Education and Communication (IEC) Centre of the Ministry of 
Health (MoH) currently working in the area of nutrition, maternal and or child health; (2) 
health providers currently practicing at the ANC services, with at least one year’s experience 
in providing care to pregnant women, in the central, provincial, and district hospitals, as well 
as health centers; (3) representatives of development partners such Save the Children, WHO, 
UNICEF, UNFPA, Plan Inter- national, and World Food Program, staff currently working in 
the area of nutrition and/or maternal and child health; and on the demand side: (4) currently 
pregnant women, mothers with children under one year of age, and their family members 
(parent/husband/grandmother).  
 
Study site, sampling method and recruitment  
Study sites were selected using both purposive and random selection. Vientiane Capital was 
purposively selected as the location of policy makers and development partners as well as 
the central level hospitals. Of the four provinces (Champasack, Saravane, Sekong and 
Attapeu) in Southern Lao PDR, where ANC services have been developed to a similar 
standard [20], two were chosen by simple random selection to represent the area, as a study 
site for this research and for a future intervention study (Fig. 4.1). Each province has a 
provincial hospital; several district hospitals and many health centers. In the provinces, data 
were collected from both health facilities and at community level in randomly selected 
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villages.  
 

 
Figure 4.1: Study site and sampling methods  
 
This figure shows study sites and sampling method. Vientiane Capital was purposively 
selected as the location of policy makers and development partners as well as the central level 
hospitals. Two of the four provinces (Champasack, Saravane, Sekong and Attapeu) in 
Southern Lao PDR, were chosen by simple random selection to represent the area. Each 
province has a provincial hospital; several district hospitals and many health centers. Two 
villages and two health centers were randomly selected from each selected district.  
 
Purposive sampling was applied to select key informants. We first made a list of desired key 
informants, sent them an official invitation letter and subsequently contacted them. In the 
provinces, the provincial health staff worked with local authorities to identify and invite key 
informants for the interview. Of the 56 key informants we planned to interview, 50 
participated in the study. The supply side included five people working at the MOH, six from 
different development partners, six healthcare managers, and 17 healthcare providers. From 
the demand side, we interviewed eight couples (n=16); four couples of Lao Loum group, 
which is the majority ethnic group in Lao PDR (two couples with currently pregnant women 
and two couples with mothers having chil- dren under one year of age) and four couples of 
an ethnic minority group (two Laven and two Brao (Lavae) couples with currently pregnant 
women, and mothers with children under one year of age) (Table 4.1). The remaining six 
invited key informants did not participate because two of them no longer worked in ANC, 
while the other four were not available to be interviewed during the study period.  
 
  

Simple random selection 

Two randomly selection 

Purposive selection 

Two randomly selected 
provinces  

In-Dethp 
Study

Random 
selection 

Champasack 
Province 

Saravane 
Province 

Provincial 
level 

1 District 

2 villages 2 health 
centres 

Sekong 
Province 

Attapeu 
Province 

Provincial 
level 

1 District 

2 villages 2 health 
centres

Perpusive 
selection

Vientiane 
capital 
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Table 4.1: Overview of key informants per level and province   

Level  Stakeholder  Number  
Subtotal of key informants in Vientiane Capital                                                     N=22  

Subnational level  Policy maker and academic staff (Ministry of Health) 5  
Development partner 6  

Central level  
Health managers 2  
Health provider 9  

Subtotal of key informants in Saravane Province                                                      N=15                                                                    

Provincial level  Health manager  1  
Health provider 2  

District level  
Health manager  1  
Health provider 2  

Health center  Health provider  1  

Community level  

Two Lao Loum couples (one with current pregnancy, one 
with mother with child under 1 year)  

4 

 Two couples of ethnic minority (one Laven with current 
pregnancy, one Laven of mother with child under 1 year)  

4 

Subtotal of key informants in Attapeu Province                                                     N=13                                                                         

Provincial level  Health manager  1  
Health provider  1  

District level  Health manager  1  
Health provider  1  

Health center Level  Health provider  1  

Community level  
  

Two Lao Loum couples (one with current pregnancy, one of 
mother with child under 1 year)  4 

 Two ethnic minority couples (one Brao with current 
pregnancy, one Brao of mother with child under 1 year)  

4 

Grand total interviews                                                                                                N=50                                                    

Subtotal interviews  
  
  

Policy maker and academic staff of Ministry of Health  5  
Development partners 6  
Healthcare managers  6  
Health providers  17 
Service users or clients (demand side)  16 

 
Research tools  
The interview guidelines were based on the concepts of the WHO Quality of Care Framework 
in 2015 [4], looking mainly at aspects of provision and experience of cares, staff competence, 
and materials, without looking into outcomes (see Fig. 4.2). The questions dealt mainly with 
the respondents’ experiences with the quality of ANC services, and what role they thought 
they could play to improve it. Different guides were used with different types of key 
informants.  
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Figure 4.2: WHO Quality of Care Framework [71]  
 
This figure shows the concept of quality of care of WHO framework, and focusing on the 
provision of care and experience of care, such as, routine care, effective communication, 
respect-dignity, competent and motivation, and essential physical resources for this study. 
The data was analyzed using the concepts of the quality of care of WHO framework as 
mentioned above that all meaningful sentences were labeled based on the code tree using 
thematic coding and looking mainly at aspects of provision and experience of cares, staff 
competent, and materials.  
 
Semi-structure interviews (SSIs)  
Data collection took place mostly at the participants’ office or in the homes of service users, 
where the participants would feel comfortable and privacy is ensured. The interviewers 
included one Lao academic researcher (SP), one expatriate Master student (MJ), and two 
field research assistants. The interviewers were provided with a three-day training course 
prior to data collection. The interview guides were piloted in the central and provincial levels 
with two MOH staff, four health providers and two mothers, which led to reformulation of 
several questions to finalize the guides.  
 
Before the interview started, the interviewers explained the aim of the study and the general 
topics that would be discussed. They were told that the records would be anonymous and that 
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they could with- draw at any moment without giving a reason. Written consent was obtained 
before each interview. Most of the providers were interviewed in English by MJ with the 
support of the local academic researcher (SP) who translated when needed. The service users 
were inter- viewed directly in the Lao language by SP. All inter- views were recorded. The 
time of interviews ranged from 32 to 113min (average 68). Notes were made while 
conducting the interviews, for the summary afterwards. During the interview, spot 
observational field notes were made which were included in the summary of the interview.  
 
Data analysis  
The recordings and interview notes were used to generate verbatim written transcripts for the 
data analysis, which were analyzed using the software program MAXQDA. The research 
team read the transcripts a few times and discussed the open coding process together to reach 
consensus on the code tree. Then, using the concepts of the quality of care of WHO 
framework [4,5] all meaningful sentences were labeled based on the code tree using thematic 
coding (see Fig. 4.2). Themes were considered significant where there was consistency across 
and within study participants and/or where they deepened understanding and captured 
something important in relation to the research question. The findings contain direct quotes 
from participants, which have been translated to English for clarity. After the data were 
analyzed, the findings were discussed with all researchers and supervisors to obtain 
consensus.  
 
4.3  Results  
 
The findings related to provision of care, experience of care, essential physical and human 
resources, staff competence, and outcomes, are described based on the concepts of quality of 
care as defined by WHO [4]. In Table 4.2 the first determinants in relation to the provision 
and experience of quality of ANC service are described, highlighting similarities and 
differences between supply and demand sides. Thereafter we discuss perspectives on possible 
solutions to improve the quality of ANC services (Fig. 4.3).  
 
Table 4.2: Comparison of quality of ANC provision and experiences   

 

Theme 

 
Categories 

 
Coding/ 
concept/ 
theory 

 
Description/definition/meaning  

Supply side Demand side 

 
Challenges 
with 
quality of 
ANC 
service 
provision 

 
Provision of 
care  

 
Poor 
routine 
care  
 

 Poor physical examination 
(they could not perform 
their task properly)  
 Did not provide medicine 

sometimes  

 Not provide medicine 
 Better not to come if do 

not get any medicine   
 Asked to buy at drug 

store  
 
Experience 
of care   

 
Poor 
informatio

 Health providers could not 
provide sufficient 
information or provided 
very little information  

 Providing too small 
information  
 Never asked family 

member to listen  
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n 
providing  

  
Poor 
communic
ation  

 Only few minutes of time 
spending for individual 
health education and mostly 
during physical examination 
 Young staff were shy to talk 

during group health 
education  
Language barrier for ethnic 
group  
 No counseling process  
 No training  
 No guideline/materials  

 Providers talked very 
little without explanation  
 They did not understand 
 Family member know 

nothing    
 Did not ask question  

 
Respect & 
dignity  

 
No 
privacy 
and 
confidenti
ality  

 Room needs to be shared 
with multiple women due to 
insufficient space 
 Overhear of conversation 

due to crowded area, open 
window, no closed wall 
 Providers did not ask 

permission before 
examination     
 Only few staff considered 

these issues as medical ethic 
problem).  

 Often sharing the room  
 Do not like other people 

to see their body and hear 
about their in formation  
 Feel very ashamed  
 Do not want to come if 

not necessary  
 

 
Treat 
unequally  

 Not mentioned/not 
perceived  

 Providers paid more 
attention and treated 
better to the richer, 
relative, and or those who 
paid extra/additional 
money  
 The poor hesitate to go to 

visit ANC afraid that no 
extra money to provide   

 
Inappropri
ate 
behaviour  

 Angry and aggressive  
 

 Angry, aggressive, act as 
investigator, ordering 
advice, speak too load 
and very rude  

 
Negative 
attitude  

 Bad mood due to work load, 
high pressure due to many 
clients with small staff, 
multiple duties, time 
limitation, very tiered, home 
stress  
 Shy to talk very nice/soft 

voice, and do not want to be 
the only person who greeted 
to the women and family  

 Unwelcome to patients  
 Not friendly  
 Not smile   
 Bad mod sometimes 
 Not polite  
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 Norm    
 
Competent  
 

 
Lack of 
qualified 
staff  
Lack of 
Skill 

 MCH trained staff were 
assigned to move to other 
wards   
 No training for new and 

young staff to provide care  
 Without training, some 

providers could not perform 
examination and providing 
information properly 

 Not satisfy/happy with 
providers’ performance 
(eg. Performed very fast 
for physical examination, 
and did not tell anything  

 
Motivation  

 
No 
intensive  

 Low salary consideration  
 Designed by themselves to 

work at other wards where 
working based financing   
 No policy to support for 

motivation increment  

 Not mention  
 

 
Essential 
physical 
resources 

 
Insufficien
t space  
 

 Not enough room, it needs 
to be shared during physical 
examination and providing 
information  
 Waiting area is very crowed  

 Small room and not 
enough room, very 
crowded waiting areas 
 

 
Lack of 
staff  
 

 Increasing number of 
visitors.  
 Not enough staff to provide 

care due to be assigned to 
move to work for other 
wards  
 Some decided by themselves 

to work for other wards 
where they can get incentive 

 Sometimes could not see 
service providers at 
health facilities (in the 
community)  
 Waiting very long time 

because of few staff 
perform their duties  
  

 
Lack of 
material 
 

 Insufficient health education 
materials due to distribution 
problem and lack of budget 
at the lower level)  
 No specific IEC material to 

bring home  

 Not use material for 
providing information  
 No specific materials to 

bring home 
  

 
Lack of 
guideline   
 

 No specific guideline to 
provide care at health 
facilities  

 Not mentioned  
 

 
Lack of 
medicine  

 Not enough basic medicine 
in the routine care  

 Not provide medicine, 
but also asked to buy at 
drug store  
 

 
This figure indicated the main problems of quality of ANC provision and experiences of care 
including possible solutions. The main problems included poor communication, poor 
examination, inappropriate behavior-attitude of health care providers, medical ethic issues, 
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and lack of materials, lack of medicine and no specific room for counseling. However, the 
possible solutions for poor communication, poor examination, and medical ethic problem 
can be done by providing a short-term training for health care providers, and providing long-
term training for students at medical school. In addition, providing monitoring-supervision, 
feedback system and role model would help to improve inappropriate behavior-attitude, and 
medical ethic problem. On the other hand, improving essential physical resources would help 
to solve the problems on lacking of essential medicines, effective material and specific room 
for counseling.  
 

 
Figure 4.3: Problems of quality of ANC provision and possible solutions   
 
Provision of care  
The majority of participants mentioned that health providers could not always perform 
routine care correctly, which may be partly attributed to the lack of training, materials, and 
guidelines. For example, providers mentioned that (young) staff may have to per- form their 
tasks without having had any specific training, so they lacked competence to measure the 
position and heartbeat of the fetus when performing obstetrical examination, or were not 
trained to pro- vide health education on nutrition, physical activities, and danger signs for 
health care seeking during pregnancy and postpartum period, as illustrated by the quote 
below.  
 

“I think some young staff are not able to provide ANC service properly. They cannot 
identify the status of the fetus.” (Participant No. 12, central level)  
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There were different understandings of how routine care should be provided, which can be 
seen from the diversity of guidelines observed as present in facilities. A few facilities 
developed their own clinical guidelines or SOPs, when a national standard guideline was not 
avail- able. Another issue in routine care was a lack of essential medicines. For example, 
several respondents on the demand side mentioned that the health facilities had no medicine 
for them.  
 

“I was not very happy when I visited the health center. The doctor did not provide me 
any medicine, but told me to buy it outside at a drug store. So it is better to go to district 
hospital and provincial hospital.” (Participant No. 1, community level)  

 
Experience of care  
Effective health provider-service user communication  
The respondents of both supply and demand sides alike mentioned that effective 
communication, especially in relation to counseling, was far from optimal. The main reasons 
given were similar as mentioned above: lack of time, guidelines, materials, and training. 
Counseling is not a stand-alone activity and is often given during physical examination. It 
was characterized by one-way provision of information rather than a mutual communication 
process. In some cases, health education was given to a group of several women and family 
members together at one time.  
 

“Some providers did not know how to explain properly to women and family members, 
due to lack of training and materials. I myself have never been trained for health 
education and counseling.” (Participant No. 12, central level)  

 
All health providers mentioned that time limitation did not allow them to provide sufficient 
information, because other clients were waiting outside. Some providers felt shy to speak 
with the women too much, be- cause it is not their cultural habit to do so. Some providers did 
not ask the women about their needs, be- cause they were afraid of not being able to fulfill 
the needs, which would be unacceptable for them. Service users also reported that very 
limited information was provided, and only to women – not to their family members, as 
illustrated by the following quote:  
 

“I only accompanied my wife to the hospital and just waited outside the room. When I 
asked my wife about what the doctor told her, she said that the doctor talked very little 
and quickly during the physical exam, then asked her to go out, and she did not know 
and could not remember what the doctor talked about.” (Participant No. 16, community 
level)  

 
In some situations, providers explained that it is not their culture to have a discussion. Women 
see the doctor as an authority that should tell them what to do because of their knowledge. In 
addition, some healthcare providers noticed that even if women did have the opportunity to 
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ask a question, they remained silent. Also, although it does not seem to be a hierarchical 
issue, the clients are sometimes reluctant to discuss their health problems with health 
providers since they may be afraid that the provider may become angry with them if they ask 
(too many) questions.  
 

“Some clients may want to talk more, but sometimes they are afraid that if they talk more 
to the provider, he/she may not provide very good care to them. So they only talk about 
small issues even if they have a problem.” (Participant No. 14, central level)  

 
According to development partners, participants at the MOH and some providers, when 
women do not ask questions or explain their personal issues to the health-care providers, the 
provider cannot give appropriate counseling to the needs of the client. The development 
partners and the participants from the MOH all assumed that this way of providing 
information would result in better outcomes for both mother and newborn.  
 

“The issue is that they do not do counseling, while counseling is needed to bridge the 
gap between telling someone what to do or having a slogan or poster, and actually 
helping them [with tailor made advice] to achieve change.” (Participant No. 1, central 
level)  

 
Respect, dignity and emotional support  
Inadequate behavior and attitude of health providers was described as reflecting the 
problems of poor respect, lack of dignity and emotional support for users of ANC. Most 
participants mentioned that negative interpersonal interactions between health providers and 
service users occurred at all health facilities. For example, some providers were aggressive, 
unwelcoming, impolite, and unfriendly, spoke too loudly, used rude words, and did not smile 
to women and family members. Some service users mentioned that they experienced 
inappropriate behavior and negative attitude of health providers at least one time when they 
accessed ANC services in their community.  
 

“I used to go for ANC at the health center; the staff blamed me that my body was unclean, 
smelly [tomen bor aph num bor? = smelly body, didn’t you take a bath?], and shouted 
at me that next time I must take a bath before coming. The second time, when I went to 
district hospital for my child’s vaccination, a health provider scolded me, asking “where 
were you when our staff went to provide vaccination in the village?” I was scared and 
sad; I am a poor person but do not wish to meet this kind of person.” (Participant No. 
14, community level)  

 
Some participants of the supply side tried to explain the reasons for such inappropriate 
behavior and negative attitude of health providers. Poor working environment resulting in 
stress, fatigue, frustration and poor job satisfaction were mentioned. These were caused by 
high workloads with long working hours, lack of supportive supervision, and insufficient 
salaries without additional incentives. Most providers indicated that they and their colleagues 
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do not always comply with behavioral norms, such as speaking in a soft voice and properly 
greeting clients. Clients indeed indicated that some providers talked very loudly and this was 
seen as very inappropriate.  
 
Another issue was the lack of privacy. It was observed, and confirmed in interviews, that it 
is common that several women were examined in the same room at the same time, at all 
levels of health facilities. Several service users also mentioned that sharing a room for 
physical examination was not appropriate, and they felt very ashamed if other people saw 
their bodies.  
 

“I felt very ashamed during physical examination, because other women were in the 
same room with me, and the window was also open, so people outside the room might 
see my body.” (Participant No. 1, community level)  

 
Furthermore, people in waiting areas could easily over- hear conversations held in the 
examination room. For example, the windows towards the waiting area were open, there were 
no closed walls between the different rooms of the ANC services, and in some facilities, and 
these services were provided in the waiting room itself.  
 
Moreover, most service user respondents reported un- equal treatment, mainly at the lower 
level of health facilities, as a challenge. For example, providers paid more attention and were 
more polite to their own relatives, to more affluent users and to those who paid extra money 
to them.  
 

“I hesitated to visit ANC because I was afraid of paying more money to the provider. If 
I did not pay additional money or bring something to the health care worker, she may 
not treat me as well as she did others, especially her own family, those she knows well, 
and the richer people.” (Participant No. 9, community level)  

 
Essential physical resources and competency of staff  
The majority of the respondents clearly felt that poor provision and experience of care is 
caused by a number of factors concerning weak physical and human resources, including 
staff numbers, staff competence, materials, medicines, and physical space. Supply-side 
participants suggested four reasons for lack of (competent) staff: (1) experienced staff was 
assigned to work at another ward; (2) qualified staff volunteers to move where better 
incentives are available; (3) experienced staff was retired, and (4) new staff lacks experience 
and specific training.  
 
Supply-side participants also noted the lack of specific health education materials and 
standard guidelines to be used at health facilities at all levels, possibly explained by problems 
with financial support, distribution mechanisms and development. For example, many 
participants mentioned that materials were sent from central to provincial level, at 
government expense, but then the provincial level has to send it on to district hospitals and 
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health centers without any financial support. So materials that should have been available did 
not reach health providers at the lower levels. Several participants, particularly IEC academic 
staff, reported that most existing IEC materials were developed with support from 
development partners or government. IEC centers themselves have no specific budget to 
develop specific materials and were not involved in the development of clinical guidelines.  
 
Outcomes  
Although we did not specifically ask about health out- comes, most participants referred to 
outcome indicators when discussing the quality of care. According to most participants from 
the supply side, utilization of ANC services has recently increased:  
 

“Our service is better than it has ever been; we have the rooms and place to provide the 
ANC service. Also the number of pregnant women who visit the ANC increased recently 
in our hospital.” (Participant No. 20, central level hospital)  

 
However, some respondents, on supply and demand sides alike, stated that if the overall 
quality is not adequate, this increased utilization is not going to be sustainable.  
 
Suggestion to improve the quality of ANC provision  
Abundant suggestions were made about how to improve the quality of ANC service with 
respect to inadequate provision of care, poor experience of care, and inadequate human and 
physical resources. The most relevant proposals are discussed based on the responses of the 
study participants and how these are linked to the problems noted above.  
 
Short and long-term training:  
All participants on the supply side suggested that training would be the first option to improve 
the health staff competency and increase awareness of medical ethics. For example, short 
course training, particularly for new staff, on routine care and effective communication skills 
would help to refresh health providers’ knowledge and skills. Also they strongly 
recommended that refresher training on medical ethics should be done at least once a year 
for health providers at all levels, which might help to reduce the problems of lack of 
privacy/confidentiality and unequal treatment in the public health facilities. In addition, they 
also suggested that there is a need for more substantial, long-term training. For example, 
effective communication skills, particularly counseling skills and a comprehensive medical 
ethics course, should be integrated into the curriculum of medical schools, and offered as 
extra-curricular courses to providers, as one health manager said.  
 

“Besides integrating communication skill into the curriculum in medical school, I think 
we must continue to provide medical ethics training to health care providers, to repeat 
and remind them, because the existing curriculum of the university may not be 
complete.” (Participant No. 19, central level).  
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Specific materials and standard guideline 
Besides the training, nearly all participants on both supply and demand sides suggested that 
national standard guidelines and effective materials should be available to health providers 
at all levels, to help provide more effective ANC services with a constant standard. 
Participants of both sides specified that effective materials must be clear, with attractive 
pictures, for both health providers and service users. Many participants, the IEC staff in 
particular, pro- posed that the design of materials should involve the clients or health care 
users as well as providers, from community level up. Most participants also suggested 
providing specific material for clients to bring home to increase the knowledge of service 
users, and possibly to influence other people living in the same family and community. For 
example, many demand side participants mentioned that it would be good if women could be 
given effective materials that they could share with others, particularly husbands and elderly 
people who have more authority in their communities.  
 

“I think other pregnant women would also like to get very good material with clear and 
very nice pictures to bring home to tell family members; for myself, I would get more 
support from them about my health and about child care.” (Participant No. 9, 
Community level)  

 
Role model and peer-feedback system:  
All participants on the supply side mentioned that having good role models would be one of 
the most important ways to change health providers’ behavior and attitudes. For example, 
health providers could learn from and exchange experiences of best practices with other 
health providers, which might help them to gain more emotional control and increase 
confidence. Most participants on the supply side suggested that a good role model could be 
a person in their own health facilities, from other provinces, or even neighboring countries.  
 
“One way is to learn from colleagues abroad, specifically healthcare services in neighboring 
Thailand, which has similar culture and language, that would be the most effective way to 
increase health providers’ motivation to act differently.” (Participant No. 21, central level)  
 
Additionally, the majority of respondents strongly advised that one of the most important 
solutions, with low cost and simple implementation, would be a peer- feedback system, for 
example, a routine (weekly or monthly) feedback system among providers. There should also 
be individual feedback immediately by the manager. A feedback box should be more 
available and accessible for service users to give their feedback.  
 
4.4  Discussion  
 
The study aimed to analyze the current quality of ANC provision within the public healthcare 
system in Lao PDR and ways to improve it, with a focus on the need for good health 
education and counseling. This was done by exploring perspectives of a range of supply and 
demand side actors using the WHO’s Quality of Care Framework [4]. We found that both 
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supply and demand sides experienced challenges with the inadequate quality of ANC 
provision, specifically poor routine care and ineffective communication, with inadequate 
behavior and attitude of healthcare providers. This was caused by insufficient quantity and 
quality of the supplies of essential physical resources, low staff competency, and low staff 
motivation.  
 
Although ANC utilization has recently increased, there are serious issues with quality of care, 
which was, without hesitation, made clear by both health providers and policy makers and 
confirmed by reports of service users. The increase in use can likely be attributed to the recent 
policy implementation of free delivery vouchers for maternal and child health care [21,22]. 
The increase in utilization may further compromise quality of care when the capacity of 
facilities is not increased. This in turn can lead to decreasing confidence in ANC services. 
The finding of this study also indicated that poor quality of ANC provision probably 
influenced clients’ ANC utilization, for example, clients did not wish to return to the ANC 
sites where they experienced unequal treatment and unwelcome behavior of health care 
providers, and did not receive medicines. It is essential to improve the quality of ANC 
service, because provision of good quality ANC services can have a great role in promoting 
utilization of health facilities. In Ethiopia, the provision of better quality of care increased 
the odds of giving birth at health facilities three times when compared to previously 
conventional practice [23]. In another study, regression analysis from a systematic review 
indicated that ANC with health facility delivery was positively correlated with safe delivery 
[24], however this systematic review suggested that multifaceted strategies would be the best 
option to improve quality of health care services. For example, in addition to strengthening 
infrastructure, there should be sufficient support, especially providing incentives and training 
to health care providers, making printed materials for information and communication 
service available, performing regular monitoring and supervision. Based on the findings from 
our current study, we, therefore, strongly recommend that the policy makers/Lao government 
should invest more on those important items, to help improve the quality of ANC service at 
public health facilities in Lao PDR.  
 
The results indicated that essential physical and human resources remain poor in most health 
facilities at all levels. These findings are consistent with other re- search reports [18,19,25,26] 
but as other studies focused mainly on issues of facilities and supplies, they did not report 
the key issues identified here, such as lack of privacy, respect and dignity underlying 
inadequate behavior and negative attitude of health providers. [18,27]. Lack of essential 
physical and human resources, and lack of privacy while providing health care, are quite 
common in low- and lower middle-income countries [28,29].  
 
A lack of incentives for healthcare providers in their routine ANC service was identified as 
another major concern in most health facilities, which is found else- where, especially in 
China, where it was recently revealed that lack of incentives for health staff is a major 
concern, because they could not afford to increase payments for the staff [26]. A systematic 
review indicated that incentive provision has a positive effect on measures of quality of care 
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[6]. Therefore the government may consider improving incentives (either in terms of money 
or other means such as certificate or medals acknowledging good performance or successful 
training) for health workers at public health facilities to increase motivation of health staff to 
perform their tasks more effectively.  
 
In addition to inadequate job performance skills, the unavailability of materials and 
healthcare guidelines limited effective performance by health providers [30]. Having more 
effective communication skills would help to improve healthcare delivery [14]. Our findings 
suggest that communication skills of the providers remain poor due to the lack of training, 
IEC materials, and guidelines. There is a clear need to improve communication skills, 
including active listening, encouraging non-verbal communication, asking questions, giving 
clear explanations, clarifying and summarizing, being empathetic, providing feedback, as 
well as building trust and rapport [14].  
 
Most respondents felt that poor staff competencies and the limited attention to medical ethical 
issues might be improved by training. The “Health Sector Reform Strategy and Framework” 
also stated that increasing staff competency and medical ethics through training helps to 
improve quality of care [21]. Taking a medical ethics training course could give health 
professionals the knowledge and skills to practice their mission in health- care ethically [31]. 
In Lao PDR, health providers are only trained on medical ethics at medical school as a 
requirement of the pre-medical course. The findings indicated that the medical ethics course 
at medical school may need to be revised or that refresher training would be needed for health 
providers at all levels.  
 
Many study participants suggested that having role models of good practices is probably one 
good way to improve the interpersonal interactions between health providers and health 
users. Appropriate behavior and a positive attitude of health providers could become the 
normal practice at health facilities when health workers follow a good role model. Friendly, 
respectful and caring health providers can encourage health care utilization and client 
satisfaction [12]. It would be useful to identify good role models and to reward them in some 
way, to show others that their practice should be followed.  
 
Although ANC service users mentioned that they experienced inappropriate behavior of 
health providers, both supply and demand sides might not be aware of the full potential of 
the negative effect of that problem. A study in Hong Kong demonstrated that emotional or 
psychological abuse during pregnancy resulted in a greater risk of postnatal depression, 
higher risk of thinking of harming themselves, and significantly poorer mental health-related 
quality of life [32]. Therefore, the feedback system in addition to the medical ethics course 
would probably also help to increase awareness of harmful practices and to improve 
inadequate behavior and negative attitudes of health providers. However, the feed- back 
system should be available and accessible every- where, as suggested by our respondents. 
Also, the skills of giving and receiving constructive feedback may not yet be common among 
the leaders and providers, so that would require training and advocacy as well.  
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It is well known that a good quality of care plays an important role in reducing child mortality 
and morbidity [11]. Recent demographic household survey (DHS) data from 69 LMICs 
demonstrated that good ANC is directly associated with improved child health outcomes 
[11]; for example at least one visit to ANC by pregnant women was associated with reduced 
probability of both neonatal and infant mortality, while this probability was addition- ally 
reduced by having at least four ANC visits and having seen a skilled provider at least once 
[11]. The government should take action according to these findings, to improve the quality 
of ANC provision at public healthcare facilities in Lao PDR aimed at reducing maternal and 
child mortality and morbidity.  
 
Since this study was conducted within the framework of a research to policy program, the 
specific information needs for ANC guideline development were taken into account. 
Additionally, future medical ethics and communication trainings are planned to be developed 
and integrated into the curriculum of the University of Health Sciences, Lao PDR.  
 
Limitations  
Since this qualitative study was only carried out in the two southern provinces of the country, 
we cannot generalize the findings to the whole country. However, according to the 
perceptions of the respondents from the central level, many issues arising in this study would 
be similar in other geographical areas of the country. Another issue is that some participants 
were interviewed in English with questions and answers translated back and forth between 
English and Lao, which could limit natural conversation between interviewers and 
interviewees. Respondents at community level were inter- viewed only in Lao, while some 
of them were from another ethnic group whose mother language was not Lao. However, 
dialect translation was done in some cases. All respondents appeared to express their opinions 
openly and recordings ensured that all information was collected for analysis.  
 
4.5  Conclusion  
 
Although utilization of ANC services in Laos has recently increased, the quality of ANC 
service remains inadequate. The following actions should be taken by the Lao government: 
investing in the development of effective IEC materials for counseling and ANC guidelines; 
training on ANC routine care, counseling and medical ethics; increasing motivation for health 
care providers by providing direct incentives; and essential physical resources (medicine, 
equipment and better infrastructure). Additionally strengthening the feedback system and 
building exposure to good role models into both pre-service and in-service training are 
strongly recommended. Additional information to deepen understanding of the 
communication issues could be gained from a participant observation study and program 
implementation.  
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Abstract  
 
Background: It is increasingly recognized that improving the quality of maternal health care 
delivery is of utmost importance in many countries. In Lao PDR, the quality of antenatal care 
(ANC) service remains inadequate, but it has never been assessed thoroughly. This study 
aims to determine the ANC quality at the urban and rural public health facilities in Lao PDR 
and provides suggestions to improve health education and counseling in addition to other 
routine care in public ANC services.  
 
Methods: This health-facility based, cross-sectional observation study included both health 
providers (n = 77) and pregnant women (n = 421) from purposively selected health facilities 
(n = 16). Information on the mothers’ current pregnancies, previous visits and their last 
children was collected. The time spent for each ANC session as well as ANC services 
provided were recorded. Descriptive and inferential statistics were applied to analyze the 
data.  
 
Results: Overall performance of ANC services by health care providers was poor in both 
urban and rural areas. Insufficient provision of information on danger signs during 
pregnancy, nutrition, breast feeding and iron supplements was revealed. Generally the 
communication skills, behavior and attitude of health providers were very poor. Less than a 
quarter of pregnant women were treated with kindness and respect. Only 4% of the observed 
ANC session took privacy into consideration. Less than 10% of available information 
materials were used during each ANC session. None of the health providers in both rural and 
urban areas performed specific counseling. Overall mean (SD) time-spent for each ANC 
session was 16.21 (4.28) minutes. A positive correlation was identified between the length 
of working experience of health providers and their physical performance scores (adjusted R 
square = 0.017).  
 
Conclusions: The overall performance of ANC services by health care providers was 
inadequate in both urban and rural areas. Insufficient provision of health education and poor 
communication skills of health care providers were revealed. Existing IEC materials were 
scarcely used. Taking action to improve the quality of ANC services by training and 
providing specific guidelines, creating dedicated rooms, and providing sufficient and 
effective materials for counseling are all greatly needed in public health facilities in Lao PDR.  
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5.1  Introduction  
 
Effective pre-, intra-, and post-natal care interventions play an important role in reducing 
maternal and child mortality and morbidity [1–5]. Antenatal care (ANC) is the care that a 
woman receives throughout her pregnancy and for some weeks during the postpartum period 
in addition to identification of problems occurring during pregnancy [1,6], ANC provides an 
excellent opportunity to establish a birth plan and to promote a healthy lifestyle that improves 
health outcomes for the woman, her unborn child and possibly her family [7,8]. Besides 
medical history taking and physical examination, treatment and referral to a hospital, health 
education and counseling play an important role in ANC [9–11].  
 
Good health education and counseling in ANC means that a pregnant woman should be fully 
informed about the progress of her pregnancy and that she is provided with evidence-based 
information and support to make informed decisions, in a manner suitable to her culture and 
life experience [10,12]. Pregnant women and their family members should have the 
opportunity to be informed about care, treatment, and possibility of unexpected matters, in 
partnership with their health care providers [12].  
 
A previous study demonstrated that more women changed their behavior for reducing 
adverse pregnancy outcomes after having received nutrition counseling [13,14]. In other 
studies, the positive effect of health education and counseling was significantly associated 
with improvement of maternal behaviors and health outcomes [13,15,16]. It has been shown 
that individual counseling with weekly reinforcement can bring about improvement in 
nutritional status during pregnancy [17].  
 
However, in actual practice, the quality of ANC services is often poor in low-and middle-
income countries and the information provided often does not match the social and cultural 
context of women to promote their healthy behavior at home [12,18]. Improving this 
approach will strengthen the link between women and their family members and the health 
services during and after child- birth and may also help to promote delivery at health 
facilities, breastfeeding and a healthy lifestyle [12,18].  
 
Lao PDR, where this study was done, is no exception. Al- though access to ANC has 
improved over the past decade [19,20], the quality of ANC service remains inadequate [21], 
and there are indications that especially counseling is usually not practiced well at public 
health facilities [22]. The poor health education and counseling provided by health care 
workers has not yet been explicitly addressed in health interventions, just as poor public 
awareness and empowering women have not.  
 
Very little is known about the current practice of Lao healthcare workers providing ANC 
services at the public health facilities. A recent study provided evidence of the perspectives 
and experiences of both supply and demand sides as to this issue, based on in-depth 
interviews. However, the actual providers’ practice on health education and counseling was 
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not described in that report. To address this knowledge gap, we conducted an observational 
study on the current practice of ANC health education and counseling to pregnant women by 
health providers at public health facilities in both urban and rural areas. The study aims to 
assess the ANC quality at the public health facilities in Lao PDR; the results provide 
suggestions to improve health education and counseling in addition to other routine care in 
public ANC services.  
 
5.2  Methods  
 
Study design and sites  
We conducted a health facility based, cross-sectional observational study, covering 16 public 
health facilities that routinely provide ANC services. The four central hospitals (Mahosot, 
Setthathirath, Mother and Newborn, and Friendship) in Vientiane Capital are located in urban 
settings, while the two provincial hospitals (Saravane and Attapeu), four district hospitals 
(two in Saravane and two in Attapeu), and eight health centers (four in Saravane and four in 
Attapeu) are located in rural areas.  
 
Classification of urban and rural areas is based on the distribution of the population [23]. The 
population density of Saravane and Attapeu provinces is less than 50 people per km2 while 
that of Vientiane Capital is 209 per km2 [24].  
 
These health facilities were purposively selected for the study for the following reasons: (1) 
these health facilities represent both urban and rural areas, as well as different levels (central, 
provincial, district hospitals and local health centres); (2) these facilities were also used in a 
previous study using in-depth interviews to explore the perspectives and experiences of 
supply and demand sides on the quality of ANC provision by health care providers, aimed at 
improving quality of ANC provision (submitted for publication), so that conducting 
observation to assess the quality of ANC in the same areas helps to relate the information 
from the real practice of health care providers to compare with the previous results. Perhaps 
most importantly, we plan to use the information from both interviews and the current 
observational study as a baseline for future interventions in these areas.  
 
The sample size for the study was calculated using http://www.calculator.net/sample-size-
calculator.html and based on the available Lao data from 2016, that the number of households 
with a pregnant woman is 192, 000 and the Lao Social Indicator Survey in 2017 showing that 
87.4% of Lao pregnant women attended at least one ANC visit [20]. We should recruit at 
least 420 pregnant women and we recruited 421 (81 were from urban and 340 from rural 
areas as shown in Table 5.1). Distribution of number of participants to be observed for each 
ANC session in the urban and rural areas was based on the feasible number of observations 
per day and all health providers who provided ANC service were included.  
 
  



 75 

Table 5.1: Distribution of numbers of participants in the urban and rural areas   

Estimated 
number of 
observation 
per day   

Working 
day  

Total 
estimation of 
observation  

Final 
number 
of 
pregnant 
women  

Number 
of non- 
consent  

Number of 
Health 
providers  

Health 
facilities    

Urban 
and 
rural 
areas  

6 5 30 20 10 4 Central level1 
(Mahosot)    

Urban 
area  
  

6 5 30 21 9 4 Central level2 
(Sethathirath)    

6 5 30 20 10 5 
Central level3 
(Mother&New
borne)    

6 5 30 20 10 3 Central level4 
(Friendship)    

    120 81 39 16   

8 5 40 40 0 4 Attapeu 
province  

Rural 
area  
  

7 5 35 35 0 3 Saysetha 
district  

7 5 35 35 0 3 Xanxay 
district   

7 5 35 33 2 3 
Sanamxay 
district  

7 5 35 33 2 3 Phouvong 
district  

    180 176 4  16   

8 5 40 40 0 4 
Saravane 
province   

7 5 35 32 3 3 Vapy district   

7 5 35 31 4 3 Laognam 
district  

7 5 35 30 5 3 Khongxedonh 
district  

7 5 35 31 4 3 Toumlane 
district  

    180 164 16 16   
 Grand 
total  Sub total  480 421   48    

 
Study participants  
This study involved both health providers and pregnant women who attended ANC. Health 
providers including doctors, nurses, and midwives currently practicing at the ANC services 
with at least 1 year of working experience at that health facility were invited to participate. 
Pregnant women and family members who visited the study site ANCs during the observation 
sessions were also invited.  
 
Research instruments  
A checklist for ANC session observation was developed from “The WHO recommendation 
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on ANC services for positive pregnancy experience” and a counseling handbook of WHO 
[10,11], both of which are used to train Lao ANC providers. The checklist had five sections: 
(1) medical history taking; (2) physical examination; (3) providing health promotion during 
pregnancy, for childbirth and postpartum care; (4) health education material to be used during 
ANC provision; and (5) effective communication skills, behavior and attitude of health 
providers. The checklist was firstly developed in English; thereafter back and forth 
translation was made between English and Lao languages to ensure accuracy. The checklist 
tool in Lao language was pilot tested at different health facilities in the study areas and edited 
where needed. The checklist can be provided as requested.  
 
Data collection  
Data collection was carried out from July to August 2017. Two Lao nurses and two midwives 
with two to 4 years’ working experience in ANC from Vientiane were recruited and trained 
for data collection. Authors SP and MM trained them for 3 days, using role-play to 
demonstrate how to observe the performance of the health providers and fill in the 
observation checklist. During the training, the four data collectors practiced data collection 
at the ANC of health facilities not included in the study. They were closely monitored and 
supervised in the field by the two trainers.  
 
Prior to data collection, the health providers and pregnant women were fully informed about 
the study objectives and observation procedure. Information on the mothers’ current 
pregnancies was obtained through observation and their ANC card. Information on previous 
visits and their last children was collected from ANC cards. During the study, almost all of 
the women (98%) brought their ANC cards when visiting the ANC. Women who did not 
bring their cards were excluded from the study. The time spent for each ANC session, 
excluding waiting time and registration, was recorded.  
 
Each observer noted the health provider’s performances during observation and then 
recorded the relevant information on the checklist, in addition to the information from the 
woman’s ANC cards and the time spent (in minutes) on the ANC consultation. At the end of 
each day, characteristics of the health providers (age, sex, profession and working 
experience) were collected in a brief interview. The observers sat approximately two meters 
away from the health providers and pregnant women to observe the consultation session.  
 
Data analysis  
Data were entered into Microsoft Excel (2011). Data were then transferred to ‘IBM SPSS 
25’ for analysis. Descriptive statistics, such as percentage, mean (SD) and median (range), 
were applied to describe the characteristics of health providers and pregnant women’s 
personal information. The performance scores of health providers on history taking, physical 
examination, health promotion during pregnancy, for childbirth and postpartum care, 
including communication skills, were calculated as well as the time spent for each ANC 
session. When any performance item was conducted by the health provider regardless of 
whether it was right or wrong, a score of 1 was given; if the item was not done the score was 
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0.  
 
Comparison of proportion between two groups was made using Chi-square or Fisher’s exact 
tests as appropriate. Mann Whitney-U or Student’s t tests were applied to compare medians 
or means between groups. The relationship between ANC performance scores of health 
providers and their working experience and age was explored using Pearson or Spearman 
correlation tests as appropriate, and multiple linear regression was applied to check for 
confounding by time-spent, age and working experience of health care providers.  
 
5.3  Results  
 
A total of 77 ANC providers (20 from urban and 57 from rural areas) were enrolled in the 
study. During the study period, 421 observation sessions with 421 pregnant women (81 in 
urban and 340 in rural areas) were conducted.  
 
The characteristics of health providers are shown in Table 5.2. Their overall mean age was 
35 years, 98.7% were female and about 60% were nurses. Their median working experience 
was 11 years, ranging from 1 to 33 years, and was significantly higher in urban [17 (1–33)] 
than in rural [9 (1–29)] areas (P = 0.042). 
  
Table 5.2: Characteristics of ANC health care providers 

Variable Total (N =77)* Urban (n=20) Rural (n=57) P-value  
Age (years)     
20-30 28 (36.8%) 6 (30.0%) 22 (38.6%)  
31-40 24 (31.2%) 4 (20.0%) 20 (35.1%) 0.139 
41-52 25 (32.5%) 10 (50.0%) 15 (26.0%)  
Mean (SD) 34.95 (8.76) 38.20 (9.64) 33.81 (8.09) 0.051 
Sex      
Female  76 (98.7%) 20 (100.0%) 56 (98.2%)  
Male  1 (1.3%) 0 (0.0% 1 (1.8%) 1.00 
Professional      
General practitioner 14 (18.2%) 5 (25.0%) 9 (15.8%)  
Nurse  46 (59.7%) 10 (50.0%) 36 (63.2%) 0.542 
Midwife  17 (22.1%) 5 (25.0%) 12 (21.1%)   
Working experience (years)    
1-10 38 (49.4%) 8 (40.0%) 30 (52.6%)  
11-20 21 (27.3%) 4 (20.0%) 17 (29.8%) 0.123 
21-33 18 (23.4%) 8 (40.0%) 10 (17.5%)  
Median (range) 11 (1-33) 17 (1-33) 9 (1-29) 0.042 

* This is the number of observations recorded from 77 health providers who provided ANC. 
** Data shown as number (%) unless indicated.  
 
The characteristics of pregnant women who visited ANC are presented in Table 5.3. These women 
were relatively young, with mean age of 25 years, which was not significantly different in urban and 
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rural areas. At the time of observation, 55.6% of the pregnant women were visiting ANC in their third 
trimester; the overall median and range of gestational age was similar in urban and rural areas. 
Approximately one third of the women came for ANC alone, although this was significantly more 
common in urban than in rural areas (P = 0.003).  
 
Table 5.3: Characteristics of pregnant women who visited ANC 

Variable Total (N =421)* Urban (n=81) Rural (n=340) 

Age of pregnant woman (years)    
14-17 26 (6.6%) 2 (2.7%) 24 (7.5%) 
18-24 178 (44.9%) 37 (49.3%) 141 (43.9%) 
25-45 192 (48.5%) 36 (48.0%) 156 (48.6%) 
Mean (SD) 25.02 (5.88) 24.95 (5.02) 25.04 (6.07) 
Number of pregnancies     
Median (range) 2 (1-7) 2 (1-7) 2 (1-7) 
Gestational age (weeks):     
First trimester (<=12) 31 (7.8%) 4 (5.3%) 27 (8.4%) 
Second trimester (13-24) 145 (36.6%) 29 (38.7%) 116 (36.1%) 
Third trimester (25-41) 220 (55.6%) 42 (56.0%) 178 (55.5%) 
Median (range) 26 (9-41) 25 (11-41) 26 (9-41) 
Number of live births     
None  165 (39.2%) 26 (32.1%) 139 (40.9%) 
More than one live birth 256 (60.8%) 55 (67.9%) 201 (59.1%) 
Median (range) 1 (0-6) 1 (0-6) 1 (0-6) 
Accompanied or not    
Alone 163 (38.7%) 43 (53.1%) 120 (35.3%) 
With others 258 (61.3%) 38 (46.9%) 220 (64.7%) 

* This is the number of observations recorded from 421 pregnant women who visited ANC. 
** Data shown as number (%) unless indicated. 

 
Overall, the medical history taking and physical examination performance by the health 
providers were relatively poor, as shown in Table 5.4. Six questions were related to ‘medical 
history taken’. Out of a maximum possible score of 6, the median was 3, and it was 
significantly higher in rural than in urban areas (P = 0.007). Half of the providers asked about 
the mothers’ last menstruation, prior pregnancies, current pregnancy problems and any 
medicines taken by the mothers during their pregnancies, while only one third of them asked 
about mother’s previous pregnancy problems. The percentage of the providers who asked 
about mothers’ age, last menstruation, and prior pregnancies was significantly lower in urban 
as compared to rural areas (P< 0.001, P = 0.01, and P = 0.002, respectively). The median 
score out of 6 was significantly lower in urban than in rural areas (P = 0.007). Observation 
of performance of the six items of physical examination resulted in higher scores, which were 
significantly lower in rural than in urban areas (P = 0.002) (Table 5.4). However, looking at 
the average scores, it appears that only examination of the abdomen was done in more than 
70% of the cases, while in only 41.6% of the consultations did the health providers listen to 
the fetal heartbeat.  
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The providers’ performance on other procedures was also poor. For example, washing hands 
before examination was only 6.7% and privacy during examination was ensured in only 4.0% 
of cases. The grand total score on the physical examination process was significantly higher 
in urban than in rural areas (P < 0.001).  
 
Table 5.4: Mothers’ medical history taking and physical examination by health providers 

Variable 
Total  
(N =421)* 

Urban (n=81) 
Rural  
(n=340) 

P-
value  

Asking age of mothers      
yes 272 (64.6%) 19 (23.5%) 253 (71.4%) <0.001 
Asking medication taken       
yes 232 (55.1%) 42 (51.9%) 190 (55.9%) 0.521 
Asking last menstruation     
yes 210 (49.9%) 30 (37.0%) 180 (52.9%) 0.010 
Asking prior pregnancy      
yes 250 (59.4%) 36 (44.4%) 214 (62.9%) 0.002 
Asking previous pregnancy problem      
yes 139 (33.0%) 30 (37.0%) 109 (32.1%) 0.329 
Asking current pregnancy problem      
yes 216 (51.3%) 48 (59.3%) 168 (49.4%) 0.111 
Total score of history taking (max 6)    
Median (range) 3 (0-6) 2 (0-6) 3 (0-6) 0.007 
Measuring weight and height      
yes 293 (69.6%) 57 (70.4%) 236 (69.4%) 0.866 
Recording weight and fetus growth in the follow up book     
yes 287 (68.2%) 61 (75.3%) 226 (66.5%) 0.12 
Taking blood pressure     
yes 260 (61.8%) 62 (76.5%) 198 (58.2%) 0.002 
Examining edema       
yes 272 (64.6%) 66 (81.5%) 206 (60.6%) <0.001 
Examining abdomen       
yes 311 (73.9%) 58 (71.6%) 253 (74.4%) 0.605 
Listening to heart beat of fetus      
yes 175 (41.6%) 55 (67.9%) 120 (53.3%) <0.001 
Score of physical examination (max 6)    
Median (range) 5 (0-6) 5 (0-6) 4.5 (0-6) 0.002 
Washing hands before examination      
yes 28 (6.7%) 1 (1.2%) 27 (7.9%) 0.017 
Asking permission any time before performing examination    
yes 86 (20.4%) 58 (71.6%) 28 (8.2%) <0.001 
Giving feedback on the results of examination to the mothers   
yes 128 (43.2%) 59 (72.8%) 123 (36.2%) <0.001 
Considering privacy during 
examination     

yes 17 (4.0%) 10 (12.3%) 7 (2.1%) <0.001 
Score of additional procedures (max 4)    
Median (range) 1 (0-3) 2 (0-3) 0 (0-3) <0.001 
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Grand total score of all physical 
examination performances (max 10) 

    

Median (range) 5 (0-9) 6 (1-9) 5 (0-9) <0.001 

* This is the number of observations recorded from 421 pregnant women who visited ANC. 
** Data shown as number (%) unless indicated. 

 
Although the health providers from urban areas provided more health promotion messages 
to the mothers as compared to those in the rural areas, their overall performance for this 
service remained unsatisfactory (Table 5.5). For example, each of eight items separately was 
performed in less than 50% of the observations. The overall median score out of a possible 8 
on health promotion during pregnancy was only 2 and was significantly lower in rural than 
urban areas (P < 0.001).  
 
Health promotion on childbirth and postpartum care to mothers by the providers both in urban 
and rural areas was also very poor, as illustrated by the data in Table 5.5. For example, just 
47.3% of the providers gave advice on a safe place for childbirth, and only 15% advised 
mothers to bring their children for vaccination. None of them provided counseling on child 
vaccination, breastfeeding and nutrition. The overall median score for health promotion on 
childbirth and the postpartum period out of a possible 12 was only 2; although both were 
very low, the score was significantly higher in urban than in rural areas (P < 0.001).  
 
Table 5.5: Provision of health promotion during pregnancy, and on childbirth and postpartum care 
to mothers by health providers 

Variable Total  
(N =421)* 

Urban 
(n=81) 

Rural 
(n=340) 

P-
value  

Explaining disease prevention      
yes 88 (20.9%) 46 (56.8%) 42 (12.4%) <0.001 
Providing information on how to seek care if danger sign is observed    
yes 171 (40.6%) 54 (66.7%) 117 (34.4%) <0.001 
Explaining on physical activities to be done during pregnancy     
yes 121 (28.7%) 47 (58.0%) 74 (21.8%) <0.001 
Advising pregnant women to take more rest than usual     
yes 214 (50.8%) 53 (65.4%) 161 (47.4%) 0.003 
Advising mothers not to restrict food     
yes 168 (39.9%) 55 (67.9%) 113 (33.2%) <0.001 
Advising mothers not to drink nor smoke     
yes 118 (28.0%) 34 (42.0%) 84 (24.7%) 0.002 
Advising mothers to eat variety of food      
yes 71 (16.9%) 45 (55.6%) 26 (7.6%) <0.001 
Giving iron/folate/vitamin to mothers     
yes 105 (24.9%) 45 (55.6%) 60 (17.6%) <0.001 
Total score of health promotion during 
pregnancy over 8, Median (range) 

2 (0-8) 5 (0-8) 2 (0-6) <0.001 

 
Advising a safe place for childbirth      
yes 199 (47.3%) 44 (54.3%) 155 (45.6%) 0.157 
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Providing information on signs of labour      
yes 180 (42.8%) 46 (56.8%) 134 (39.4%) 0.004 
Providing childbirth preparedness      
yes 167 (39.7%) 38 (46.9%) 129 (37.9%) 0.138 
Advising on postpartum care at health facilities      
yes 48 (11.4%) 17 (21.0%) 31 (9.1%) 0.003 
Advising to bring the child for vaccination     
yes 65 (15.4%) 17 (21.0%) 48 (14.1%) 0.124 
Providing child vaccination counseling      
yes 0 0 0  
Providing breastfeeding counseling      
yes 0 0 0  
Providing nutrition counseling      
yes 0 0 0  
Advising postpartum mothers to eat a variety of food 
Yes 42 (10.0%) 30 (37.0%) 12 (3.5%) <0.001 
Informing on diet habits to improve malnutrition  
yes 50 (11.9%) 14 (17.3%) 36 (10.6%) 0.094 
Informing on complementary food for child at 6 to 23 months  
Yes 33 (7.8%) 21 (25.9%) 12 (3.5%) <0.001 
Suggesting one/two options to improve nutrition status 
Yes 53 (12.6%) 26 (32.1%) 27 (7.9%) <0.001 
Total scores of health promotion for 
childbirth and postpartum period over 12  

    

Median (range) 2 (0-7) 3 (0-8) 2 (0-7) <0.001 

* This is the number of observations recorded from 421 pregnant women who visited ANC. 
** Data shown as number (%) unless indicated. 
 

The availability of health education materials for each ANC session observed and their use 
during health education by health providers at the public health facilities was highly 
inadequate as shown in Table 5.6. Health education materials were used to provide health 
information in fewer than 10% of the sessions, although more than 50% of required health 
education materials were avail- able at each health facility at the time. The very low 
frequency of using materials to explain about diet during pregnancy (9.7%), after childbirth 
(2.6%), and for child vaccination (3.6%) was not significantly different be- tween urban and 
rural areas.  
 
Table 5.6: Health education materials used by health providers at health facilities 

Variable 
Total  
(N =421)* 

Urban 
(n=81) 

Rural 
(n=340) 

P-
value  

Using any health education material to explain diet during pregnancy  
Yes 40 (9.5%) 3 (3.7%) 37 (10.9%) 0.056 
Using any health education material to explain diet after childbirth   
Yes 11 (2.6%) 1 (1.2%) 10 (2.9%) 0.699 
Using any health education material to explain about vaccination   
Yes 15 (3.6%) 3 (3.7%) 12 (3.5%) 1.000 
Availability of materials for each ANC session at clinics   



 82 

Yes 230 (54.6%) 43 (53.1%) 
187 
(55.0%) 0.756 

* This is the number of observations recorded from 421 pregnant women who visited ANC. 
** Data shown as number (%) unless indicated. 

 
The results of assessing the performance of health providers’ communication with the 
mothers are presented in Table 5.7. Generally, the communication between health providers 
and their clients had a lot of weaknesses. Except for sitting at the same level and using simple 
language with the mothers, other communication items expressed or performed by the health 
providers were inadequate. For example, the items helping brainstorming, agreeing on an 
appointment for the next visit, asking if there are more questions, and encouraging to ask 
questions were al- most never performed. The overall median score out of 24 on 
communication was only 6; there was no significant difference between urban and rural 
areas.  
 
Table 5.7: Communication, behaviour and attitude of health providers 

Variable 
Total  
(N =421)* 

Urban 
(n=81) 

Rural  
(n=340) 

P-
value  

Warmly greeting      
Yes 97 (23.0%)** 42 (51.9%) 55 (16.2%) <0.001 
Self introduction with title      
Yes 50 (11.9%) 4 (4.9%) 46 (13.5%) 0.032 
Sitting at the same level as mothers      
Yes 390 (92.6%) 80 (98.8%) 310 (91.2%) 0.019 
Paying attention to mothers     
Yes 144 (34.2%) 21 (25.9%) 123 (36.4%) 0.081 
Listening carefully to mothers     
Yes 143 (34.0%) 27 (33.3%) 116 (34.1%) 0.893 
Kindness      
Yes 103 (24.5%) 15 (18.5%) 88 (25.9%) 0.166 
Confidentiality with conversation      
Yes 120 (28.5%) 16 (19.8%) 104 (30.6%) 0.052 
Considering privacy      
Yes 52 (12.4%) 18 (22.2%) 34 (10.0%) 0.003 
Asking open questions      
Yes 153 (36.3%) 28 (34.6%) 125 (36.8%) 0.712 
Giving practical messages      
yes 99 (23.5%0 20 (24.7%) 79 (23.2%) 0.781 
Giving brief and relevant information      
yes 267 (63.4%) 61 (75.3%) 206 (60.6%) 0.013 
Using body language      
yes 165 (39.2%) 38 (46.9%) 127 (37.4%) 0.113 
Using simple language      
yes 369 (87.6%) 56 (69.1%) 313 (92.1%) <0.001 
Avoiding judging words      
yes 136 (32.3%) 24 (29.6%) 112 (32.9%) 0.567 
Giving more time to think      
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yes 85 (20.2%) 25 (30.9%) 60 (17.6%) 0.008 
Helping with brainstorming      
yes 4 (1.0%) 0 (0.0%) 4 (1.2%) 1.000 
Encouraging to ask questions      
yes 19 (4.5%) 6 (7.4%) 13 (3.8%) 0.163 
Recognizing good practice      
yes 71 (16.9%) 16 (19.8%) 55 (16.2%) 0.440 
Reflecting/repeating the words of women     
yes 30 (7.1%) 8 (9.9%) 22 (6.5%) 0.284 
Showing compassion to the issues      
yes 106 (25.2%) 13 (16.0%) 93 (27.4%) 0.035 
Asking for more questions      
yes 15 (3.6 %) 4 (4.9%) 11 (3.2%) 0.502 
Agreeing on an appointment for next visit     
yes 8 (1.9%) 2 (2.5%) 6 (1.8%) 0.653 
Practicing two way-communication      
yes 13 (3.1%) 4 (4.9%) 9 (2.6%) 0.287 
Thanking, respecting, and showing good manners at the end of session  
yes 84 (20.0%) 15 (18.5%) 69 (20.3%) 0.719 
Total scores of communication scores (max 24)    
Median (Range) 6 (1-18) 6 (1-18) 6 (1-18) 0.919 

* This is the number of observations recorded from 421 pregnant women who visited ANC. 
** Data shown as number (%) unless indicated.  

 
The overall mean time spent for ANC per visitor was 16.21min (SD 4.28), and it was 
significantly longer in rural [20.65 (4.92)] than in urban [15.15 (3.33)] areas (P < 0.001). 
Paradoxically, significant negative correlations were found between time spent and physical 
examination scores [r = − 1.117*, P = 0.016] and time spent and health promotion [r = − 
1.200*, p = 0.013]. Time spent for medical history scores and counseling scores were not 
correlated. Total performance scores were also not significantly correlated, though a negative 
trend was observed.  
 
Further analysis using Pearson or Spearman correlation tests revealed correlations between 
health providers’ working experience and age and their performance scores. There was a 
significantly positive correlation between working experience and age of health providers 
and their physical examination performance scores [r = 0.301** (n = 77), P = 0.008 and r = 
0.285** (n = 77), P = 0.024, respectively]. In a multiple linear regression analysis, working 
experience of health providers was independently correlated with their physical performance 
scores (adjusted R square = 0.017).  
 
5.4  Discussion 

To the best of our knowledge, this is the first study con- ducted in Lao PDR to assess the 
working performance of the ANC health workers, with special emphasis on the provision of 
information and counseling to their clients by using structured observation at public health 
facilities. The findings demonstrate that the overall performance of ANC providers was very 
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poor in both urban and rural areas.  

Thus although women are accessing ANC, they are not benefiting optimally from ANC 
services. They are not sufficiently protected through direct screening; do not get enough 
information on safe pregnancy or on how to nurture the child in the first 1000 days. Medical 
history taking and physical examination in ANC service are crucial for initial assessment to 
detect danger signs that may need treatment or referral to a higher level health facility [6,12]. 
We found that performance on history taking remained poor, while physical examination was 
adequate but needs improvement. It is especially worrisome that in fewer than half of the 
cases observed did providers listen to the fetal heartbeat. Similar findings were reported from 
Tanzania [25]. If ANC is not carefully conducted, preventable health issues can be missed, 
such as hypertension and edema (pre-eclampsia and eclampsia), of cause important maternal 
death during pregnancy [26].  

We found that medical history taking by health providers were better in rural than in urban 
areas, but the opposite was true for physical examination and other procedures. There may 
be different reasons for this finding. For example, time constraints can be an important factor, 
contributing to inadequate performance by health providers where facilities are overcrowded 
(submitted for publication). In this study, however, there was a negative correlation between 
time spent per consultation and performance in physical examination and health promotion. 
The approximate number of clients per day was 40 in urban and 10 in rural areas. This finding 
therefore requires further research. On the other hand, ANC services in urban areas often 
focus on high-risk screening in addition to routine ANC, while the rural areas provide basic 
services.  

The results of our study clearly demonstrate that the provision of health promotion messages 
by health workers to clients in both urban and rural areas remains inadequate. During ANC 
visits, all pregnant women should have the opportunity to be fully informed about their 
pregnancy and given evidence-based information to help them make decisions [2,6,12]. 
Unfortunately, the pregnant women in the locations we studied received very little 
information; less than one quarter of them was given health promotion messages. The 
situation was similar situation in rural Burkina Faso, Uganda and Tanzania, where less than 
20% of health workers provided health education to pregnant women and only 2 to 7% of 
women received information on danger signs of pregnancies [27].  

Strengthening the relationship between pregnant women, their family members and health 
providers would also help to promote childbirth at health facilities, as well as breastfeeding 
and a healthy lifestyle [12,18]. Unfortunately, family members who accompanied pregnant 
women to visit ANC in our study did not have the opportunity to be informed about care, 
treatment, and or possibility of unexpected problems, because they were not invited to attend 
during ANC sessions together with pregnant women (submitted for publication).  

Although effective counseling can help to improve women’s behavior and health outcomes 
[15,16], none of the health providers in this study performed counseling on nutrition, child 
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vaccination, and breastfeeding. This was probably due to lack of training, guidelines, and a 
specific private room for counseling in the public health facilities in Laos [28,29].  

Information materials seemed to be a neglected component for ANC provision at public 
health facilities in Laos. Our study demonstrated that ANC health care providers rarely apply 
IEC materials for their health pro- motion activities even when they were available – this 
may be due to insufficient materials and/or to lack of good training. This is supported by the 
findings from an- other recent study in which health workers reported that they lacked 
materials and guidelines to use at their health facilities, and a lack of training on how to use 
existing materials effectively (submitted for publication).  

The health care providers’ communication skills influence women’s satisfaction with 
maternal healthcare services [30]. Improvement of those communication skills, for example 
by training, should enhance their information provision and increase women’s involvement 
in their own health care [31]. The results of this study also suggest that communication 
between healthcare providers and their clients is still very weak. Healthcare providers need 
to show more kindness and respect, and need more privacy for communication with their 
clients. A study in Ethiopia on clients’ satisfaction with health care providers’ 
communication also demonstrated that pregnant women were particularly dissatisfied about 
information provision and the time limitations of consultations [32].  

Limitations of the study  
The purposive sampling method used for the study meant that the findings may not be widely 
generalizable. Not all behaviors of the health care providers are open to observation and the 
observers may have personal bias. There was no video recording, so important information 
during the observation might have been missed. The observation itself might influence actual 
practices between health care providers and clients. Comparative analysis between over and 
covert observation methods is recommended for further observational study.  

5.5  Conclusions  

The overall performance of ANC services by health care providers at the public health 
facilities in Lao PDR was observed to be inadequate in both urban and rural areas. 
Insufficient provision of health education and poor communication skills of health care 
providers were revealed. Existing IEC materials were scarcely used for health education by 
health care providers both in urban and rural areas even when they were available. Taking 
action to improve the quality of ANC services by training and providing specific guidelines, 
creating separate rooms, and providing sufficient and effective materials to be used for 
counseling is urgently required at the public health facilities in Lao PDR.  
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Abstract  
 
Background: Antenatal care contributes to health delivery for mother and child by 
identifying potential problems early and providing advice to mothers. The quality of antenatal 
care in Lao PDR remains inadequate. This study aims to assess the quality of the public 
antenatal care service in a real life setting and to investigate differences in results between 
overt and covert observation as ways to identify where interventions are most needed.  
 
Methods: This health-facility based, cross-sectional observation study compared overt and 
covert observation to identify strong and weak points during antenatal visits. Four trained 
nurses and midwives assessed performance using a World Health Organization checklist. For 
covert observation, research assistants posed as relatives of pregnant women attending an 
antenatal care session.  
 
Results: One hundred and fifty-four pregnant women were analyzed. Overall performance 
was poor for both overt and covert observation, but the scores for most items were lower 
when observation was covert. Provision of health promotion was insufficient. Less 
than one quarter of cases were advised to eat a variety of food during pregnancy, and none 
of the health providers provided counseling. Communication skills, behavior and attitude of 
health providers were highly inadequate. Less than a quarter of pregnant women were treated 
with kindness and respect. Less than 10% of available information materials were used 
during ANC session. Overall mean (standard deviation) time-spent for each ANC session 
was 15.3 (4.4) minutes.  
 
Conclusion: Using covert rather than only overt observation to identify where the antenatal 
care needs to be improved added detailed information on where improvement is needed. The 
level of performance was already inadequate when health workers knew they were being 
observed but it declined even further on most items when they were unaware of the 
observation. These findings can guide efforts to improve the quality of ANC services in Lao 
PDR. 
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6.1  Introduction  
 
The quality of antenatal care (ANC) services is often poor in low-and middle-income 
countries [1].  Improving the quality of health care service, particularly nutrition education 
and counseling, is an important task in improving maternal and child health outcomes 2-4. 
However, the poor performance of health workers is an ongoing challenge to attaining the 
targets for the Sustainable Development Goals (SDGs) in developing countries [5].  
 
In Lao PDR, the quality of ANC service remains quite poor [6,7]. This poor quality is mainly 
related to the lack of effective information, education, and communication (IEC) materials 
for counseling, the lack of ANC standard guidelines, training, and essential physical 
resources, as well as issues in medical ethics when providing routine care. Two recent studies 
using in-depth interviews and direct observation indicated that the quality of ANC service 
was inadequate in all level of the public health settings in Lao PDR, particularly with respect 
to providing health education and counseling to pregnant women and their family members 
by health providers.  
 
Although direct observation is an effective method compared to exit interviews for assessing 
the quality of care and can provide accuracy and validity of the results [8-12], conducting 
direct observation has limitations because the observation itself might influence actual 
practice. In addition, some important information during the observation might be missed 
and not all behaviors of the health providers may be visible during direct observation.  
 
Therefore, for greater accuracy and validity of results, which is very important to plan 
improvements in quality of ANC services, the covert study may be a more appropriate 
method. It is often the only possible method when studying deviant behaviors and secretive 
organizations [13]. A previous study conducted in National Taiwan University Hospital on 
compliance of health care workers with hand hygiene practices, using a comparative analysis 
of overt and covert observers, demonstrated that the compliance rate for hand hygiene 
practices was significantly lower when observation was covert than when the health workers 
were aware that they were observed [14].  

 
To our knowledge, there are few reports on studies in health care using covert observations, 
in spite of the advantages [13]. They are especially rare in the field of maternal health and in 
low-resource settings. We conducted both overt and covert observation of the actual practice 
of health care providers during ANC sessions with their clients, with the aims: (1) to assess 
the quality of the public ANC service in a real-life setting; and (2) to compare the results of 
overt and covert observation. The results of this research will provide information that health 
policy makers and planners can use to improve the quality of ANC services at public health 
facilities in Lao PDR. In addition, it provides additional insights into the appropriateness of 
overt versus covert observation to assess health care providers' practices.  
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6.2  Methods  
 
Study design and sites  
We conducted a health facility based, comparative cross-sectional study, using covert and 
overt observations in 4 central-level public hospitals that routinely provide ANC services in 
Vientiane, the capital city of Lao PDR. These health facilities were purposively selected 
using the following criteria: the facilities have similar characteristics of health providers and 
similar standard of ANC services, appropriate for the design using a comparative cross-
sectional study for the study objectives described above.  
 
Study participants  
For the overt observation, both pregnant women who attended ANC and health providers at 
the ANC were invited to participate in the study. The health care workers providing ANC at 
the central level were all female, and could be general doctors, nurses, and midwives, who 
play the same role for routine care at ANC visits in Laos. For the covert part of the study, the 
pregnant women were invited to join, and agreed to accept a health researcher as a supposed 
family member. The health workers were not informed, to keep the observation covert; their 
hospital directors were informed and agreed to this approach.  
 
The sample size was determined by the number of health providers who were working at the 
public ANC each day; at the central level, 4 to 6 health workers provided ANC service during 
the study period. Each data collector observed one provider per day. For the covert 
observation, we spent five days and we could work with 4 pregnant women per day in each 
of the 4 hospitals, because each ‘role play’ as a family member took a certain amount of time 
to prepare. Of the 80 pregnant women invited, 73 agreed to participate; the other seven said 
they did not have enough time. For overt observation, 120 pregnant women were invited (see 
Table 6.1) of whom 39 women declined to participate.  
 
Table 6.1: Number of Observations at antenatal care (ANC) Clinics 

Overt Observations Working days Invited women No. of observations 

Hospital 1: 6 5 30 20 
Hospital 2: 6 5 30 21 
Hospital 3: 6 5 30 20 
Hospital 4: 6 5 30 20 

No. of overt observation   120 81 
Covert observations     
Hospital 1: 4 5 20 18 
Hospital 2: 4 5 20 19 
Hospital 3: 4 5 20 18 
Hospital 4: 4 5 20 18 
No. of covert observations   80 73 
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Research instruments  
A checklist was applied for both overt and covert observations, which was developed using 
“The World Health Organization (WHO) recommendation on ANC services for positive 
pregnancy experience” in 2016 and a WHO counseling handbook [15,16], both of which are 
used to train Lao ANC providers. The checklist included the following sections: (1) medical 
history taking; (2) physical examination; (3) providing health promotion during pregnancy, 
for childbirth and postpartum care; (4) health education materials to be used during ANC 
provision; and (5) effective communication skills, behavior and attitude of health providers. 
Firstly, the checklist was developed in English; thereafter back and forth translation was 
made between English and Lao languages to ensure accuracy. Before using the checklist in 
the Lao language, pretesting was conducted at different health facilities in the study areas 
and edited where needed. The checklist will be provided on request.  
 
Data collection  
Data collection was carried out from June to August 2017. Two Lao nurses and 2 midwives 
with 2 to 4 years' working experience in ANC from Vientiane and 4 midwife students were 
recruited and trained for data collection; they were all female. Authors SP and MM trained 
them for 5 days, using role-play to demonstrate how to use both covert and overt methods to 
observe the performance of the health providers and fill in the observation checklist. During 
the training, the 8 data collectors practiced data collection at the ANC of health facilities not 
included in the study. They were closely monitored and supervised in the field by the 2 
trainers. We finally selected 4 of the 8 trainees who were able to do the role-play 
convincingly.  
 
Prior to data collection for the overt observation, the health providers and pregnant women 
were fully informed about the study objectives and observation procedure. In contrast, for 
the covert observation method, only the pregnant women were fully informed and asked for 
consent before attending each ANC session. If they agreed, an observer accompanied the 
pregnant woman, playing a role as her family member or relative. Information on the mothers' 
current pregnancies was obtained through observation and their ANC card; information on 
previous visits and their last children were collected from ANC cards for both methods. 
During the study, almost all of the women (99%) brought their ANC cards when visiting the 
ANC; women who did not bring their cards were excluded from the study. The time spent 
for each ANC session, excluding waiting time and registration, was recorded.  
 
Each overt observer noted the health provider's performance using the checklist during the 
ANC session. For covert observation, a voice record using a mobile phone was made, which 
was immediately checked afterwards using the same checklist. Additional information was 
obtained from the woman's ANC cards and the time spent on the ANC consultation was 
recorded. At the end of each day, characteristics of the health providers (age, sex, profession, 
and working experience) were collected in a brief interview, but this was not applied for the 
covert observation. The overt observers sat approximately 2 meters away from the health 
providers and pregnant women to observe the consultation session. The covert observers sat 
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beside the pregnant women during consultations. We began conducting covert observation 2 
weeks before conducting overt observation, using the same data collectors who could play 
different roles for overt and covert observations. For the covert observers they wore a wig to 
play their role as family member of pregnant women to reduce chances of recognition by 
health providers.  
 
Data analysis  
Data were entered into Microsoft Excel (2011) for Mac then transferred to ‘IBM SPSS 
25’ for analysis (IBM Corp., Armonk, NY). Descriptive statistics, such as percentage, 
mean (standard deviation; SD) and median (range), were applied to describe pregnant 
women's personal information. The performance scores of health providers on history taking, 
physical examination, health promotion during pregnancy, for childbirth and postpartum 
care, including communication skills, were calculated as well as the time spent for each ANC 
session. When any performance item was conducted by the health provider regardless of 
whether it was right or wrong, a score of 1 was given; if the item was not done the score was 
0. Comparison of proportion between two groups was made using χ2 or Fisher's exact tests 
as appropriate. Mann Whitney U test or Student's t tests were applied to compare medians or 
means between groups.  
 
Ethical approval and participants' consent  
This study was part of a research project on the situation analysis of maternal and child health 
care in Lao PDR, which received ethical approval from the Ethics Committee of the 
University of Health Sciences, Ministry of Health, Lao PDR. We obtained verbal consent 
from eligible pregnant women before beginning each covert and overt observation. Health 
care providers gave written informed consent for overt observation, but of course were not 
informed when observation was covert. The directors of the hospitals where observation was 
carried out were informed and gave their consent for the study. They were also provided with 
the overall results of the study during a national meeting.  
 
6.3  Results  
 
A total of 16 ANC providers of central hospitals were enrolled in the study. During the study 
period, 154 observation sessions with 154 pregnant women (81 in overt and 73 in covert 
observations) were conducted. The overall mean age of health providers was 36 years old; 
all of them were female and trained as general doctors, nurses or midwives. Their median 
years of working experience were 11, with a range of 1–33 years.  
 
The characteristics of pregnant women who visited ANC are presented in Table 6.2. These 
women had a median age of 26 (range, 14–44) years. At the time of observation, more than 
half of the pregnant women were visiting the ANC in their third trimester; the overall median 
and range of gestational age was similar between covert and overt observation groups.  
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Table 6.2: Characteristics of pregnant women who visited ANC 

Variable 
                
 

Overt observation 
(n=81)  

Covert observation 
(n=73)   P-value 

Age of pregnant woman (years)  
         14-24  42 (51.9%)a 27 (37.0%)  
         25-35  37 (45.7%) 40 (54.8%)  
         36-44  2 (2.5%) 6 (8.2%)  
         Median (Range)        24 (14-43) 27 (16-44) 0.022 
Number of pregnancies   
         Median (range)  2 (1 - 7) 2 (1 - 7) 0.836 
Gestational age (weeks):   
          First trimester (9-12)  6 (7.4%) 4 (5.5%)  
       Second trimester (13-26)   36(44.4%) 31(42.5%)  

    Third trimester (27-41)  39 (48.1%) 38(52.1%)  
          Median (range)  25 (11 - 41) 27 (11 - 41) 0.317 

Data shown as number (%) unless indicated 
  ANC=antenatal care  

 
Overall, the medical history taking and physical examination performance by the health 
providers were relatively poor, as shown in Table 6.3. Among 6 questions related to ‘medical 
history taking,’ during overt observation only 59.3% of the mothers were asked about current 
pregnancy problems and about any medicines taken by the mothers during their pregnancies, 
while during covert observation only 25% asked these questions.  
 
Observation of performance of the 6 items of physical examination also resulted in very low 
scores on several items, which were significantly lower for the covert observation than the 
overt observation (P ≤ 0.001; Table 6.3). It appears that only listening to the heartbeat of the 
fetus was high during both overt and covert observation (67.9% and 80.8% respectively), 
while the percentage of the other 5 items of physical examination (measuring weight and 
height, recording weight and fetal growth in the follow-up book, taking blood pressure, 
checking for edema, and examining abdomen) ranged between 39.6 and 81.5% during overt 
observation, going down to 0% during covert observation (P ≤ 0.001).  
 
The overall providers' performance on other procedures was also poor. For example, washing 
hands before examination was only 6.7% and privacy during examination was ensured in 
only 4.0% of cases. The grand total score on the physical examination process was 
significantly higher for overt observation than for covert observation (P ≤ 0.001).  
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Table 6.3: Mothers’ medical history taking and physical examination by health providers 

Variable 
         
 

Overt observation 
(n=81 )  

Covert  observation 
(n=73) P-value 

Age of clients      
yes  19 (23.5%)a 18 (24.7%) 0.862 

Medication      
yes  42 (51.9%) 36 (49.3%) 0.753 

Last menstruation     
yes  30 (37.0%)  19 (26.0%) 0.143 

Prior pregnancy      
yes  36 (44.4%) 7 (9.6%) 0.001 

Previous pregnancy problem   
yes  30 (37.0%) 7 (9.6%) 0.001 

Current pregnancy problem   
yes  48 (59.3%) 18 (24.7%) 0.001 

Score of history taking (max= 6)   
Median (range)            2 (0-6)      1 (0-6) 0.007 

Measuring weight and height      
yes  57 (70.4%) 0 (0.0%) <0.001 

Recording weight and fetus growth in the follow up book   
yes  61 (39.6%) 0 (0.0%) <0.001 

Taking blood pressure     
yes  62 (76.5%) 0 (0.0%) <0.001 

Examining edema       
yes  66 (81.5%) 0 (0.0%) <0.001 

Examining abdomen       
yes  58 (71.6%) 0 (0.0%) <0.001 

Listening to heart beat of fetus    
yes  55 (67.9%) 59(80.8%) 0.68 

Score of physical examination (max= 6)  

Median (range)            5 (0-6)        1 (0-1) <0.001 
Washing hand before examination   

yes         1(1.2%) 0 (0.0%) 0.341 
Asking permission any time before performing examination   

yes  58 (71.6%) 15 (20.5%) <0.001 
Giving feedback on the results of examination to the mothers   

yes  59 (72.8%) 35 (47.9%) 0.002 
Considering privacy during examination  

yes  10 (12.3%) 10 (13.7%) 0.803 
Score of additional procedures (max= 4)  

Median (range)         2 (0-3) 1 (0-2) <0.001 

Grand total score of all physical examination performances (max= 10)    
                   Median (range)         6 (1-9) 2 (0-3) <0.001 

Data shown as number (%) or median (range)  
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Although the health providers who were overtly observed provided more health promotion 
messages to the mothers than did those observed covertly, the overall performance for this 
service remained unsatisfactory (Table 6.4). For example, 5 out of 8 items separately were 
performed in less than 50% of the observation sessions, and less than one quarter of cases 
were advised to eat a variety of food during pregnancy. The overall median score was 
significantly lower for covert observation (only 2 compared to 5 during overt observation; P 
≤ 0.001).  
 
Health promotion practices were poor overall. The difference between the overt and covert 
observations was significant, as illustrated by the data in Table 6.4. For example, one third 
of the mothers were advised on a safe place for childbirth, signs of labor, and preparedness 
for childbirth, while advice was given on 6 out of 8 items. None of the health providers 
provided counseling on child vaccination, breastfeeding or nutrition. The overall median 
score for health promotion on childbirth and the postpartum period was only 3 out of a 
possible 12 during overt observation, but the score during covert observation was as low as 
0 (P ≤ 0.001).  
 
Table 6.4: Provision of health promotion during pregnancy, and on childbirth and postpartum care 
to mothers by health providers 

Variable  

Overt 
observation 

(n=81)  

Covert 
observation 

(n=73)   P-value 
Explaining disease prevention      

yes  46 (56.8%)a 7 (9.6%) <0.001 
Providing information on how to seek care if danger sign is observed   

yes  54 (66.7%) 35 (47.9%) 0.019 
Explaining on physical activities to be done during pregnancy    

yes  47 (58.0%) 15 (20.5%) <0.001 
Advising pregnant women to take more rest than usual   

yes  53 (65.4%) 36 (49.3%) 0.043 
Advising mothers not to restrict food  

yes  55 (67.9%) 29 (39.7%) <0.001 
Advising mothers not to drink nor smoke  

yes  34 (42.0%) 9 (12.3%) <0.001 
Advising mothers to eat variety of food   

yes  45 (55.6%) 9 (12.3%) <0.001 
Giving iron/folate/vitamin to mothers  

yes  45 (55.6%) 10 (13.7%) <0.001 
Total score of health promotion during pregnancy (Max=8)   
                   Median (range)  5 (0-8) 2 (0-6) <0.001 

Advising a safe place for childbirth   
yes  44 (54.3%) 15 (20.5%) <0.001 

Providing information on sign of labour   
yes  46 (56.8%) 14 (19.2%) <0.001 

Providing childbirth preparedness      
yes  38 (46.9%) 8 (11.0%) <0.001 
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Advising for postpartum care at health facilities   
yes  17 (21.0%) 2 (2.7%) <0.001 

Advising to bring the child to get vaccination  
yes  17 (21.0%) 3 (4.1%) 0.001 

Providing child vaccination counseling   
yes  0 0  

Providing breastfeeding counseling   
yes  0 0  

Providing nutrition counseling      
yes  0 0  

Advising postpartum mother to eat variety of food  
yes  30 (37.0%) 4 (5.5%) <0.001 

Informing diet habit to improve malnutrition   
yes  14 (17.3%) 6 (8.2%) 0.095 

Informing complement food for child at 6 to 23 months   
yes  21 (25.9%) 0 (0.0%) <0.001 

Suggesting one/two options to improve nutrition status  
yes  26 (32.1%) 0 (0.0%) <0.001 

Total scores of health promotion for childbirth and postpartum (Max= 12)  
Median (range)  3 (0-8) 0 (0-6) <0.001 

Data shown as number (%) or median (range) 
 

The availability of health education materials for each ANC session observed by overt and 
covert observations, and their use during health education by health providers at the public 
health facilities was extremely poor as shown in Table 6.5. Overall health education materials 
were used to provide health information in fewer than 10% of the sessions, although more 
than 50% of required health education materials were available at each health facility at the 
time. The very low frequency of using materials to explain about diet during pregnancy 
(3.2%), after childbirth (1.3%), and for child vaccination (3.2%) was not significantly 
different between the covert and overt observations.  
 
Table 6.5: Health education materials used by health providers at health facilities 

Variable  

Overt 
observation 

(n=81)  

Covert 
observation 

(n=73) P-value 
Using any health education material to explain food diet during pregnancy   

yes  3 (3.7%)a 2 (3.7%) 0.549 
Using any health education material to explain food diet after childbirth   

yes  1 (1.2%) 1 (1.4%) 0.725 
Using any health education material to explain for vaccination   

yes  3 (3.7%) 2 (2.7%) 0.549 
Availability of materials for each ANC session at clinics   

yes  43 (53.1%) 29 (39.7%) 0.097 

 Data shown as number (%) unless indicated 

The results of assessing the performance of health providers' communication with the 
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mothers are presented in Table 6.6. Generally, there were many weaknesses in the 
communication between health providers and their clients. Except for: sitting at the same 
level, giving relevant information, and using simple language with the mothers, other 
communication items expressed or performed by the health providers were scored as 
inadequate. For example, the items: self-introduction with title, helping brainstorming, 
asking if there are more questions and encouraging asking questions, and agreeing on an 
appointment for the next visit were almost never performed. Although the overall median 
score out of 24 on communication was only 6 for overt observation, this was significantly 
higher than the median of 3 during covert observation.  
 
Table 6.6: Communication, behaviour and attitude of health providers 

Variable  

Overt 
observation 

(n=81)  

Covert 
observation 

(n=73)   P-value 
Warmly greeting      

yes  42 (51.9%)a 4 (5.5%) <0.001 
Self introduction with title      

yes  4 (4.9%) 0 (0.0%) 0.074 
Sitting at the same level as mothers   

yes  80 (98.8%) 66 (90.4%) 0.022 
Paying attention to mothers     

yes  21 (25.9%) 8 (11.1%) 0.020 
Listening carefully to mothers     

yes  27 (33.3%) 11 (15.1%) 0.009 
Kindness      

yes  15 (18.5%) 6 (8.2%) 0.063 
Confidentiality with conversation      

yes  16 (19.8%) 8 (11.0%) 0.133 
Considering privacy      

yes  18 (22.2%) 3 (4.1%) 0.001 
Asking open questions      

yes  28 (34.6%) 6 (8.2%) <0.001 
Giving practical messages      

yes  20 (24.7%) 10 (13.7%) 0.085 
Giving brief and relevant information   

yes  61 (75.3%) 46 (63.0%) 0.098 
Using body language      

yes  38 (46.9%) 18 (24.7%) 0.004 
Using simple language      

yes  56 (69.1%) 31 (42.5%) 0.001 
Avoiding judging word      

yes  24 (29.6%) 6 (8.2%) 0.001 
Giving more time to think      

yes  25 (30.9%) 6 (8.2%) <0.001 
Helping with brainstorming      

yes  0 (0.0%) 0 (0.0%) 0 
Encouraging to ask question      
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yes  6 (7.4%) 2 (2.7%) 0.175 
Recognizing good practice      

yes  16 (19.8%) 5 (6.8%) 0.020 
Reflecting/repeating the word of women   

yes  8 (9.9%) 3 (4.1%) 0.141 
Compassionating to the issues      

yes  13 (16.0%) 3 (4.1%) 0.013 
Asking for more questions      

yes  4 (4.9%) 1 (1.4%) 0.218 
Agreeing with appointment for the next visit   

yes  2 (2.5%) 1 (1.4%) 0.539 
Practicing two way-communication   

yes  4 (4.9%) 2 (2.7%) 0.391 
Thanking, respecting, and showing good manner at the end of session  

yes  15 (18.5%) 6 (8.2%) 0.063 
Total scores of communication scores (max=24)      

Median (Range)       6 (1-18)    3 (1-9) <0.001 

Data shown as number (%) or median (range)  

 
The overall mean time spent for ANC per visitor during overt observation, 15.5 (SD = 3.6) 
minutes, was not significantly different from time spent when observation was covert 14.6 
(SD = 3.5) minutes (P = 0.104).  
 
6.4  Discussion  
 
The findings illustrate that the overall performance of ANC providers was very poor when 
observed either overtly or covertly, but the performance of most items of ANC provision was 
even lower when scored through covert observation. In general, the health providers 
performed fewer than 50% of the items in the categories of medical history taking, physical 
examination, providing information for health promotion, and communication skills between 
health providers and pregnant women. An exception was ‘listening to the heartbeat of the 
fetus’ which was high during both overt and covert observation (67.9% and 80.8%, 
respectively).  
 
A similar study using a comparative analysis of overt and covert observers on compliance of 
health care workers with hand hygiene practices also demonstrated that the compliance rate 
was significantly lower when measured covertly [14].  

 
An observational study can provide accurate and valid results, perhaps better than an exit 
interview which is also frequently used to rate performance of health care workers [10,17]. 

A study on the receiver operating curves (ROCs) for counseling in the management of 
common childhood diseases, which compared direct observations with exit interviews, 
demonstrated that exit interviews did not provide as reliable a measurement of providers' 
performance, compared to direct observation [10]. However, direct observation also has its 
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limitations [10,18]. For example, when health care providers know they are being observed 
they are likely to perform better than they would if they were not being observed [19]. That 
is why covert observation is preferred when health worker behavior and actual practice is at 
the core of the research question.  
 
Our findings revealed 3 distinctive patterns in performance for the different items on the 
checklist: (1) for some items, overt observation yielded better performance than covert; (2) 
for other items, both overt and covert yielded relatively high performance; and (3) for still 
other items, both covert and overt observation yielded relatively low performance. The first 
pattern was most frequently found; as might be expected, overt observation often yielded 
better performance compared to covert observation. People often try to do better when they 
are being assessed or observed, a well-known bias limiting the accuracy of overt observation. 
For example, the proportion of health workers measuring weight, taking blood pressure, or 
checking for edema was found to be quite high during overt observation but went down to 
zero in covert observation. In these cases, the knowledge of the need and the capacity to 
execute the behaviour is present, but there are apparently other reasons why the action is 
generally not performed. The health workers may not want to do it, not like to do it, or feel 
they do not have time to do it. These reasons need to be explored further and actions need to 
be undertaken to make these behaviours part of their routines; for example, by awareness 
raising on the need for these behaviours (for staff and clients), better supervision or allocating 
more time to perform behaviours. In the case of the second pattern, when the actions were 
usually performed during both overt and covert observation, such as listening to the fetal 
heartbeat, we assume that the action is felt to be an important part of the health workers' 
routines. It is commendable that there were items on the checklist that all care providers 
performed. The third pattern, of low performance during both overt and covert observation, 
was seen most notably in relation to health promotion and communication, which scored low 
whether health workers knew they were being observed or not. This included providing 
counselling, encouraging the woman to ask questions, and agreeing on an appointment for 
the next visit. These behaviours were not part of the health providers' routines; they may lack 
capacity to perform these actions, or may feel they are not important, otherwise they might 
have been expected to perform them when observed overtly. More training and awareness 
raising around these behaviours is clearly required.  
 
In brief, the low proportion of health workers performing most of the actions listed for ANC 
sessions when covertly observed strengthens the evidence for the need to improve delivery 
of ANC services in the public health facilities in Laos PDR. The observation identified 
behaviors that need to be addressed through better training, supervision and disclosure of 
health worker performance.  
 
Covert observation is high in value if it is very carefully prepared and implemented [13]. In 
our study, we trained the researchers intensively and had them practice and pre-test, before 
conducting the covert observations. For example, we selected only 4 of the 8 trainees who 
were able to do the role-play convincingly. Using role-play for the training was very usefulto 
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demonstrate how to approach and recruit each pregnant woman to get consent before 
attending each ANC session together, how to act as a relative, and how to observe the 
performance of the health providers and record information. During the training, the four 
observers practiced several times with 2 trainers in the field to ensure that the necessary skills 
were developed. Therefore, the Ethical Committee of the University of Health Sciences in 
Lao PDR considered that the high value of the covert study and the low risk and high benefits 
to participants and policy makers-planners made it acceptable in this instance.  
 
However, a number of ethical concerns arise in covert research [13,20]. Standard practice 
includes the principle of voluntariness and the question as to whether those being studied are 
able to give informed consent [21]. Potential research participants should be given all 
relevant information about the plan of the study, which they should be able to understand and 
agree to [22-24].  

 
Conducting covert observation unavoidably involves having a cover story and collecting data 
without the subject's knowledge and consent. It is therefore an obligation of the researchers 
to share the information collected during covert observation with the health workers and their 
employers at a later time, so that all may learn and benefit from that information.  
 
Another limitation of the study is that it was only done at central level hospitals. It might be 
expected that the quality would be better at this level, and that covert observation at lower 
level facilities might reveal additional weaknesses. However, considering the many weak 
points observed in this study, we expect that almost all health facilities would have similar 
needs for improvement. The last limitation is that we did not design the study to compare the 
performance between health providers with different types/amounts of experience or between 
the clients with different gestational age groups possibly requiring different actions during 
ANC, both of which are additional factors that could influence health providers' performance.  
 
In summary, the data reported here show both that ANC sessions as performed in 4 public 
hospitals in Vientiane need to be improved, and that covert observation may give a more 
realistic picture of the weak points that need attention than does overt observation or other 
data collection methods such as exit interviews.  
 
6.5  Conclusion 
 
These findings revealed that covert observation of health workers' giving ANC provided a 
more realistic measurement of the quality of ANC services than did overt observation. 
Applying appropriate measures of health workers' performance was essential to identify 
points for improvement in Laos, where the poor quality of ANC services is recognized. 
Considering the poor performance of ANC health providers, it is strongly recommended that 
training with specific guidelines, supervision, and providing sufficient and effective materials 
and specific room arrangements for counseling should be given high priority in public health 
facilities in Laos.  
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Abstract  
 
Rational: Increased maternal health literacy (MHL) has contributed considerably to maternal 
and child health outcomes in many countries. Malnutrition, and low coverage of child 
vaccination and breastfeeding are major health concerns in Laos, but there is little insight 
into mothers’ literacy on these issues. The aim of this study was to identify the level of MHL 
of Lao mothers and to explore factors influencing it, in order to provide evidence that can 
inform policies and planning of health services.  
   
Methods: A cross-sectional survey was conducted using a questionnaire on health literacy 
(ability to access, understand, appraise and apply health-related information) in relation to 
care during pregnancy, childbirth, and the postpartum period. We interviewed 384 mothers 
with children aged under five years; 197 from urban and 187 from rural areas. Descriptive 
and inferential statistics were applied to analyze the data.  
 
Results: Overall, MHL of Lao mothers was very low in both urban and rural areas; 80% of 
mothers had either inadequate or problematic MHL, while only 17.4% had sufficient and 
3.5% excellent MHL. The MHL scores were significantly higher in urban than in rural areas. 
One third of mothers found it very difficult to access, understand, appraise and apply 
information on mother and child (MCH). Health personnel were the main source of MCH 
information for the mothers. Years of schooling, own income, health status, and number of 
ANC visits significantly predicted a higher level of MHL (R square = 0.250; adjusted R 

square = 0.240, P= <0.001). 
 
Conclusions: MHL of Lao mothers was inadequate in both urban and rural areas. Socio-
demographics and key practices of the mothers were significantly associated with a better 
level of MHL. Health education on MHL to mothers in both urban and rural areas needs 
attention, and could best be done by improving the quality of health providers’ provision of 
information.  
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7.1  Introduction  

Maternal and child mortality remains a global concern, particularly in low- and middle-
income countries [1,2]. In Laos, the maternal mortality ratio is one of the highest in Asia with 
197 deaths per 100,000 live births [3]. Maternal health literacy (MHL) is the ability of 
mothers to access, understand, appraise and apply information on mother and child health 
that contributes to reducing maternal and child mortality [4–8], which subsequently 
contributes to achievement of sustainable development goals numbers 2 (zero hunger: 
reducing underweight and stunting among young children ) and  3 (good health and well-
being: reducing maternal and child mortality ratio) [9,10]. Previous studies in Nigeria 
demonstrated that there was a significant relationship between MHL and pregnancy 
outcomes [11] and children’s nutritional status [12]. Another study in India also showed that 
better MHL was independently associated with higher child vaccination, leading to the 
suggestion that “initiatives targeting health literacy could improve vaccination coverage” 
[13].   

Low MHL is one of several important factors, including social and demographic issues, poor 
accessibility and poor quality of maternal and child health services [14–20] that contribute to 
poor mother and child health outcomes and to unhealthy practices of Lao mothers. For 
example, malnutrition continues to be a serious health concern, with approximately 33% of 
Lao children under five years stunted, 21.1% underweight and 9.0% wasted [14].   

In Laos, traditional practices are still commonly followed during pregnancy and the 
postpartum period, for example, the practice of eating dry food with only rice and ginger as 
well as staying on a heated bed during the postpartum period to stop bleeding and keep the 
body dry and healthy. A lack of awareness about maternal and child health would probably 
lead to unhealthy practices such as food taboos, particularly low intake of protein-rich foods 
such as, meat, fish, and eggs [22].  Even in the urban setting of Vientiane, 97% of women 
stayed for one or two weeks on a hot bed under which burning coals are placed; and 90% of 
postpartum women practiced food taboos [22]. One Lao study illustrated that malnutrition 
was associated with maternal health knowledge and that children of the mothers with greater 
health knowledge had lower rates of stunting [18]. Also, child immunization coverage against 
preventable diseases is very low (48.3-83.1%) in Laos, with a full vaccination rate of only 
40.7% [14]. Despite the  availability of a comprehensive vaccination service, the population 
is apparently not yet sufficiently aware of the benefits of immunization and children are not 
immunized. A previous study demonstrated that mothers had weak knowledge about vaccine-
preventable diseases and about immunization schedules associated with child vaccination 
[15].  

Lao women could possibly access different sources of mother and child health (MCH) 
information, such as media (through smart phone, TV, or radio), health personnel (doctor, 
nurse, midwife, and other health workers), and social networks (friend, relative, and 
neighbor). Our recent studies demonstrated that women received MCH information from 
health providers when they accessed ANC services at health facilities [16,17,24]. However 
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we do not know other sources of MCH information that women might receive, besides 
outreach activities of health workers providing MCH service in the villages [25].  Community 
campaigns by health workers with the assistance of village health volunteers and local 
authorities might be another important source of MCH information for women. 

Lack of comprehensive awareness of MCH information in Laos is an important factor for 
maternal and child health outcomes as mentioned above, but we do not yet know to what 
extent mothers have health literacy on mother and child health care, and what factors may be 
influencing maternal health literacy.  

The conceptual model of health literacy refers to “the personal characteristics and social 
resources needed for individuals and communities to access, understand, appraise and apply 
information and services to make decisions about health” [6]. This conceptual model would 
help to measure the level of maternal health literacy in relation to accessing, understanding, 
appraising, and applying information on mother and child health care during pregnancy and 
childbirth and in the postpartum period. Although health literacy can support individuals to 
take control of decisions and actions that will affect their health status [7],  MHL remains 
poor in both low- and middle-income countries and high-income countries. For example, 
39% of Indian mothers, 34% of mothers in Iran, 83% of rural perinatal African-American 
mothers, 72% of mothers in Texas (USA) and 24% of mothers in Philadelphia had scores of 
‘inadequate’ when tested for MHL [13,26–29].  

Factors that influence MHL are related to socio-demographic characteristics of mothers as 
found in previous studies and certain key practices of mothers in relation to pregnancy, 
childbirth, and postpartum care, as taken from WHO guidelines [30]. A study in Iran showed 
a significant relationship between MHL and both women’s education and family income 
[25]. Another study in Nigeria demonstrated that there was a significant positive correlation 
between ANC visits and MHL [11], and in Texas (USA), MHL was positively correlated 
with education, income, language, social support, parenting self-efficacy, and early parenting 
practices, but negatively correlated with number of children [29].   

There has been little research on health literacy in Laos. One study in Vientiane city measured 
general health literacy among university students [32] while another focused on sexual and 
reproductive health literacy among school adolescents [33]. Both studies indicated low levels 
of health literacy in those parts of the population. To the best of our knowledge, no studies 
have yet been conducted on MHL of Lao mothers 

 
The primary objective of this study was to determine the levels of maternal health literacy on 
topics of mother and child health care in urban and rural areas, and to determine the factors 
influencing MHL among Lao mothers. Gaining insights into MHL contributes to raising 
awareness on MHL. The factors associated with MHL could enable policy makers to develop 
more targeted interventions. 
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7.2 Methods  

Study design and site   
A cross-sectional study was conducted from April to July 2018 at the community level in the 
two southern provinces of Saravane and Attapeu (Figure 7.1). Two of the eight districts (one 
urban and one rural) and two of the five districts (one urban and one rural) of Saravane and 
Attapeu provinces, respectively, were purposively selected. Four villages (two urban and two 
rural) of two selected districts in each province were chosen for the study (see below in the 
sampling technique).  This study was part of a larger research project on maternal and child 
health care, which started in 2017 in these two provinces with a special emphasis on quality 
improvement of ANC [22,23].   

 
Figure 7.1. Saravane and Attapeu Provinces with selected districts for the study areas 
https://www.mapsofworld.com/laos/laos-political-map.html 
  

https://www.mapsofworld.com/laos/laos-political-map.html
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Sample size and sampling method  
Sample size was calculated using a formula (http://www.calculator.net/sample-size-
calculator.html) based on the total number of mothers with children aged under five years 
according to the latest available data from 2016 (192,000) [14], using a 95% confidence 
interval and margin of error of 5%. Since there was no information on MHL available in 
Laos, we assumed a proportion of eligible mothers with adequate MHL level of 50%. 
Therefore it was estimated that we had to recruit at least 384 mothers for this study. Given 
that 5% of eligible mothers may not be available and/or willing to participate, an additional 
19 mothers should be invited for an interview – therefore a total sample size of 403 mothers 
was considered adequate for the study.  

The provinces and districts were purposively selected because of their involvement in a larger 
study looking into different aspects of mother and child health.  A two-stage cluster sampling 
was done at the levels of village and household as described below.   

• Stage 1 village selection (cluster sampling): A list was made of all villages (clusters) in 
each district. Four villages (four clusters) were selected from districts using a simple 
random sampling method, generated by Microsoft Excel, giving a total of eight villages 
(8 clusters) for the two districts of the two provinces.  

• Stage 2 household selection: A list of all households of mothers with children aged 
under five years was made for each village (cluster) just before the survey. The 
Probability Proportional to Size (PPS) sampling method was applied. A village (cluster) 
with more eligible households had a greater number of households to be studied, and the 
total sample size of 403 households was allocated to each sample village/cluster. Then 
the number of the households to be studied in each village/cluster was selected using a 
simple random sampling method, also generated by Microsoft Excel.  

 
Population and recruitment  
Eligible participants were Lao women living in the selected areas with children aged under 
five years. Since child immunization is one important component of MCH and we wanted to 
measure literacy on that topic as one of the MHL items, we therefore aimed to include 
mothers with children whose ages were within the period of receiving basic vaccination (from 
birth to 23 months).  However, in the area of the study, to reach the desired sample size we 
had to select mothers whose children were aged from birth to 5 years. This is also consistent 
with most child health policies in Laos, aimed at children under 5 years. We acknowledge 
that there could be recall bias when we enrolled the mothers with older children. However, 
the mothers were only asked to reflect on the information related to the last child, not any 
earlier children.  
 
The study unit was a household, and one eligible mother per household was included in the 
study. Each head of the village assisted to inform the household members two days before 
the planned interviews. If interviewers found respondents who were not eligible or declined 
to participate, then the interviewers randomly selected another household to get a new 
respondent until sufficient data was collected. The response rate was 95%, so finally 384 

http://www.calculator.net/sample-size-calculator.html
http://www.calculator.net/sample-size-calculator.html
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mothers were enrolled. The reasons for the 19 mothers not to participate were: six no longer 
lived in their villages and 13 were not available at the time planned for the interview. No 
mothers declined to be interviewed.  

 
Research tools  
The health literacy model of Sørensen is widely used in Europe and Asia [29–33]. There was 
no specific tool for MHL in Laos, although it has been measured in other countries [7,34,35].  
The research tool used in this study was based on the one previously used for general literacy 
tool (rating ability to access, understand, appraise/judge/evaluate, and apply/use health 
information), adapted to MCH care.  Maternal health literacy refers to the ability of mothers 
to access, understand, appraise, and apply information on mother and child health care during 
pregnancy, at childbirth and in the postpartum period with emphasis on specific attention was 
paid to key practices of ANC visits, childbirth, and postpartum care at health facilities, 
nutrition, and immunization, following WHO guidelines and the National Strategic Action 
Plan [25,30].   
 
The research tool for data collection covered three sections:  

1. socio-demographic data such as age, religion, ethnicity, language, literacy, education, 
and income, taken from previous studies [4,11,29,31,42];  

2. possibly related factors or practices (positive and negative), such as ANC visits, place 
of childbirth, number of children, food restrictions/taboos, the use of hotbeds, 
smoking, and receiving information, all taken from previous studies [22,43,44]; and  

3. MHL in relation to the ability of mothers to access, understand, appraise, and apply 
information on mother and child health care during pregnancy, at childbirth and in 
the postpartum period, according to WHO guidelines and the National Strategic 
Action Plan [25,30] as mentioned above. 

 
In sections 1 and 2, literacy was defined as the ability of mothers to read, and education was 
recorded as the number of years of schooling. Ages of mothers, own income per month, and 
years of schooling were categorized into two groups by median (range). Mothers were asked 
to rate their own health status from 0 to 10; their status was categorized as poor if their score 
fell below the mean and good if the score was at the mean or higher. Complete child 
vaccination means that a child has completed all basic required vaccinations from childbirth 
to the age it had reached at the time of survey (can be up to 23 months), based on the 
Expanded Program Immunization schedule of Laos; the vaccination card was checked to 
confirm the completeness. Food restrictions/taboos mean that mothers followed local 
traditional food restrictions such as  “low intake of protein-rich foods such as meat, fish, and 
eggs” during pregnancy and the postpartum period. Hotbed stay refers to the postpartum 
mother staying in a bed under which hot coals are placed and maintained for one or two 
weeks. Examples of the questions asked are: “Did you visit ANC for the last child? Did you 
have food restriction/taboo for the last childbirth? Did you practice a hotbed stay for the last 
childbirth? Have you ever heard any information on mother and child health care? If 
yes…where have you ever received/heard information on mother and child health care?” 
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How is your health in general? Please ask the respondent to grade her health condition using 
a ruler with 1 to 10 scores.” 
 
In section 3, the MHL questionnaire comprised 49 items in relation to mother and child health 
care during pregnancy, childbirth and postpartum period, which were developed based on 
WHO guidelines and the National Strategic Action Plan [25,30].  Items of MHL were adapted 
to the structure of a health literacy survey tool in Asia [37]  and sexual reproductive health 
literacy tool in Laos  [33].  It included 15 items on accessing information about prenatal care, 
childbirth, and postpartum care, 11 on understanding information about nutrition and 
immunization, 12 on appraising information about maternal and child health care, and 11 on 
applying information about maternal and child health care practices.  Examples of questions 
are: “how is it easy for you to find health education materials on MCH (e.g. brochure, poster, 
etc) disseminated in the village when you want to know? ...to understand information that If 
a pregnant woman practiced food restriction during pregnancy, it will be a risk of low birth 
weight and unhealthy baby?. ...to judge whether the information you received from health 
providers is sufficient? ...to use ANC service earlier when recognize that you have missed 
period to make sure on getting pregnancy”. 
 
Measurement of health literacy   
To measure MHL, each item was rated on a 4-point Likert scale (4 very difficult, 3 difficult, 
2 easy, and 1 very easy), with a possible lowest mean score of 1 and a possible highest mean 
score of 4. The mean of all participating items for each individual was calculated for their 
specific index score. The indices for health literacy were standardized to unified metrics from 
0 to 50 using the formula index = (mean-1)*50/3). A minimum value of the index score was 
0 if minimal possible value of the mean was 1 and 50 was maximum value of index score 
[37,45]. The cut-off based on health literacy measurements in Asia and in Europe [37,45]; 
levels were reported as ‘inadequate’ (0–25), ‘problematic’ (>25–33), ‘sufficient’ (>33–42) 
and ‘excellent’ (>42–50) levels of health literacy. For certain groups of final results, the 
‘sufficient’ and ‘excellent’ levels were combined to a single level, called ‘adequate health 
literacy’ index scores (33–50) and below 33, index scores were combined to become 
‘inadequate’. These two levels facilitate comparison of mothers’ socio-demographics and 
key practices with adequate and inadequate maternal health literacy. The total index scores 
were applied for correlation analysis (using either Pearson or Spearman tests), and multiple-
linear regression helped to predict maternal health literacy by independent variables.    

 
The research tools were firstly developed in English; thereafter back and forth translation 
was made between English and Lao languages to ensure accuracy. The Lao language was 
used in the field work; it is the language mainly used in this area. The research assistant did 
the translation from English to Lao language, then the PI translated back from Lao to English. 
The local supervisor helped with a final edit before the pilot test. The Lao language version 
was pilot tested at villages in the study area different from the study sites but with similar 
conditions, with 30 mothers who had children under five years old for internal consistency 
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with Cronbach's alpha, for which a value of greater than or equal to 0.7 indicates satisfactory 
reliability [31];  the consistency value for this study was 0.934.  
 
Data collection  
Eight research assistants were recruited and trained for data collection. Authors SP and MM 
trained them for four days on how to do face-to-face interviews and on completing the 
questionnaires accurately. During the training, the eight data collectors practiced data 
collection in communities not included in the study. We conducted interviews in the 
participants’ households, for the privacy and convenience of the respondents. During the 
interview the information was recorded in the answer sheet and the interviewer checked the 
mother’s record book and vaccination card; child complete vaccination, ANC visits, and 
place of childbirth (if that was at a health facility) could be checked against the mothers’ 
responses.  Nearly all (95%). Before interviews, mothers were fully informed about the study 
objectives and given an overview of the interview process. They were assured of anonymity 
to ensure confidentiality, and were told that they could refuse to answer any specific question 
or to withdraw from the interview at any time without explaining why. The completion of 
each answer sheet was double checked by the research team and team leaders to ensure the 
quality and completeness of the data. The approximate length of each interview was 45-60 
minutes.  
 
Data analysis 
Data were entered into Microsoft Excel (2011) for Mac then transferred to ‘IBM SPSS 25’ 
for analysis (IBM Corp., Armonk, NY). Descriptive statistics, such as percentage, mean 
(standard deviation; SD) and median (range), were applied to describe personal information 
and the patterns of maternal health literacy.  

 
Comparison of proportions between two groups was made using χ2 or Fisher's exact tests as 
appropriate. Mann Whitney U test or Student's t tests were applied to compare medians or 
means between groups (see Tables 1 and 4). In multiple logistic regressions, socio-
demographic and key practices of Lao mothers were identified as independent variables and 
dependent variables as inadequate and adequate MHL levels. These variables were entered 
forwardly into the model to determine the Odds Ratio (OR), 95% confidence interval (95% 
CI), and significance level when P-Value was less than 0.05 (Table 5).  
 
Ethical approval and participants' consent  
This study was part of a research project on the situation analysis of MCH care in Laos, 
which received ethical approval from the Ethics Committee of the University of Health 
Sciences, Ministry of Health, Laos. We obtained written consent from eligible mothers before 
beginning each interview. Fingerprints were provided by mothers who could not sign to give 
consent.   
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7.3  Results  
 
Characteristics and key practices of the study mothers 
A total of 384 mothers, 197 from urban and 187 from rural areas, were enrolled in the study. 
Their characteristics and practices are shown in Table 1. The overall median (range) age was 
28 (14-46) years. Most of the mothers could read and speak the Lao language (70.8% and 
76.3%); these proportions were significantly higher in urban than in rural areas (P<0.001)Z.  

 
The median (range) number of ANC visits made by the mothers was 3 (0-9); only one third 
of mothers visited ANC more than four times during their pregnancies. Two thirds of mothers 
had given birth at health facilities for their last child, this was also significantly higher in 
urban than in rural areas (P=<0.001)Z. Approximately three quarters of the mothers had 
practiced food restriction during the postpartum period, and 22% had practiced it during 
pregnancy. Nearly 90% of mothers had stayed on a hotbed in both urban and rural areas. The 
overall proportion of the children with complete immunization was lower than 50%, but 
significantly lower in rural than in urban areas (P=0.001)Z.  
 
Table 7.1: Characteristics and key practices of the study mothersa  

Variable Total  
N=384 (%) 

Urban   
n (%)  

Rural  
n (%)  P-Value 

Age (Years)     
       <28 184 (47.9) 73 (37.1) 111 (59.4)  
       >=28 200 (52.1) 124 (62.9) 76 (40.6) <0.001(Z) 
       Median (Range)  28 (14-46) 30 (14-46) 25 (14-45) <0.001(M) 
Religion      
     1 – Buddhist 309 (80.5) 191 (97.0) 118 (63.1) <0.001(Z) 
     2 – Others 75 (19.5) 6 (3.0) 69 (36.9)  
Mother tongue/native language      
     1 – Lao  272 (70.8)  189 (95.9) 83 (44.4) <0.001(Z) 
     2 – Dialects 112 (29.2) 8 (4.1) 104 (55.6)  
Ethnic group      
     1 – Lao Lum 265 (69.0) 189 (95.9) 76 (40.6)  
     2 – Others  119 (31.0) 8 (4.1) 111 (59.4) <0.001(Z) 
Literacy      
     Able to read  293 (76.3) 165 (83.8) 128 (68.4)  
     Unable to read 91 (23.7) 32 (16.2) 59 (31.6) <0.001(Z) 
Education (years of schooling)      
 Median (range) years of schooling  7 (0-19) 11 (0-19) 5 (0-15) <0.001(M) 
Marital status      
     1 – Married 358 (93.2) 184 (93.4) 174 (93.0) 0.891(Z) 
     2 – Others (single, separated, 
divorced, widower)  26 (6.8)  13 (6.6) 13 (7.0)  

Own income per month (LAK) b      
      > 400,000 187 (48.7) 127 (64.5) 60 (32.1)  
      <= 400,000  197 (51.3) 70 (35.5) 127 (67.9) <0.001(Z) 
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     Median (range)  
400,000     

(0-
8,000,000) 

800,000  
(0-8,000,000) 

200,000  
(0-8,000,000) 

<0.001(M) 

Grading of overall health status       
    Good  243 (63.3) 139  (70.6) 104 (55.6) 0.002 
    Poor  141 (36.7) 58 (29.4) 83 (44.4)  
    Mean (SD) over 10  7.8 (1.8) 8 (1.6) 7.51 (1.9) 0.003(T) 
Number of ANC visits      
      4-9 151 (39.3) 83 (42.1)  68 (36.4)     0.247(Z) 
      0-3 233 (60.7) 114 (57.9) 119 (63.6)  
Median (range) 3 (0-9) 3 (0-9) 3 (0-9) 0.317(M) 
Food restriction practice during pregnancy     
     Yes  87 (22.7) 20 (10.2) 67 (35.8)  <0.001(Z) 
     No  297 (77.3) 177 (89.8) 120 (64.2)  
Place of birth for the last child      
     Health facilities  281 (73.2) 165 (83.8) 116 (62.0) <0.001(Z) 
     Others  103 (26.8) 32 (16.2) 71 (38.0)  
Hotbed stay after delivery for the 
last childbirth   

    

     Yes  345 (89.8) 178 (90.4) 167 (89.3) 0.733(Z) 
     No  39 (10.2) 19 (9.6) 20 (10.7)  
Food restriction practice postpartum      
     Yes  278 (72.4) 126 (64.0) 152 (81.3) <0.001(Z) 
     No 106 (27.6) 71 (36.0) 35 (18.7)  
Child completed vaccination       
     Yes  166 (43.2) 101 (51.3) 65 (34.8) 0.001(Z) 
     No 218 (56.8) 96 (48.7) 122 (65.2)  
Currently smoking     
     Yes  99 (25.8) 28 (14.2) 71 (38.0)  
     No  285 (74.2)  165 (85.8) 116 (62.0) <0.001(Z) 
Currently drinking any kind of 
alcohol 

    

     Yes  272 (70.8)  149 (75.6) 123 (65.8)  
     No  112 (29.2)  48 (24.4) 64 (34.2) 0.034(Z) 
 
(a) Data shown as number (%) unless indicated.  
(b)1 USD = 8,630 LAK 
(Z) Z test 
(T) T-student test 
(M) Mann-Whitney U Test 

 

 
Information received by respondents on maternal and child health 
Table 2 illustrates whether and how mothers had received (MCH information. Nearly 90% 
of mothers reported that they had received MCH information. Of these, 80% said they 
received it from health personnel at health facilities and 58% from health personnel during 
outreach sessions. Other sources of MCH information included media and their social 
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network (family, relatives, friends, and neighbors) but these were reported by less than 50% 
of the respondents as a source of information.  
 

Table 7.2: Receiving information on maternal and child healtha  

Variables Total  
   (N=384)b  (%) 
Had mothers ever heard any MCH information?    

Yes  341 88.8 
No  43 11.2 

Sources of MCH information    
1. Media (TV, radio, and or smart phone) 174 45.3 
2. Health personnel at health facilities (Doctor, nurse, midwife, 
and or other health workers)   306 79.7 
3. Health personnel campaign/at community level (Doctor, nurse, 
midwife, and or other health workers together with village heath 
volunteer and local authority)   222 57.8 
4. Social network (family, relatives, friends, and/or neighbors)  186 48.4 

(a) Data shown as number (%) unless indicated  
(b) Multiple answers from mothers who had ever heard any MCH information from each source 

 
 
Comparison of maternal health literacy levels and index scores between urban and 
rural mothers  
Despite the mothers having received information, overall MHL levels were largely 
inadequate, as shown in Table 3. Approximately 80% of the mothers had either inadequate 
or problematic MHL, while only 17.4% reached adequate and 3.5% had excellent MHL. Two 
thirds of mothers found it difficult to access, understand, appraise and apply MCH 
information. For example, 69% of mothers reported that they encountered difficulties in 
finding health education materials on MCH (e.g. brochures and posters disseminated in the 
village) when they wanted to know more; 74% of mothers found it difficult to understand 
information, for example, that after delivery, the mother should eat fruits.  Also, more than 
two thirds of mothers had trouble appraising and applying any MCH information they 
received. For example, 77.9% of mothers reported that they found it very difficult to judge 
whether information about the benefits of food diversity for mother and child was correct or 
not; 84.4% of mothers reported that they could not easily use information about physical and 
mental health care (e.g. exercise, swimming, yoga, listening to music, getting enough sleep, 
keeping a good mood) during pregnancy. The total mean MHL scores varied between urban 
and rural areas, although the index scores were very low in both (Table 3). The overall MHL 
index score was 30, but it was significantly higher in urban than in rural areas (P=0.001)M.   
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Table 7.3: Comparison of MHL levels and index scores between urban and rural mothers a 

 
MHL level   

Total  
N=384 (%) 

Urban     
n (%) 

Rural  
n (%)     P-value 

Access to information         
   Inadequate   (0-25) 161 (41.9) 73 (37.1) 88 (47.1)  
   Problematic (>25-33) 170 (44.3) 91 (46.2) 79 (42.2)  
   Sufficient    (>33-42) 30 (7.8) 18 (9.1) 12 (6.4) 0.150(Z) 
   Excellent     (>42-50) 23 (6.0) 15 (7.6) 8 (4.3)  
Index score 50 max: Median (range)  28 (0-50) 32 (0-50) 26 (0-50) 0.002(M) 
Understanding information          
   Inadequate   (0-25) 127 (33.1) 58 (29.4) 69 (36.9)  
   Problematic (>25-33) 149 (38.8) 65 (33.0) 84 (44.9)  
   Sufficient    (>33-42) 67 (17.4) 45 (22.8) 22 (11.8) <0.001(Z) 
   Excellent     (>42-50) 41 (10.7) 29 (14.7) 12 (6.4)  
   Index score 50 max: Median (range)  32 (0-50)  33 (0-50) 30 (0-50) <0.001(M) 
Appraising information          
   Inadequate   (0-25) 123 (32.0) 55 (27.9) 68 (36.4)  

   Problematic (>25-33) 181 (47.1)   91 (46.2) 90 (48.1)  

   Sufficient     (>33-42) 59 (15.4) 38 (19.3) 21 (11.2) 0.065(Z) 

   Excellent      (>42-50) 21 (5.5) 13 (6.6) 8 (4.3)  

   Index score 50 max: Median (range)  31 (0-50) 31 (0-50) 29 (0-50) 0.004(M) 
Applying information      
   Inadequate   (0-25) 131 (34.1) 57 (28.9) 74 (39.6)  
   Problematic (>25-33) 181 (47.1) 95 (48.2) 86 (46.0)  
   Sufficient     (>33-42) 45 (11.7) 30 (15.2) 15 (8.0) 0.052(Z) 
   Excellent      (>42-50) 27 (7.0)  15 (7.6) 12 (6.4)  
Index score 50 max: Median (range)  30 (0-50) 30 (0-50) 27 (0-50) 0.002(M) 

Grand total index scores (50 max)b           30 (0-50) 32 (0-50) 27 (0-50) 0.001(M) 
 
(a) Data shown as number (%) unless indicated.  
(b) Possible lowest index score is 0 and highest index score is 50  
(z) Z test  
(M) Mann-Whitney U test  

 
Comparison between mothers with inadequate and adequate maternal health literacy 
levels 
Socio-demographics and key practices of Lao mothers who had inadequate and adequate 
MHL levels are shown in Table 4. Significantly higher proportions of appropriate MHL 
levels were found among mothers who speak the Lao language, who have high income, who 
frequently visited ANC, who gave birth at health facilities, and who had a child with complete 
vaccination, as compared to the other group of mothers (P= 0.001Z, P= <0.001ZM, P=0.011Z, 
P=0.003Z, P= 0.006Z, P= 0.002Z, and P=0.042Z respectively). However, having heard MCH 
information was not significantly associated with MHL. 



 118 

  
Table 7.4: Comparison of socio-demographic features between mothers with inadequate and 
adequate MHL levelsa 
 

Variable  Total N=384 
(%)  

Health literacy levelb  
P-Value  Inadequate  

n (%)   
Adequate  

n (%)   
Age     
       <28 years 184 (49.9) 152 (50.5) 32 (38.6)  
       >=28 years 200 (52.1) 149 (49.5) 51 (61.4) 0.054(Z) 
Religion of mothers      
     1 – Buddhist 309 (80.5) 231 (76.7) 78 (94.0) <0.001(Z) 
     2 – Other religious 75 (19.5) 70 (23.3) 5 (6.0)  
Mother tongue/native language of mothers    
     1 – Lao 272 (70.8)  201 (66.8) 71 (85.5) 0.001(Z) 
     2 – Dialects 112 (29.2) 100 (33.2) 12 (14.5)  
Ethnic group of mothers     
     1 – Lao Lum 265 (69.0) 198 (65.8) 67 (80.7) 0.009(Z) 
     2 – Other minority 
ethnic group  

119 (31.0) 103 (34.2) 16 (19.3)  

Education level     
     Able to read  293 (76.3) 226 (75.1) 67 (80.7) 0.285(Z) 
     Unable to read 91 (23.7) 75 (24.9) 16 (19.3)  
Marital status      
     1 – Married 358 (93.2) 278 (92.4) 80 (96.4) 0.146(Z) 
     2 – Others   26 (6.8)  23 (7.6) 3 (3.6)  
Own income per month 
(LAK)c;  

    

     <=400,000  197 (51.3) 171 (56.8) 26 (31.3)  
     >400,000 187 (48.7) 130 (43.2) 57 (68.7) <0.001(Z) 

Median (range) 
400,000  

(0-800,000) 
300,000  

(0-800,000) 
100,000  

(0-500,000) <0.001(M) 

Grading of health in 
general 

    

    Good  243 (63.3) 183  (60.8) 60 (72.3) 0.054(Z) 
    Poor  141 (36.7) 118 (39.2) 23 (27.7)  
Ever heard any MCH information  
      Yes  341 (88.8) 263 (87.4) 78 (94.0) 0.091(Z) 
      No  43 (11.2) 38 (12.6) 6 (6.0)  
Number of ANC visits      
      4-9 151 (39.3) 106 (35.2) 45 (54.2) 0.006(Z) 
     1-3 180 (46.9) 149 (49.5) 31 (37.3)  
      0 53 (13.8) 46 (15.3) 7 (8.4)  
Food restriction practice during 
pregnancy 

   

     Yes  87 (22.7) 71 (23.6) 16 (19.3) 0.406(Z) 
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     No  297 (77.3) 230 (76.4) 67 (80.7)  
Place of birth of the last 
child      

     At health facilities  281 (73.2) 209 (69.4) 72 (86.7) 0.002(Z) 
     At home  103 (26.8) 92 (30.6) 11 (13.3)  
Hotbed stay after delivery for the last childbirth  
     Yes  345 (89.8) 269 (89.4) 76 (91.6) 0.575(Z) 
     No  39 (10.2) 32 (106) 7 (8.4)  
Food restriction practice during postpartum period  
     Yes  278 (72.4) 220 (73.1) 58 (69.9) 0.562(Z) 
     No 106 (27.6) 81 (26.9) 25 (30.1)  
Last child completed vaccination  
     Yes  166 (43.2) 122 (40.5) 44 (53.0) 0.042(Z) 
     No 218 (56.8) 179 (59.5) 39 (47.0)  
Currently smoking     
     Yes  99 (25.8) 87 (28.9) 12 `(14.9)  
     No  285 (74.2)  214 (71.1) 71 (85.5) 0.008(Z) 
Currently drinking any kind of alcohol 
     Yes  272 (70.8)  207 (68.8) 65 (78.3)  
     No  112 (29.2)  94 (31.2) 18 (21.7) 0.90(Z) 
 
(a) Data shown as number (%) unless indicated 
(b) Inadequate = inadequate + problematic; adequate = sufficient + excellent 
(c) 1 USD = 8,630 LAK 
(Z) Z test 
(M) Mann-Whitney U Test 
 

Socio-demographic and key practice factors associated with MHL 
Factors associated with MHL level are shown in Table 5. There are three independent 
variables associated with the MHL level in multiple logistic regression analysis. For example, 
mothers who have high income, who frequently visited ANC, and who live in urban areas 
were significant associated with higher MHL level [Adjust OR=0.52, 95% CI (0.289-0.934, 
P=0.029); Adjust OR=2.198, 95% CI (1.278-3.782), P= 0.004; and Adjust OR=0.189, 95% 
CI (0.268-2.582, P=0.029)] respectively. However, having heard any MCH information 
(Adjust OR= 2.631) was not significantly associated with MHL (P=0.056).    
 
Table 7.5: Socio-demographic and key practices of Lao mothers associated with MHL  

Variable  
MHL level b OR d 95% CI e 

P- 
Value f  Inadequate 

n=301(%)a   
Adequate 
n=83 (%)  

Crude 
OR 

Adjust 
OR Lower  Upper  

Age group         
       <28 152 (50.5) 32 (38.6) 1.62 0.82 0.458 1.467 0.234 
       >= 28 149 (49.5) 51 (61.4) 1     
Religion of mothers   
     Buddhist 231 (76.7) 78 (94.0) 0.212 3.298 0.988 11.013 0.052 
     Other religious 70 (23.3) 5 (6.0) 1     
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Mother tongue       
     Lao 201 (66.8) 71 (85.5) 0.34 3.273 0.767 13.966 0.109 
     Dialects 100 (33.2) 12 (14.5) 1     
Ethnic group of mothers       
     Lao 198 (65.8) 67 (80.7) 0.459 0.279 0.076 1.025 0.054 
     Minority ethnics 103 (51.6) 16 (19.3) 1     
Education    

     
    Ability to read  226 (75.1) 67 (80.7) 0.72 0.832 0.417 1.659 0.601 
    Unable to read  75 (24.9) 16 (19.3) 1     
Marital status         
    Married  278 (92.4) 80 (96.4) 0.453 1.595 0.434 5.859 0.442 
    Others  23 (7.6) 3 (3,6) 1     
Own income per monthC       
     >400,000 130 (43.2) 57 (68.7) 2.884 0.52 0.289 0.934 0.029 
     <=400,000  171 (56.8) 26 (31.3) 1     
Grading of overall health status        
    Good  183  (60.6) 60 (72.3) 0.594 1.485 0.801 2.754 0.209 
    Poor  118 (39.2) 23 (27.7) 1     
Ever heard any MCH 
information  

      

      Yes  244 (81.1) 77 (92.8) 0.334 2.631 0.975 7.005 0.056 
      No  57 (18.9) 6 (7.3) 1     
Sources of information        
     Media  4 (1.3) 1 (1.2) 1.104 0.361 0.036 3.604 0.385 
     Others  279 (98.7) 82 (98.8) 1     
Number of ANC visited        
      4-9 106 (35.2) 45 (54.2) 0.459 2.198 0.278 3.782 0.004 
      0-3 195 (64.8) 38 (45.8) 1     
Place of the last childbirth        
  At health   
facilities  209 (69.4) 72 (86.7) 0.347 1.763 0.819 3.759 0.147 

  Others  92 (30.6) 11 (13.3) 1     
Child completed vaccination        
     Yes 122 (40.5) 44 (53.0) 0.604 1.026 0.575 1.832 0.931 
     No 179 (59.5) 39 (47.0)      
Clustering living areas        
   Urban  207 (68.8) 65 (78.3) 0.59 0.189 0.268 2.582 0.002 
   Rural  94 (31.2) 18 (21.7) 1     

(a) Data shown as number (%) unless indicated 
(b) Inadequate = inadequate + problematic; adequate = sufficient + excellent 
(c) 1 USD = 8,630 LAK 
(d) OR=Adjust OR   
(e) 95% CI (confidence interval) with lower and upper bound 
(f) Significant level=<0.005 
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7.4  Discussion 
 
This is the first study conducted in Laos to measure maternal health literacy (MHL) of 
mothers, emphasizing the care during pregnancy, childbirth, and postpartum periods. The 
results show that their MHL was very poor with ~80% having either inadequate or 
problematic MHL. The finding also revealed that MHL was significantly lower in rural than 
in urban areas (P=0.001), probably because urban mothers had better literacy and more years 
of schooling than did rural mothers, and we found that mothers’ years of schooling was 
significantly associated with MHL. Improving MHL in both rural and urban areas could 
increase mothers’ ability to make decisions and take actions that would be good for their own 
and their children’s health [7]. Poor MHL of the mothers has also been reported in India, in 
USA, and in Iran [13,26–28,46].  

Women received mother and child health (MCH) information from different sources. A study 
in Vietnam indicated that family members were very important for mothers in ethnic minority 
communities, among other sources of MCH information (social networks, health literacy 
mediators, and health professionals) [4], but in our study, health workers were the main 
source. Most women (about 80%) had received information on MCH from health providers, 
either at the health facility or during health campaigns in their village, while less than half 
had received MCH information from media (smart phone, TV and or radio) and social 
networks (relative, friend, and or neighbor). We did not separately assess for different sources 
of information, but most of the information came from health workers, and the mothers 
reported having trouble appraising and applying all MCH information they received, 
regardless of the source. 

However, getting information does not necessarily lead to improved MHL. It appears that 
health providers are able to reach the target group, but their communication of health 
messages may not be very effective. Our previous studies on ANC focusing on information 
and education demonstrated that very little health information was actually provided by 
health workers to the pregnant women. Health workers often neglected giving MCH 
information and when they did, their communication skills were poor. Another issue was that 
MCH information materials are not well developed in Laos and were seldom available or 
used during ANC visits [22–24]. When we combine the reported poor communication 
performance of the health workers and the lack of health literacy among the mothers, we 
believe that strategies and activities to strengthen health workers’ communication skills could 
help to improve mothers’ health literacy.  

Different results have been reported in other contexts. For example, in Iran, health education 
of mothers was significantly associated with MHL [25] and in Texas (USA), education, 
family/household income, and English language were significantly associated with better 
MHL [26], while in our case it was the mother’s own income that was significantly positively 
correlated with greater MHL. A study in Mali demonstrated that own income of mothers was 
associated with child nutrition status [42].   
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In addition, our results suggest that making four or more ANC visits was significantly 
associated with adequate MHL. This is consistent with similar results in Nigeria [11]. 
Although we cannot make inferences about causal relations and/or directions, these 
associations do suggest that increased literacy is significantly related to positive practices. 
Most notably visits to ANC and immunization completion were positively correlated with 
increased health literacy. However, other practices, such as hotbed stay, food restrictions, 
and drinking alcohol were not related with maternal health literacy level, although they do 
pose serious health risks. Hotbed stays have been significantly associated with newborns’ 
skin infection and even septicemia [47]. Food taboos/restrictions during the postpartum 
period have been associated with infantile beri-beri (vitamin B1 deficiency) and death [48–
51]. These practices are probably hard to change despite high literacy scores, because hotbed 
stay and traditional food restrictions are known to be deeply embedded in Lao culture [22].   

Strengths and limitations 
The strengths of this study are the large sample size representing both urban and rural 
mothers, which could be sufficient to identify significant differences, strengthened by the 
sampling method, using cluster sampling at the village level, and proportional to size for the 
household level.  

However, the study also had limitations. Cross-sectional data cannot provide causal 
inferences as longitudinal studies might. Furthermore, not all potentially important 
influencing factors were included, for example, we did not investigate social support, 
parenting self-efficacy, and early parenting practices [26]. Food restriction was considered a 
negative factor here, but in other settings the same practice may mean low intake of unhealthy 
foods such as sugar, white bread, processed meat, and considered a positive factor for fetal 
development [38]. We did not look at food restriction in detail, but another study revealed 
that women avoided eating vegetables, fruits, and some types of meat, as well as sauces, 
sugar and spices [22]. Because we did not use information on the age of the child, we do not 
know how long ago the birth took place and therefore cannot say whether recall bias might 
be less among mothers who gave birth more recently. Information on ANC visits, place of 
delivery, and child immunization was checked on the appropriate record cards, but we could 
not check in the same way for information received about breastfeeding, so there could be 
recall bias for that topic among mothers whose children were older.  

The findings of this study reflect the Lao context, where the health personnel seem to be the 
main source of information for mothers, the deficiencies in providing maternal and child 
health information identified in earlier studies may explain why mothers still had low levels 
of maternal health literacy. If mothers’ knowledge and practice are to improve, the quality of 
information and communication skills is as important as the fact of providing information. 
Therefore, the quality of delivering comprehensive information by health care providers has 
to be improved as well.  

Although the study may not be representative of the whole country, we think that the sample 
can be representative of at least the population in Southern Laos, because the two provinces 
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of our study site had been randomly selected from the five provinces in the southern region 
in previous studies [16,17].  Nevertheless, we do have the impression that in many other areas 
of Laos similar results will be found. Women largely utilize similar public health services, 
staffed by providers that were educated in one of the few training facilities available. Also 
women largely utilize similar media. However, social networks and customs, which are 
critical for health literacy, may differ between regions.  
 
7.5  Conclusion   
 
Overall, the maternal health literacy level of Lao mothers found in this study was very poor 
in both urban and rural areas. Health personnel were reported to be the main source of MCH 
information but were apparently not very effective in that aspect of their work. Socio-
demographic characteristics and key practices of mothers were significantly associated with 
levels of MHL. To improve the level of MHL in Laos, developing better information, 
education and communication materials and strengthening communication skills of health 
workers are strongly recommended.  
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Abstract 
 
Objectives: Optimal antenatal care (ANC) visits help improve health outcomes and decrease 
perinatal mortality but they are often not optimal in low and middle-income countries (e.g., 
few mothers attend the recommended four or more ANC visits). The aim of this study was 
to identify determinants that influenced mothers who did make sufficient visits for ANC in 
rural Lao in order to inform the design of more effective interventions to change the behavior 
of mothers who do not make such visits. 
 
Materials and Methods: A qualitative study was conducted using semi-structured 
interviews with mothers who made four or more ANC visits during their last pregnancy in 
rural Lao PDR. Manual analysis was used for open and thematic coding of the interview data.  
 
Results: All mothers reported taking special care of themselves during pregnancy. They 
perceived the clear benefits of ANC visits regarding reassuring them of their health and 
reducing the risk of negative events. Family members, particularly husbands, played a key 
role in making decisions to seek more ANC when they were aware of its benefits. In addition, 
friends and neighbors were an important source of information for mothers. The quality of 
ANC provision and the provision of incentives such as an information booklet, along with 
soap and mosquito net were directly influencing factors in increasing ANC visits. 
 
Conclusions: In general, feeling a need for taking special care during pregnancy was a 
common factor among pregnant women who did use ANC in rural Lao PDR. Accordingly, 
improving the quality of ANC and increasing appreciation in communities regarding the need 
for good ANC are strongly recommended to increase attendance by all mothers. 
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8.1  Introduction  
 
Antenatal care (ANC) is a core healthcare function, including health promotion, screening, 
diagnosis, and disease prevention [1], which women receive throughout their pregnancy and 
the postpartum period [2]. Optimal ANC contacts are recommended by the World Health 
Organization (WHO) to reduce perinatal mortality while improving women’s experiences of 
care and health outcomes [3,4]. However, in most low- and middle-income countries 
(LMICs), only a minority of mothers attends the recommended number of at least four ANC 
visits [5-8]. Accordingly, this study investigated the factors that influenced the decision 
making of mothers who did attend four or more ANC visits and followed the advice of health 
providers.  
 
Research in other countries has identified various factors that contributed to positive practices 
among women who made four or more ANC visits during their pregnancy. For example, 
women with a history of stillbirth, a high- risk medical or obstetric history, or those who are 
in a first pregnancy may be more likely to seek ANC [5,10]. Other factors included an urban 
residence, women’s education, family wealth, and few household occupants [6,11,12]. 

Receiving maternal and child health (MCH) information from a lady health worker, a 
nurse/midwife, the mother- in-law or other relatives/friends, or mass media has been strongly 
associated with at least four or more ANC visits [7,11]. In addition, the quality of the 
provided ANC, the accessibility of the service, and the behavior of health care providers are 
significantly associated with women making four or more ANC visits [3,7,10]. 

 
A recent study demonstrated that 39.3% of Lao mothers had made four or more ANC visits, 
and this behavior was strongly associated with maternal health literacy (MHL) (submitted 
paper, 2019). Other studies showed that education level, household income, time constraint, 
costs, and transportation were likely to be associated with ANC utilization [13-16]. Previous 
studies demonstrated that knowledge, attitude, and the perception of ANC usefulness were 
also strongly associated with making sufficient ANC visits [15,16]. However, these findings 
were based on quantitative data, along with one qualitative factors included an urban 
residence, women’s education, family wealth, and few household occupants [6,11,12]. 

Receiving maternal and child health (MCH) information from a lady health worker, a 
nurse/midwife, the mother- in-law or other relatives/friends, or mass media has been strongly 
associated with at least four or more ANC visits [7,11]. In addition, the quality of the 
provided ANC, the accessibility of the service, and the behavior of health care providers are 
significantly associated with women making four or more ANC visits [3,7,10]. However, 
these findings were based on quantitative data, along with one qualitative study that mainly 
explored factors influencing mothers who made no ANC visits.  
 
The primary objective of this study was to gain insights into the choices and motivations of 
mothers with positive practices in relation to optimal ANC visits, who were living in similar 
conditions to a majority of women who did not. The results could support potential 
interventions to increase the number of women using ANC in these areas.  
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8.2  Materials and Methods  
 
Study Design  
This qualitative study was carried out from May to June 2019, comprising semi-structured 
interviews with mothers who had made at least four ANC visits residing in a rural area of 
Attapeu Province. The study was inspired by the concept of “positive deviance”. In a context 
where the majority of mothers did not seek ANC in the recommended way, we investigated 
what motivated or informed the women who took action in this regard. In Lao PDR, where 
the behavior of attending ANC is still uncommon, these women can be considered as deviants 
in a positive way. The location was selected because it was the site of an MHL study done in 
2018, which identified potential participants for the current study.  
 
Site Selection and Recruitment  
This study was part of a larger intervention study in four selected districts (two urban and 
two rural villages for each district) of two provinces (Attapeu and Saravane). Attapeu 
province was selected using a simple random sampling method. Further, two villages in a 
rural area were purposively selected as the study site. The selection criterion was the 
availability of mothers who had made the recommended four or more ANC visits living in a 
specific rural area, identified by the baseline study of the larger project. In that study, 151 
(39.3%) out of 384 interviewed mothers had made the required number of ANC visits, of 
whom 68 lived in the rural areas of the two provinces. The researchers planned to interview 
all 22 eligible women in the two rural villages in Attapeu province, but only 19 cases were 
available at the time planned for the interviews. Two cases left the village and one case died 
at that time interval. To recruit respondents, first, the researchers contacted a household 
member at the address provided during the MHL study. Local authorities assisted in 
distributing an official letter to invite eligible participants a few days before the interview. 
None of the invited women declined to be interviewed.  
 
Research Instrument  
In this study, an interview guide was used based on a model combining the socio-ecological 
[22] and the health belief models in order to identify the determinants of the positive behavior 
[18,20,21]. Both models offer concepts that can help understand factors influencing women 
to perform the positive behavior [17-21]. The socio-ecological model guides the analysis of 
factors at different levels including individual, interpersonal, organizational, community and 
policy levels (Figure 8.1). At the individual level, several issues were analyzed, including the 
socio-demographic characteristics of mothers, how they perceived the ANC services, and 
what motivated them to attend ANC. At the interpersonal level, the researchers focused on 
family members, friends, and neighbors who provided support to mothers to visit ANC. The 
organization level refers to health facilities where pregnant women experienced ANC 
services provided by health workers and public transportation. In addition, the community 
level includes factors related to community support for mothers for using ANC services. 
Finally, the policy level refers to factors that are related to national MCH strategies in Laos.  
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Figure 8.1: Integration of socio-ecological model for positive deviance mothers  
 
Semi-structured Interviews  
The interviews were conducted in the homes of the participating mothers, where they would 
feel comfortable and are assured of their privacy. The interviewers included one Lao 
academic researcher (SP) and two local assistants. The local interviewers attended a three-
day training course prior to data collection. Further, interview guides contained closed 
questions on socioeconomic characteristics and open questions were about mothers’ 
motivation and factors that influenced their positive behavior and reasons in this respect. We 
also asked them about their thoughts on what other women did and why. The guides were 
piloted in a community far from the study site and they were finalized accordingly. The 
mothers were interviewed in the Lao language for approximately 60 minutes, and all 
interviews were recorded. Notes were made while conducting the interviews in order to 
combine with the recorded data later.  
 
Data Analysis  
The recordings and interview notes were used to generate verbatim transcripts for data 
analysis, which were analyzed manually. The research team read the transcripts several times 
and discussed the open coding process together to reach a consensus on the code tree. The 
data were then translated into English. According to the socio-ecological model (Figure 8.2), 
the qualitative data were classified into individual, interpersonal, organization/health 
facilities, and community levels to make inferences. The findings included direct quotes from 
participants, which were translated into English and discussed with all researchers and 
supervisors to obtain consensus after analyzing the data. 
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8.3 Results  
 
Our results provided information about what motivated and enabled mothers to perform their 
positive behaviors at individual, interpersonal, organization, and community levels (Figure 
8.2) although the responses did not include factors that were directly related to the policy 
level. The mothers also reflected upon why others are not capable of performing these 
behaviors (Table 8.1).  
 
Determinants of Positive ANC Practices of Lao Mothers: Reflections on Negative 
Practices. 

Individual Level  
Three motivations to access ANC were identified on an individual level, including the belief 
or attitude toward ‘special care’ during pregnancy, the benefit of ANC for MCH as part of 
‘special care’, and a fear of risk-taking.  
 
When referring to good practices during pregnancy – for which mothers often used the term 
‘special care’ –, they included practices related to food consumption, physical activities, and 
health-seeking behaviors. Most mothers mentioned that eating enough and eating a good 
variety of food during pregnancy are very important for MCH, which was the doctors’ advice 
from “modern” health care. Some mothers mentioned that they drank milk and coconut water 
to benefit their baby while they avoided alcohol and smoking.  
 

“I bought formula milk to drink, took vitamins, and ate all kinds of foods that are good 
for my health and my baby, especially eating meat, fish, chicken, vegetables, and fruit, 
as my doctor gave a piece of advice. I did not practice any food taboos but I did avoid 
drinking alcohol.” (Participant No. 1)  

 
Physical activity was also recommended by these mothers as part of their special care during 
pregnancy although most of them avoided very hard work and took more rest than usual, and 
some did exercises to ease childbirth.  
 

“I did not go to the forest and the rice field during pregnancy. My husband allowed me 
to stay at home because he heard that from health workers when attending ANC with 
me, so I could take more rest than before.” (Participant No. 3)  

 
More ANC visits were identified as one of the most important items for special care. All 
women mentioned that the reason for visiting ANC more frequently is to take care of both 
the baby and mother’s health.  
 

“I think that every pregnant woman needs special care through ANC visits because there 
you can have specific care for the mother and child’s health.” (Participant No. 10)  

 
All positive deviance mothers also indicated that visiting ANC is very good for protecting 
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themselves and their fetuses because health workers could check the health of both the 
mother and baby. Most women reported that they received useful information during ANC 
and perceived that ANC visits would help them in their pregnancy. These mothers were 
particularly interested in following the development of their fetuses, which brought them a 
sense of happiness.  
 

“It was very useful for my childbirth preparedness because the health worker could tell 
about the date of my childbirth and the baby’s gender.” (Participant No. 7)  
 “I would like to follow up the physical development (i.e., heartbeat, weight gain, and 
position) of my fetus and I am eager to know from the health worker about my health 
and that of my fetus. When the doctor said that both the mother and fetus are healthy, I 
was very happy.” (Participant No. 10)  

 
Additionally, some mothers mentioned that they were afraid of risks during pregnancy and 
danger to their babies if they did not follow up health workers thus more ANC visits would 
help reduce any risk by frequent monitoring. 
  

“My previous pregnancy had risks like hypertension and edema, so I’m afraid of any 
danger to my baby. Villagers and traditional birth attendants could not help, therefore, 
I went to see the health worker at ANC more often.” (Participant No. 4)  

 
Our participants also reflected upon reasons for other mothers who did not follow ANC. The 
positive deviance mothers thought that others might not be motivated if they were not 
confident about the benefits. Further, if they reasoned that pregnancy is ‘normal’ and requires 
no special needs, they may prefer to see traditional healers, or may be unable to communicate 
(in Lao language) with health workers or may have a high workload.  
 

“Some mothers in my village believe that being pregnant is normal and there is no need 
for special care from health workers, so a traditional healer is the first option to visit if 
something does happen.” (Participant No. 1) 
“Many women in my village could not speak the Lao language, so if nobody could 
accompany them to communicate with health workers, they might not visit ANC.” 
(Participant No. 3)  

 
Another barrier to ANC attendance was that many mothers lived in rice fields and had no 
private car or motorbike, making it difficult for them to visit the health center for ANC. The 
positive deviance women always had a means of transport at their disposal.  
 
Interpersonal Level  
Family members played a key role in decision-making and support for mothers to make more 
ANC visits when they were aware of the importance of ANC. All women reported that family 
members were the key to their decision to visit ANC and to deliver at a health facility. A few 
women mentioned that they could go for ANC alone after their husbands showed their 
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agreements, but many women were accompanied by their husbands or sisters for ANC. Most 
women also indicated that their husbands agreed with or advised their ANC visits, and those 
husbands were likely to understand how important ANC visits were for MCH. 
  

“I do agree that family members, especially the head of the family, is a very important 
person in this matter. Fortunately, my husband quite understands that I should have 
ANC, he said that health workers can help check my health and that of the baby. He 
accompanied me.” (Participant No. 2)  

 
A few participants reported that friends and neighbors were a very useful source of 
information and support. For example, three mothers with no reading literacy were helped 
by a neighbor to go through the ANC information booklet (pink book).  
 

“I asked one of my neighbors to read the pink book when I wanted to know more about 
child development and vaccination because I cannot read nor could my family members 
read for me.” (Participant No. 19)  

 
In these communities, sharing good experiences and joy with other people are common 
practices. Most mothers were proud of sharing their positive experiences of care. 
  

“Talking with friends about the good experience of my ANC visit was more comfortable 
and enjoyable than talking with other people. I could also advise my friends to frequently 
visit ANC based on my experiences” (Participant No. 2)  

 
In contrast, participants explained that mothers who followed no ANC or had fewer visits 
might not receive such positive support from their family members, friends, and neighbors 
as they did. Perhaps family members might not allow them to go if they were unaware of the 
importance of ANC. They mentioned that not all husbands or family members were 
interested in attending ANC visits with their wives or attending campaigns in the community.  
 

“I think that not all pregnant women are so lucky to get good support from their family, 
especially their husbands. I found that some of my neighbors were not only restricted to 
get ANC but also did not attend any village health campaign, or had any help for work, 
as my husband did for me.” (Participant No. 8)  

 
Organization Level  
The ANC service was noted as an important source of information and care for MCH. All 
participants mentioned that they wanted more information about their baby’s health from 
health workers, and professionals helped them to follow up the health of the baby. Most 
interviewed mothers reported that they also received information about ANC benefits from 
health workers during immunization campaigns in the village. Many women declared that 
following the appointments made by health workers was a common practice during their 
pregnancy. These mothers trusted and were satisfied with the behavior of their health workers 
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and indicated that they were friendly.  
 

“I have never been blamed by health workers because I have never missed an 
appointment. In addition, I have done whatever the doctor told me because I think that 
the doctor’s advice is good for my health and that of my fetus.” (Participant No. 13)  
“When I visited ANC, I felt more comfortable with the doctor who was kind and talked 
well with me because of our kinship. I was asked to come more often if I was in pain.” 
(Participant No. 15)  

 
In some cases, incentives provided by health workers were interesting and useful to the 
mothers. For example, they told us that health workers provided a soap, a pair of shoes, and 
a pink book for us to take home. All participants pointed out that the pink book was very 
useful to bring home and share with their family members because –it contains a great deal 
of information about child growth, immunization, and nutrition in addition to recording 
pregnancy status.  
 

“I got a pink book when I went for my first ANC visit. It was very useful to read more at 
home because the health worker did not tell me very much about my health and the baby, 
but I could find more information in the pink book, especially about child vaccination.” 
(Participant No. 10)  

 
The mothers thought that other mothers that did not attend or hardly attended ANC might 
have had a negative experience when going for ANC or other health care services, which 
would lead them to avoid ANC. For example, pregnant women might experience feeling 
unwelcome or encounter unfriendly and unfair health workers during ANC sessions.  
 

“When I advised my friend to visit ANC, she told me that she was afraid of the doctor 
who used to blame her when she forgot to take her pink record book with her when going 
for ANC.” (Participant No. 15)  

 
The lack of public transportation in their village, make it difficult for some pregnant mothers 
to visit the health center for ANC, especially those mothers who lived in rice fields and had 
no private car or motorbike.  
 
Community Level  
The community is also an important source of information, a key source for our positive 
deviance mothers, which encourages them to seek ANC. Many mothers mentioned that 
village health volunteers had a role in informing mothers about visiting ANC. These 
participants indicated that community networks and support stimulated them to attend ANC. 
Moreover, the pink book provided by health workers during ANC had a catalytic effect as 
many pregnant women could not read and asked friends and neighbors to read it for them. In 
other words, the shared interpretation of the book led to increased motivation in the 
community to follow the guidelines. More precisely, it provided a good opportunity for 
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community members to learn more about MCH care, which thus supported mothers to visit 
ANC.  
 

“Although I could not read my pink book, I shared it with my friends and neighbors. 
They became more interested in the child’s growth and healthy food for the mother and 
child.” (Participant No. 9)  

 
The health education campaigns were a good source of information for pregnant women and 
their families. However, not everyone in the community had the opportunity to hear that 
information, partly because campaigns were not organized as often as needed in the village. 
Additionally, some people in the village might not be interested in the campaign, especially 
men, who might think that attending a campaign on MCH is not their role, but the duty of 
women.  
 

“Campaigns on MCH were organized in my village for the last three years and not many 
men attended this important event because they believed that the campaign was not 
relevant for men but was useful for women.” (Participant No. 5).  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 8.2: Comparison of influencing factors on positive (+) and negative (-) practices of Lao 
mothers. 
 



 137 

Table 8.1: Comparison of determinants of positive and negative practices of Lao Mothers   

SEM  Categories Coding/concept/ 
theory 

Description/definition/meaning 
Positive practices (four or more ANC visits)  Negative practices (No or less than four 

ANC visits   
 
Individual 
level  
 
 
 
 

 
Perceived 
benefits  

Good to protect 
mother and child 
health  

 Pregnancy is a condition requiring ‘special care’  
 Visiting ANC is good for health of both mother 

and fetus 
 Visiting ANC help to get healthier baby and 

mother  
 Visiting ANC help to check health of mother 

and fetus  

 Pregnancy is ‘normal’  
 Might be not confident about benefits of 

more ANC visits  

Reassure on 
maternal and 
child health  
 

 Mothers can follow up physical development of 
fetus: heartbeat, weight gain, and position  
 Can get useful information: date of childbirth 

and sex that help to prepare their childbirth 
 Feel happy to know good things for their fetus: 

normal heart beat, weight gain, and position 

 Not require special needs  
 may not be able to communicate (in Laos) 

with the health workers due to language 
barrier  
 may have high workload, or  
 may prefer traditional healers 

 
Perceived risk 
and safety  
 
 

Fear  Mothers were afraid of being at risk and danger 
to their health and fetus: edema, hypertension, 
bleeding, pain, and death  

 Might have not seen or experiences risks 
during pregnancy  

Safety  Attended more ANC visits, felt more safe  
 It would help for health risk reduction  

 Consider pregnancy is normal, ANC is not 
necessary for the mother and child 

Accessibility 
barrier 

Transportation   Mothers have transportation and/or someone to 
accompany them 

 No public transportation 
 Neither have private car nor motorbike  

Distant     Live far away from health center: stay in 
the rice field 

 
Interpersonal 
level  

Decision 
making  

Key decision 
maker  
 

 Family members are a key role in decision 
making for ANC visits, especially husband  

 Family member might not agree for them 
to visit ANC  

 
 Accompany   Husband or sister accompanied women to visit 

ANC  
 Might have nobody to accompany them  
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Family 
support  

 Women feel good to get support from their 
family members, especially husband  

 
Family 
knowledge  

Awareness   Family members who accompanied women to 
visit ANC seemed to understand usefulness of 
ANC visits  
 Family members also attended ANC with 

women, attended campaign in the village, read 
prink book with mother 

 Family member might not be aware of 
benefits of ANC visits 
 Family members may not have attended 

campaign, and/or ANC session  
 They might think that maternal and child 

health care is women’s duty, not an issue 
for men  

Organization 
level  

ANC services  Sources of 
information  

 Health workers were important sources of 
maternal and child health information during 
ANC session and outreach activity  

 Women might have received very little 
information or not found it interesting  

Appointment   Followed appointment whenever health worker 
made it  

 

Satisfaction with 
health providers’ 
behavior  

 Mothers trusted and were satisfied with behavior 
of health workers  

 Might not be satisfies with health 
provider’ behavior: unwelcome, 
unfriendly, treat unfair, male doctor  

Community 
level  

Key sources of 
information  

Community 
Network  

 Village health volunteer (VHV) has a key role to 
inform mothers to visit ANC  
 Friends and neighbors helped to read “pink 

book” for mothers who could not read   
 Encouraged mothers to follow guideline and 

visit ANC  

 Campaign was not performed often in 
their community  
 Many people in the community might not 

have any opportunity to get MCH 
information, especially men  

Sharing 
information  

 People in the community feel more comfortable 
to share and learn about maternal and child 
health care: on child growth, good food for 
mothers and children, and child vaccination  

 Might not be able to talk about maternal 
and child health if they were not aware   
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8.4  Discussion  
 
In contrast to previous studies in Laos, this study focused on rural mothers with good ANC 
practices and the factors that motivated and influenced these women. It was expected that 
understanding the determinants of this positive deviant behavior at different levels would 
inform potential intervention strategies to achieve optimal ANC utilization.  
 
Individual Level  
At the individual level, motivation for utilizing ANC came from positive perceptions of the 
benefits of ANC and risk reductions. In some cases, women were even more motivated 
because it was their first pregnancy and they wanted to reassurance that all was going well 
or since they had faced difficulties in a previous pregnancy and wanted to do all possible to 
make sure this pregnancy would go well. In general, women in our study received what they 
called ‘special care’ during pregnancy, because they did not regard pregnancy as ‘normal’. 
They had all attempted to acquire information on MCH. These findings support those of 
previous studies in other countries, indicating that having good MCH knowledge, being 
concerned about their health, and perceiving ANC as useful were significantly associated 
with optimum ANC utilization [10,12,13,15,16]. A report from Ethiopia demonstrated that 
mothers who had a positive perception toward ANC visits were more likely to achieve good 
care during pregnancy [23,24]. In contrast, mothers who did not perceive the risks of 
pregnancy and the benefits of optimal ANC visits would have less or no ANC utilization 
24,30,31].  

 
Positive deviant mothers did not face certain barriers that others might, including the lack of 
transport to the clinic or barriers such as distance or language. In addition, the lack of 
transportation is considered as one of the barriers to using ANC for many mothers in rural 
areas that were identified in other studies [8,13,16].  

 
Interpersonal Level 
The women in our study reported that the support of family members, especially husbands, 
was one of the important factors to allocate time and money to follow ANC care. Their 
families felt that pregnancy required ‘special care’ and included attending ANC and 
following the instructions of the health care providers. A previous study also found that 
husbands (and mothers-in-law) played strong roles in influencing optimal ANC visits 
because they are powerful in family decision-making for health care [25]. Thus, interventions 
should try to attract family members for involvement in MCH activities as a crucial strategy 
and a possible target to improve ANC utilization.  
 
Information and support from friends and neighbors were also important. For example, 
friends and neighbors assisted mothers with no writing and reading literacy, especially to 
read their pink books for ANC visits. A previous study in England also demonstrated that 
peer support (not family members) has a very important role in monitoring and supporting 
pregnant women, especially vulnerable and newly pregnant women [27].  
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Studies in other countries concluded that high family incomes, good occupations, and 
financial support from husbands were significantly associated with four or more ANC visits 
[6,7,11,12,16,26]. In our samples, family and husbands’ incomes and occupations of all 
women were all at a rather low level, thus reflecting the importance of the context in priority 
for different influencing factors.  
 
Organization Level 
ANC is not only to support risk analysis and management but also to track the joyful 
experience of a growing fetus during the pregnancy. One important item in good quality ANC 
services is to provide useful information about the progress of fetal growth and to monitor 
the health of both the mother and the baby. This was a motivating factor for our mothers, 
which is in line with the findings of other studies in Ethiopia [3], as well as our recent study 
[29-31]. Unfortunately, the quality of ANC provision in Laos remains poor, especially, as 
previously described, communication skills and information provision [27-29].  
 
Positive deviant mothers were satisfied with the received care and all used the pink book they 
received during ANC, but they were aware that other mothers may not have a similar 
perspective. They further suggested that mothers’ negative experiences because of the 
negative behavior and attitudes of health providers might be a reason for mothers not to 
achieve optimal ANC visits, which is consistent with the results of our previous studies [27-
29]. Increasing women’s satisfaction with the quality of ANC provision would also be 
important for increasing ANC visits. Therefore, the health care system needs to be responsive 
to clients’ satisfaction with the quality of ANC services [27-29,32-35], which could help 
women who have not achieved optimal ANC visits. On the other hand, emphasizing the 
improvement of making and keeping appointments between health workers and pregnant 
women was also reported to be an important factor regarding increasing optimal ANC visits. 
The health centers in these rural villages also offered incentives, which motivated women to 
attend ANC, as was noted in Nepal [36].  

 
In brief, improving the quality of ANC provision, particularly the capacity to provide positive 
and useful information, agreement on the next appointments, and the appropriate behavior 
and attitude of health workers during communication could make pregnancy a special and 
joyful process for pregnant women and family members.  
 
Community Level 
The WHO recommends interventions at the community level to support pregnant women [4]. 

A meta-analysis of intervention studies in low- and middle-income countries demonstrated 
that a single intervention, especially community campaigns on MCH could increase coverage 
to four or more ANC utilizations [24]. In our study, community campaigns were also 
mentioned as a good source of information for community members. Unfortunately, they did 
not occur regularly and did not always involve as many people as needed. Moreover, they 
did not involve the positive role models of women who did attend ANC or men or other 
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family members, even though it is known that their role is important. Therefore, conducting 
interventions using effective information, education and communication (IEC) with new 
approaches for campaigns could lead to improved ANC uptake. Additionally, new IEC 
approaches are needed to increase the interest and awareness of MCH care among all 
villagers in order to motivate more women to seek ANC.  
 
Community members could also play a role as a source of information in MCH care. In this 
study, it was found that positive mothers in the community were likely to share their 
experiences and information among their friends and neighbors, and there seemed to be a 
willingness to assist mothers who could not write and read, especially to read their pink 
record books for ANC visits. Village health volunteers also greatly contributed to convey 
key messages on MCH in the community and to encourage mothers to seek ANC. 
Community interventions including village health volunteers could form an effective channel 
to reach mothers and increase their use of ANC. Accordingly, it would be good to involve 
mothers with positive deviant behaviors in providing motivating information to other women 
in this regard.  
 
This study had some limitations. First, we did not know whether the mothers mainly came 
for ANC visits at the end of their pregnancy, or really had gone regularly throughout because 
the questions focused on the number of visits. In addition, this qualitative study on women 
with positive deviant behaviors was only carried out in one province in Southern Laos thus 
it may not be generalizable to the whole country. However, the participants may represent a 
wider range of women sharing the rural location and other socio-economic characteristics 
and making up the majority of women in Lao PDR.  
 
8.5  Conclusions  
 
Taking ‘special care’ of self during pregnancy was a common feature among Lao mothers 
with positive deviant behaviors with respect to ANC attendance. They also received support 
from their families particularly their husbands, friends, and neighbors, and were encouraged 
by health services. The results suggested that the improvement of ANC coverage could be 
achieved by health services through paying attention to both families and communities. The 
services need to improve the quality of the provided information and applied methods so that 
more mothers become aware that pregnancy requires ‘special care’ and thus appreciate the 
value of ANC services. This would require strengthening the capacity of health care workers 
to provide better services and investing in community information sessions aiming at women, 
as well as husbands and other family members. Finally, involving mothers who did utilize 
ANC as recommended in community activities to encourage more mothers in this regard is 
suggested as well.  
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PART 3  
 

Reflections on Insights Gained into Maternal and 
Child Health Care in Lao PD 

 
In this part of the thesis we will address the main research question by providing suggestions 
to improve maternal and child health care in Lao PDR. We will reflect on methods used for 
these studies and on their limitations. Finally we will suggest directions for future research 
and present concluding remarks.  
 
 
CHAPTER 
 

 9  Discussion, Conclusion and Recommendations 
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This thesis aims to gain insight into maternal and child health care in Lao PDR in order to 
provide evidence-informed recommendations about how to improve antenatal care (ANC) 
services in Lao PDR. The main research question was: “How can maternal and child health 
care be improved in Lao PDR?” This was dissected into three sub-questions:  

• What is the quality of ANC provision at public health facilities in Lao PDR?  
• What is the maternal health literacy of mothers in urban and rural areas in Lao PDR?  
• What factors influence utilization of ANC services?  

The findings on the different research questions will be discussed below. Thereafter, we will 
address the main research question by providing suggestions to improve maternal and child 
health care in Lao PDR. Next, we will reflect on methods used for these studies and on their 
limitations. Finally we will suggest directions for future research and present concluding 
remarks.  
 
9.1  Quality of ANC provision at public health facilities   
 
First we highlight the key elements of ‘good ANC’, which will enable a more focused 
discussion of the empirical findings. ANC is a core component of health programs to reduce 
maternal and child mortality and morbidity [1–6], and it is effective when the quality of ANC 
services is improved and women use them throughout their pregnancy and postpartum period. 
Good ANC takes the form of health promotion, screening, diagnosis, and disease prevention 
[8]. A systematic review demonstrated that at least one antenatal care visit to a skilled 
provider during pregnancy reduced the risk of neonatal mortality by 39% in sub-Saharan 
African countries [2],  and another report indicated that the frequency and timing of ANC 
visits impacted the rate of neonatal mortality in India [9].   
 
Good ANC does more than just deal with the potential complications of pregnancy. 
According to the WHO, good ANC implies a focus on identifying pre-existing health 
conditions, early detection of complications arising during pregnancy, and information 
provided on health promotion, disease prevention, birth preparedness and readiness planning 
for complications [10].  ANC also provides an opportunity to promote and provide 
information about a healthy lifestyle that improves long-term health outcomes for the woman, 
her unborn child and possibly her family [10–12]. A women-centered approach is an 
important characteristic of good ANC [11]. For example, a pregnant woman should be fully 
informed about the progress of her pregnancy, provided with evidence-based information 
and supported to make informed decisions. Women and their family members should have 
the opportunity to be informed about the care they need and the possibility of unexpected 
matters, in partnership with their health care providers. At all times. Women and their family 
members should be treated with kindness, respect and dignity. ANC is an opportunity for 
women and their families to improve their knowledge and skills on how to take care of 
women during pregnancy and after childbirth [13].  In that way, ANC also contributes to 
improving the care and health of mothers, newborns and children in the future [14].   
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The work in this thesis looks into a number of areas that are identified as aspects of good 
ANC as defined by WHO [15] and the relevant literature. Our analysis of the quality of ANC 
in Lao PDR provides robust evidence on a broad range of elements of that care, mostly related 
to the competence of staff, the services available and the effectiveness women’s antenatal 
knowledge and practice. We especially highlight the quality of counseling and of providing 
information about maternal health in all forms. In Table 9.1 we have set out these elements 
and provided explanations of each one. The discussion in the following sections is structured 
around these features. 

Table 9.1: Characteristics of good ANC 

ANC aspect Description 
Staff competences 
Clinical skills The ability of health workers to perform necessary clinical investigations of the 

progress of the pregnancy and of pre-existing conditions and to detect 
complications, as well as the ability at medical history-taking and physical 
examination.  

Provision of 
health 
information and 
counseling  

 The ability of health workers to provide health information and use IEC materials 
for health promotion during pregnancy, at childbirth, and during the postpartum 
period at health facilities and at community level, and to emphasize the need for 
ANC and to give birth at health facilities or with a skilled birth attendant (SBA), 
and to give good advice regarding to good nutrition, physical exercise, 
immunization, and food and other taboos.  
 The readiness of health workers to counsel during ANC visits, to advise women 

about good nutrition, childbirth with a SBA, taboos, and child care including 
immunization.     

Communication 
skills  

The ability of staff to perform two-way communication for health education and 
counseling, with the four main aspects of respectful care, clear communication, 
active listening, and empathy.  
 Respectful care is the norm, observable as good behavior and a positive attitude 

of healthcare providers during ANC sessions (e.g. warm greeting, friendliness, 
kindness). 
 Clear communication is a skill that healthcare providers can show by using open 

questions and simple language, giving relevant information and checking 
understanding.   
 Active listening means that healthcare providers always give encouragement 

through verbal and non-verbal cues (such as using eye contact and nodding the 
head to show the patient they are understanding and listening).          
 Empathy means healthcare providers should acknowledge and try to understand 

the feelings of their clients, such as identifying practical barriers, difficulties or 
challenges faced by the patients.  

Ethics in care 
provision  

The disposition of health care providers to consider and do their best to ensure 
privacy, confidentiality and equality when providing ANC to pregnant women.     

Service related/organizational  
Number of 
qualified staff   

The health facility needs enough qualified staff members with sufficient 
knowledge and skills to perform routine care and effective communication. 

Working 
conditions 

Care providers will perform best when they have material and other incentives and 
a reasonable workload, supportive supervision and sufficient time allocated (which 
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all affect motivation). 
Facilities 
(essential 
physical 
resources)  

The quality of service will also depend on the availability of essential physical 
resources, such as a private room for examinations and counseling, clinical and 
IEC materials, medicines and guidelines for all procedures.  

 
 
9.2  ANC services in Lao PDR  
 
In Lao PDR, ANC is part of the services for maternal, newborn and child health (MNCH) 
care, and has been organized in the public health facilities [16]. At central and provincial 
levels, both general and specialized doctors are available, like obstetricians and pediatricians. 
Here, ANC routine care, high-risk pregnancy screening, obstetric emergency care, Caesarian 
sections, normal delivery, vaccinations and health education can be provided, but high-risk 
pregnancy screening cannot be provided at the other levels. At district level, most of the 
services are provided by nurses and midwives, although a few general doctors are available. 
Some district hospitals, called level B hospitals, even lack general doctors. At community 
level, only nurses and midwives work in the public sector services, where most of the ANC 
is provided. All levels of public health facilities are supposed to provide health education and 
free of charge services. Women who attend the clinics are given a booklet – called the ‘pink 
book’ because of its color – to record their visits to ANC clinics and their maternal and child 
health status, including health information [16].   

The quality of ANC remains poor in Lao PDR [17,18].  Our findings, described in Chapters 
4, 5 and 6, demonstrate that both the supply and demand sides experienced challenges with 
the inadequate quality of ANC services in the public health facilities. For example, women 
reported receiving poor routine care and ineffective communication, were often unsatisfied 
that care was not respectful, that behavior and attitudes of healthcare providers were 
inappropriate, and that essential physical resources and competence of health providers were 
also not sufficient. Health education materials were not well developed and counseling was 
often not performed [19–21].   

Staff competences 

Clinical skills  
The results presented in Chapters 4 to 6 indicated that the clinical performance of ANC staff 
can be improved in many areas. Both physical examination and medical history-taking in 
ANC are crucial for initial assessment to detect danger signs that may need treatment or 
referral to a higher-level health facility. Both the supply side and the demand side indicated 
that the clinical skills of healthcare providers were good in some areas, but rather poor in 
most areas. The findings described in Chapters 5 and 6, when providers were observed during 
ANC sessions, gave particularly important insights into their clinical performance. Three 
groups of actions could be distinguished during these sessions. Among essential ANC 
practices certain actions were routinely done, whereas other actions were never performed, 
or only done during overt observations, i.e. when the health workers were aware they were 
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being observed. 
 
When practices are performed during both overt and covert observations, we can label them 
as part of the routine care. For example, listening to the fetal heartbeat was frequently done 
during both overt and covert observation. Such basic routine skills do need to be maintained, 
but as health workers have apparently learned their importance and applied them correctly, 
they may not require specific attention at this time. Within the second category, we find 
clinical behaviors that health workers clearly know to be important, because they performed 
them during overt observation, but were not motivated to perform them during covert 
observation, when they thought no one was watching. This group included, for example, 
taking blood pressure, checking for edema, examining the abdomen and measuring fetal 
growth. For this group, correction is needed that would involve stimulating or encouraging 
the health workers to do what they know they should. A third group of actions was never 
done, not even when the care providers knew they were being observed. Therefore, we 
assume that the providers were not aware that, according to the clinical guidelines, they 
should be doing those actions, and/or might lack the competence to implement them. Such 
practices require more fundamental awareness-raising and skill-building to ensure that they 
become part of routine practice. These findings serve as anchor points around which 
appropriate interventions can be developed.  
 
Healthcare providers did indicate that they indeed needed more training related to clinical 
competencies, because specific ANC training was not done regularly in previous times; some 
younger healthcare providers may have only learned from older colleagues, as described in 
Chapter 4 [19].  Pregnant women are therefore not sufficiently protected through direct 
screening during ANC visits, as was found also in Sub-Saharan Africa, when readiness to 
deliver care for hypertension and syphilis detection were assessed [22].  Weaknesses in these 
areas were also reported in Tanzania [23] and mentioned as being important to women in a 
systematic review of the clinical skills of healthcare providers aimed at identifying the 
processes and outcomes of ANC provision [24]. Not all healthcare providers have 
opportunities to attend refresher clinical skill training programs in continuing education.  
 
Providing health information and counseling 
Currently, the quality of providing information for health promotion is poor in Lao PDR. 
Evidence from Chapter 5 and 6 indicated that Less than a quarter of women received health 
promotion messages on safe pregnancy and on how to nurture a child in the first 1000 days.  
This situation was also found in rural Burkina Faso, Uganda and Tanzania, where less than 
20% of pregnant women received health education from healthcare providers and only 2 to 
7% of women were provided information on danger signs during pregnancy [26].  We 
described in Chapter 4 that healthcare providers did not provide sufficient information, while 
the women clients also mentioned that the health care providers talked very little and gave 
very few explanations. When we observed ANC sessions, both the covert and overt 
observations yielded results of relatively low performance in some items, especially 
providing information on childbirth preparedness, on the variety of food to eat during 
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pregnancy and the postpartum period, and on childbirth and vaccination. Certain actions in 
providing information, such as on how to seek care if danger signs appeared, to take more 
rest, and not to restrict food during pregnancy, were higher when providers were knowingly 
observed, and lower when observation was covert. Health providers seem therefore to be 
aware of the need for these actions, but for some reason fail to perform them routinely. 
Probably, this lack is the result of underlying problems as unraveled in Chapter 4, such as 
lack of supervision, lack of time and lack of motivation. Moreover, during both overt and 
covert observation, none of the health providers gave counseling on nutrition, child 
vaccination, or breastfeeding (Chapters 5 and 6). Probably this is also related to underlying 
problems in Chapter 4, such as lack of time, lack of a specific room with privacy, lack of 
competence, and lack of motivation. Appropriate interventions can be developed around 
these anchor points.  

When we investigated women’s reproductive health literacy (Chapter 7), we found that 
although the women reported that healthcare workers were their main source of information 
on this topic, in fact their knowledge of reproductive health and their own care needs was 
very low. Information was apparently not being given sufficiently or in a way that they could 
make use of it. Indeed, healthcare providers have a training deficit. This finding, as described 
in Chapter 4, demonstrated that healthcare providers had not had any refresher or additional 
training on counseling since they graduated from their in-service training in medicine or 
nursing. One reason for their weak skills is that counseling knowledge and skills have not yet 
been integrated into medical and nursing curriculums of health science schools in Lao PDR. 
Furthermore, continuing education on counseling has not been offered regularly for 
healthcare providers working in public health facilities in Lao PDR.  

Communication skills  
The communication skills of ANC providers in Lao PDR were found to be largely inadequate 
as described in Chapters 4, 5 and 6. The findings described in Chapter 4 demonstrated that 
young staff were shy to talk during group health education sessions. The results described in 
Chapters 5 and 6 also illustrated that for several items of communication skills, performance 
was better when observation was overt than when it was covert, which suggests that the 
health workers knew they were important but did not always take care to do them. Examples 
are active listening, asking open questions, giving practical messages, and showing empathy. 
However, we also found a few communication skills for which performance was frequent in 
both overt and covert observation, such as sitting at the same level with mothers and using 
simple language. For still other items, performance was poor during both covert and overt 
observation, including self-introduction with title, helping with brainstorming, asking if there 
are more questions, encouraging asking questions, and agreeing on an appointment for the 
next visit. These were almost never performed. In contrast, a previous study in Kenya 
demonstrated that the item ‘greeting and introduction with title or name’ was very well 
performed and was associated with women’s satisfaction [27]. In Lao PDR, people generally 
do not introduce themselves with title or name, so it may not be strange that healthcare 
providers rarely did that with their clients. Although the providers were aware of some of 
their limitations in performance, they mainly referred to needing improvement in clinical 
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skills and knowledge but did not seem to be aware of and did not mention their weaknesses 
in attitudes and communication skills. 
 
Communication is a two-way process. The findings described in Chapter 4 indicated that 
there was ‘contact’ between health workers and clients, but not two way-communication, 
partly because women see the doctor as a person of authority with knowledge who should 
tell them what to do. Some healthcare providers noticed that even if women did have the 
opportunity to ask questions, they remained silent. Pregnant women also lack communication 
skills. Lao women are usually passive clients, which means that the health staff needs even 
better communication skills to share information with, and to obtain information from, the 
women. It becomes a vicious circle: when pregnant women do not have health literacy and 
are shy with poor communication skills, they will not ask, and they will not get the 
information they need for good practices. In Chapter 7, we described that the information 
that women obtained from healthcare providers did not result in better health literacy [28]. 
In many countries they have introduced training to help service users to ask more questions 
[29–31].   
 
Another issue is the lack of respect in the communication by healthcare providers. Comparing 
the results of overt and covert observation as described in Chapters 5 and 6, we can see that 
although during overt observation, the healthcare providers greeted the pregnant woman 
warmly in 50% of ANC sessions observed, when the observation was covert, that proportion 
went all the way down to 5.5%. . Similarly, the proportion of expressions of kindness and 
empathy – 18.5% vs 8.2%, and 16.0% vs 4.1% respectively – were higher (although still 
quite low) when the health workers were aware of being observed, and much lower when 
they were not. The problem of respectful care is related to the norms found in countries all 
over the world. Evidence from a systematic review of qualitative studies in 41 countries 
demonstrated that in addition to other determinants, organizational norms and values are very 
important to predict either poor or appropriate quality of ANC provision, especially with 
regard to “kind, caring staff who make effective, culturally-appropriate links with local 
communities, who respect women’s belief that pregnancy is usually a normal life event, and 
who can recognize and respond to complications when they arise” [29]. The findings from 
the overt and covert observation studies can be further triangulated with the findings in 
Chapters 4 and 7. The interviews with users reported in Chapter 4 already revealed that they 
often found providers’ behavior to be rude and their attitudes to be disrespectful. Findings 
from the maternal health literacy study revealed that there was no relation between contact 
with healthcare providers and high health literacy. Although many women said that most of 
their information came from healthcare providers, this did not lead to better health literacy. 
That fact also suggests that these interactions are of poor quality. Part of this can probably be 
attributed to the lack of communication skills of both the information provider and service 
user. The findings described in Chapter 4 demonstrated that unwelcoming behavior and a 
negative attitude were common and might be very difficult to improve because when that 
behavior becomes the norm, healthcare providers do not want or expect to be different from 
that norm. The healthcare providers suggested that providing good role models would help 
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them to develop better behaviors and attitudes, and that an effective feedback system would 
also contribute to better attitudes.  

We did observe good aspects in some providers’ performance, described in Chapters 5 and 
6. For example, healthcare providers always sat at the same level with the pregnant women, 
and many tried to give relevant information and used simple language with the mothers. 
Some healthcare providers may have had the chance to attend communication workshops, 
while others have not.  

Ethics in care provision  
Privacy, confidentiality and equality are very important aspects of medical ethics that 
healthcare providers should be considering during their work. However, we found that 
privacy and confidentiality were not often observed during ANC sessions. As we described 
in Chapter 4, pregnant women reported feeling shy and reluctant to have other people to see 
their bodies, but the ANC room was often shared with multiple women, while windows were 
open or there was no closed door or wall, so that conversations could be overheard and the 
women could be seen by others. Similar conditions were observed during the studies reported 
in Chapters 5 and 6, illustrating that when observed overtly and covertly, the confidentiality 
of conversations (19.8% vs 11.0%) and considering privacy (22.2% vs 4.1%) were given 
scant attention during ANC provision. The other issue, equality, is described in Chapter 4, 
the concern that the treatment of rich and poor pregnant women could be quite different.  

Medical ethics is a very important aspect of medical care, but it seems not to be recognized 
as an issue by healthcare providers in Lao PDR and is recognized in only a limited way by 
health service users. In fact, the healthcare providers had only ever had one training course 
on ethics during their pre-service training; there had been no refresher training on medical 
ethics. If healthcare providers had more chances to attend refresher training programs on 
medical ethics, it might help to improve their performance of ANC sessions in a more ethical 
manner, as recommended by WHO [30].   
 
Service/organization  

Number of competent staff 
With the increasing number of clients, it is important that the health care facilities have 
enough staff with the appropriate qualifications and with sufficient knowledge and skills to 
perform the job well. In Chapter 4, our results demonstrated that this requirement was not 
being met in the Southern provinces we studied. A study in the middle part of Lao PDR 
(Khammuan Province) found similar results [17]. Shortages occurred, for example, because 
the more experienced staff were assigned to work in other wards, or volunteered to move to 
another service where the incentives were better. Some of them were retired, while new staff 
lacked experience and specific training, and when senior staff are lacking the younger ones 
cannot learn on the job as well. The number of qualified staff available to provide ANC 
remains insufficient in the public health facilities in Lao PDR. One of the underlying 
problems is a lack of midwives to work for ANC services at the public health facilities so 
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that most providers are general nurses. Recently the Ministry of Health became more aware 
of the need for more midwives and as a result midwife-training courses have been increased 
in number and in the number of training centers during the past few years.      

Working conditions  
Good healthcare requires adequate working conditions. In recent years, ANC providers in 
Laos have been trying to function in difficult working conditions, including a heavy 
workload, lack of incentives, lack of supervision and lack of time and/or poor time 
management. These conditions are described in Chapter 4, in which the health providers 
reported that they receive low payments or salaries without any incentives, which have 
caused some health workers to decide to work in other wards where they can earn more. 
There is no policy to provide specific incentives to work in ANC services in Laos and no 
policy to support increments for motivation. A lack of incentives for healthcare providers in 
their routine ANC service has been identified as a major concern in health facilities 
elsewhere, especially in China, where it was recently revealed that such a lack of incentives 
was a major concern when budgets did not permit increasing payments for the staff [31].  A 
systematic review concluded that incentive provision has a positive effect on measures of 
quality of care [32].  Incentives do increase motivation, as described in a systematic review 
of qualitative studies in countries worldwide: When health care workers are allocated an 
adequate salary, they do not need to demand extra payments unofficially from the women 
and their families to supplement their income or even to fund essential supplies [29]. 
Therefore, considering a system of incentives in the health care system, particularly the ANC 
services, could help to motivate staff and lead to better performance and encourage qualified 
staff to work in the ANC services. 

Monitoring and supervision play a key role in improving performance but appeared to be 
lacking in health facilities at all levels. A systematic review of primary healthcare supervision 
in LMICs concluded that supervision is important in both performance and staff motivation; 
it often includes problem solving, reviewing records and observing clinical practice, and it is 
usually undertaken by visiting the supervisees’ place of work [33].    
 
To summarize, looking at the quality of work being provided by health workers in ANC in 
Lao PDR, the working conditions, lack of incentives and lack of good supervision all affect 
the attitude of the providers towards their work. The problems start even earlier, with the fact 
that many may not have chosen themselves to work in that profession, or in that location or 
position and that their training does not prepare them adequately to do the job in the right 
way because it focuses on technical aspects but not on ethics or communication. Even with 
good facilities and materials and training, the quality of care may not be as desired because 
of a lack of intrinsic motivation – in the best cases, people have chosen the profession and 
are motivated to do the work with respect and dedication but in many cases it is not so. We 
did not collect data on these aspects, but from the poor attitudes reported by users in Chapter 
4 and observed in Chapters 5 and 6, the impression given is that there is little intrinsic 
motivation, which needs more attention throughout the system from selection of trainees 
through training to service conditions. 
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Facilities (essential physical resources) 
Availability of essential physical resources, such as private rooms, materials, medicines and 
guidelines are important to support good performance. Currently, specific standard 
guidelines to perform clinical practices are lacking. In Chapter 4 we report that there is no 
national standard guideline for clinical skills but only the recording document or ‘pink book’ 
used for ANC. Some hospitals have created their own protocol or clinical guidelines for 
routine ANC, but the same standard of routine ANC should be required nationwide. Effective 
materials to support health education, communication and counseling, as well as a private 
room or space to practice these, are generally not available, as described in Chapters 4, 5, 6 
and 7. In fact, none of the healthcare workers provided counseling, partly because there is no 
private place in the public health facilities in Lao PDR and partly because effective materials 
are not well developed. 
Looking again at Table 9.1, our studies identified a number of weak points in ANC services 
in Lao PDR that need to be addressed, and these are summarized in Table 9.2 below.  
   
Table 9.2: Research findings according to identified key aspects of ANC  

ANC aspects Findings   
Staff competences 
Clinical skills Poor: Health providers performed fewer than 50% of the required items in the 

categories of medical history taking and physical examination.    
 Continuing education on clinical skills is not available for all healthcare 

providers  
 Both the supply side and demand side indicated that clinical skills of healthcare 

providers are not always good; the supply side said they need more training, but 
specific ANC training was not done regularly and some young providers only 
learned from older providers while working in ANC.  

Good: Listening to the heartbeat of the fetus was nearly always performed during 
both overt and covert observation; when talking with clients many providers sat at 
the same level and used simpler language to explain care practices to mothers. 

Providing 
health 
information and 
counseling  

Poor: The quality of providing information for health promotion is still inadequate 
in public health ANC services  
 Pregnant women did not get enough information on safe pregnancy or on how to 

nurture the child in the first 1000 days, and less than one quarter of them 
received health promotion messages. 
 Healthcare workers were observed to provide very little information during 

ANC, while clients also mentioned that health care providers talked very little 
and did not give explanations.  
 None of the health providers we observed performed counseling on nutrition, 

child vaccination, or breastfeeding.  
 Healthcare providers have not been trained on counseling since their 

undergraduate years, during which the training was inadequate.  
 Knowledge, attitudes and skills for the counseling process have not yet been 

integrated into medical and nursing curricula of health schools in Laos.  
 Continuing education on counseling is not done regularly for healthcare 

providers working in public health facilities in Laos.  
Communication Poor: The communication skills of healthcare providers in ANC clinics are 
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skills  inadequate 
 The following items were almost never performed: self-introduction with title, 

helping brainstorm, asking if there are more questions and encouraging asking 
questions, and agreeing on an appointment for the next visit.  
 Training on effective communication skills is not yet integrated into medical and 

nursing curricula. 
 Respectful care is limited: unwelcome behavior and negative attitudes are 

common and difficult to improve in public ANC clinic studies. Expressions of 
kindness, confidentiality of conversation, considering privacy and empathy were 
all very poor during ANC visits and this low level of care has become the norm. 
Healthcare providers feel strange if their behavior is different from others when 
doing ANC.  

Good: Providers sit at the same level with mothers, give key messages on relevant 
information and use simple language with the mothers. Some healthcare providers 
may have had opportunities to attend workshops on communication skills, but 
others have not.  

Ethics in care 
provision  

Poor: Privacy and confidentiality were not considered and unequal treatment was 
observed when ANC was provided.  
 Rooms were shared with multiple women, windows were open and there were no 

walls, so others could overhear conversations.  
 Confidentiality of conversation in overt and covert observation were both very 

low (19.8% and 11.0%), as was considering privacy (22.2% and 4.1%).  
 Women reported that treatment of rich and poor was unequal.   
 Healthcare providers might not recall or be aware that having no privacy, no 

confidentiality of conversation, and unequal treatment while providing ANC 
services are medical ethical issues.  
 Healthcare providers had attended only one medical ethics training course during 

undergraduate study; the medical ethics course in health schools has not 
improved in recent times.  
 Staff working at health facilities had never had refresher training on medical 

ethics.  
Service related/Organizational  
Number of 
qualified staff   

Poor: The number of qualified staff to work for ANC provision remains 
insufficient, while the number of visitors is increasing in the public health facilities 
in Lao PDR.  
 Experienced staff was assigned to work in other wards;   
 Experienced staff had retired;  
 Qualified staff volunteered to move where better incentives are available;   
 New staff and younger ones lacked specific training and experience and had too 

few older colleagues for learning on the job.   
Working 
conditions 

Poor: Many problems were related to heavy workloads, lack of incentives, lack of 
time management, and lack of supportive supervision. 
 Dealing with many clients each day brought a heavy workload.  
 Most visitors attended ANC sessions in the morning, while few women visited 

ANC in the afternoon.  
 Staff did not manage time well, especially in not making appointments.  
 Staff needed more time to provide relevant support, sufficient information and 

clinical safety for each client.  
 Time limitation restricted healthcare providers’ giving sufficient health education 



 158 

and counseling and encouraging questions from clients.   
 Health providers received low payment or low salary with no service-linked 

incentives, causing some to move to work in another ward where they can earn 
more.  
 There is no policy to provide specific incentives to support increments that might 

increase motivation to work for ANC services.  
 Monitoring and supervision play a key role in improving healthcare providers’ 

performance, but these aspects are not organized in health facilities at all levels. 
Facilities 
(essential 
physical 
resources)  

Poor: The availability of essential physical resources such as private rooms, 
materials, medicines, and guidelines are important to support the good 
performance of ANC services, but such resources are still lacking.  
 Specific standard guidelines to perform clinical practices well were lacking.  
 Some hospitals created their own protocol or clinical guidelines for ANC routine 

care, meaning that care is not standardised around the country as it should be.  
 Effective materials to support providers to provide good health education, 

communication and counseling are often not available.  
 Private spaces for examination and counseling are often not available, making 

confidentiality problematic.  
Good: “Pink Book”  to record ANC is widely available and is often used.  

 
 
9.3  Maternal health literacy 
 
Good maternal health literacy (MHL) could increase mothers’ ability to make decisions and 
take actions that would be good for their own and their children’s health [43]. Unfortunately, 
MHL of Lao mothers remains poor, with approximately 80% of those studied having either 
inadequate or problematic levels of MHL (Chapter 7). The levels were significantly lower in 
rural than in urban areas; urban mothers also had higher educational attainment than rural 
mothers. It was confirmed that mothers’ higher years of schooling was significantly 
associated with better MHL, which is consistent with previous studies from different 
geographical areas, including India, Iran and among African-American and white women in 
the USA, where MHL was also reported to be poor [34–39].   
 
Lao women may get information on MCH care from different sources, such as the media 
(through smart phone, TV, or radio), health workers (doctors, nurses, midwives and other 
health workers), and social networks (friends, relatives, and neighbors). However, the women 
reported that health workers were their main source of information, either at the health 
facilities during ANC visits, from outreach services or during health campaigns in the 
community (Chapter 7). In Vietnam, family members and the social network were reported 
to be very important sources of MCH information [40].  However, in Vietnam, there may be 
a wider range of information sources available and healthcare providers may be better 
trained. In Lao PDR, the women had access to health workers, but the quality of the 
communication appeared to be the problem. Health service users did have contact with health 
providers but that did not lead to better health literacy. Possibly the health information in 
Laos is given primarily to pregnant women, excluding others, especially the men. General 
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knowledge is likely to be low in Laos, at least in the provinces where our studies were done. 
In Chapter 8, we saw that positive deviant mothers who did attend ANC as required had 
support from their families and social networks (friends and neighbors), but the majority of 
mothers and others were not exposed to sources of information on MCH care. For example, 
those accompanying pregnant women to ANC clinics were not invited to attend during the 
ANC session, as observed and described in Chapters 5 and 6. During community campaigns 
or outreach services in the villages, only women attended, because other people (such as 
grandparents and husbands) thought that it was the women’s duty and would be more relevant 
to them, or because men were not invited (Chapter 8). In addition, other MCH information, 
for example in the media, may not be available for Lao women, particularly in rural areas. 
Therefore, it is not surprising that women received information mainly from health workers. 
A balance in obtaining information from different channels would be desirable, but more 
important is that the information be of good quality because that helps to improve health 
outcomes [41,42].  

As discussed above, the quality and quantity of health care information provided during ANC 
visits in the study area was not adequate, which resulted in little information being transferred 
and low MHL. However, as described in Chapter 7, getting information from health workers 
was not associated with higher MHL. When the women receive little information and the 
health care worker does not check whether they understand it, it is logical that they also 
cannot appraise or apply it. The research findings suggest that the low level of MHL of Lao 
mothers in urban and rural areas and the inadequate quality of ANC, particularly insufficient 
information provision and ineffective communication, is possibly an important factor 
influencing MHL in Lao PDR because healthcare workers are a major source of information 
for mothers. Factors also influenced maternal health literacy: own income of mothers, 
number of ANC visits, and mothers who lives in urban. The findings are summarized in Table 
9.3 below.  

Table 9.3: Research findings on maternal health literacy of Lao mothers  

Maternal 
health literacy  

Findings  

Level of 
maternal health 
literacy and 
influencing 
factors  

Poor: Maternal health literacy of Lao mothers remained poor at ~80% having 
either inadequate or problematic MHL; the levels were significantly lower in rural 
than in urban areas.  
• Poor quality of ANC probably affected maternal health literacy, because 

healthcare workers are the main source of information on MCH, but 
communication during ANC sessions was both insufficient and ineffective.  

• Own income of mothers, number of ANC visits, and mothers who live in urban 
were also significantly associated with maternal health literacy.  
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9.4  ANC utilization  
 
In Lao PDR, access to ANC services has clearly increased in the last decade, from 54% of 
pregnant women making at least one ANC visit in 2012 [43]  to 78.4% in 2017 [44].  Our 
findings as described in Chapter 7, however, demonstrate that only 39% of mothers had made 
four or more ANC visits in the provinces we studied [28], which is much lower than the 
62.2.% reported in the latest Lao Social Indicator Survey (LSIS II) in 2017 [44].  This big 
difference could be explained by the fact that our study was conducted only in two Southern 
provinces (Saravane and Attapeu), which includes small cities and quite rural areas, while 
the LSIS II survey covered the whole country including big cities with more urban settings. 
Mothers in urban conditions would have better access to ANC services and they have better 
MHL. That could explain why the coverage of four or more ANC visits in LSIS II was higher 
than in our study. The increase in use can likely be attributed to the recent policy 
implementation of free delivery vouchers for maternal and child healthcare [16,45]. This 
policy is similar to that of health centers in rural villages in Nepal that offered incentives, 
which motivated women to attend ANC [47]. While increased utilization is desirable, it may 
further compromise quality of care when the capacity of the facilities is not increased. This 
in turn can lead to decreasing confidence in ANC services and less motivation to use them.  
 
The findings described in Chapter 8 demonstrate that the quality of ANC provision can 
impact on women’s health-seeking behavior and determine whether or not they complete 
four or more ANC visits (161) as recommended by WHO for positive pregnancy [49].  
However, women’s satisfaction with the quality of ANC was a key determinant that 
influenced optimal ANC utilization, described in Chapter 8 and reported in Ethiopia and in 
Tanzania [23,50].   
 
In addition, whether women continue to use ANC or not may depend on their experience of 
ANC design and provision when they access it for the first time [29].  In Chapter 8, we 
reported that mothers whose behavior in attending ANC was deviant from their community 
norm in a positive way were influenced by a number of factors. These mothers were aware 
that for other mothers, experiencing negative behavior and attitudes from health providers 
might be a reason for them not to reach the recommended number of ANC visits [48],  which 
is consistent with what women told us in Chapter 4. That the poor quality of ANC provision, 
especially provider behavior, can influence optimal ANC visits is a finding similar to other 
studies [51,52].   
 
One seemingly minor point of provider behavior that arose in discussions with the positive 
deviant mothers in Chapter 8 is the making and keeping of appointments between health 
workers and mothers coming for ANC. Appointments helped the mothers to recall the need 
to visit and can be a motivation to return to ANC. Unfortunately other mothers were not 
offered a next appointment, as described in Chapters 5 and 6, where we saw that only 2.5% 
of health workers made the next appointment when studied overtly, and only 1.4% when 
observed covertly. Other issues related to distance, difficulties with transportation, and the 
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cost of not working or paying for transportation did not appear to influence optimal ANC 
visits for positive deviant mothers, but might influence mothers who do not visit ANC. Other 
studies in Laos have shown that cost and transportation were likely to be associated with 
ANC utilization [53,54].   
 
At the individual level, the perceptions of mothers about the benefits of ANC are an important 
motivation for their good practice to utilize ANC optimally. In some cases, the women were 
more motivated to visit ANC when they wanted reassurance that their pregnancy was going 
well. They found ANC visits very useful when they wanted to do everything possible to make 
sure the pregnancy would go well. In general, the women in our study took what they called 
‘special care’ during pregnancy, because they did not regard pregnancy as ‘normal’. This 
individual level as described in Chapter 8 is similar to the influence of women’s perceptions 
described in a systematic review of qualitative studies in countries worldwide, which 
demonstrated that the value of ANC depended on their general beliefs about pregnancy as a 
healthy or a risky state, on their reaction to being pregnant as well as on local socio-cultural 
norms relating to the advantages of antenatal care for healthy or complicated pregnancies 
[29].  The findings in Chapter 8 support those of previous studies in other countries, that 
education level, having good MCH knowledge, being concerned about their health, and 
perceiving ANC as useful were all significantly associated with optimum ANC utilization 
[23,53,55–58].  Mothers who had a positive perception towards ANC visits were likely to 
achieve good care during pregnancy, in contrast to mothers who did not perceive the risks of 
pregnancy and the benefits of optimal ANC visits, and thus might have less or no ANC 
utilization [60,61].  

 
At the interpersonal level, family members, friends and neighbors are very important sources 
of support to mothers to encourage them to make ANC visits. The women in our study 
described in Chapter 8 reported that support of family members was one of the important 
factors that helped them decide to allocate time and money to go for ANC. In this regard, 
husbands were more important for them than mothers-in-law. A previous study in Nepal 
found that husbands and mothers-in-law played strong roles in influencing optimal ANC 
visits, because they are powerful in family decision-making for health care [62]. In the past 
in Lao PDR, many family members lived together in one house, including mothers-in-law, 
who were very powerful and influenced maintaining traditional practices as well as utilizing 
health care. More recently the situation in Laos is undergoing change to a more ‘modern’ 
family, with the result that the mother-in-law becomes less powerful than the husband. 
However, the positive deviant women reported that their families felt that pregnancy required 
‘special care,’ which included attending ANC and following the instructions of the health 
providers. Interventions should, thus, try to attract family members as well as pregnant 
women to become involved in maternal and child health activities as a strategy to improve 
ANC utilization. 
 
At the interpersonal level, receiving maternal health information and support from friends 
and neighbors was also important. For example, friends and neighbors assisted illiterate 
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mothers to read their ‘pink books’ to prepare for ANC visits. A previous study in England 
also demonstrated that peer supporters (outside family members) played very important roles 
to monitor and support pregnant women, especially vulnerable ones [63]. Another study also 
supported our finding that receiving MCH information from other people such as mothers-
in-law or other relatives or friends, is strongly associated with at least four ANC visits [16]. 
Studies in other countries demonstrated that high family income, good occupation and 
financial provision from husbands were significantly associated with four or more ANC visits 
[62,64–66]. In our sample, however, family and husbands’ income and occupation were all 
at a rather consistently low level, so that these factors may not have differed enough to detect 
any influence they might have. This reflects the importance of context in assigning priority 
to different influencing factors.   
 
The WHO recommends interventions at community level to support pregnant women [67]. 
A meta-analysis of intervention studies in LMICs demonstrated that a single intervention, 
especially community campaigns on maternal and child health, could increase ANC 
utilization to four or more visits [68]. Community campaigns were also mentioned in our 
study as a good source of information for community members. Unfortunately, they were not 
regular in occurrence and did not always involve as many people as needed. They did not 
explicitly involve the positive role models of women who did attend ANC and often did not 
invite men or other family members, even though it is known that their role is important. 
Therefore, conducting interventions using effective information, education and 
communication (IEC) with new approaches for campaigns could lead to improved ANC 
uptake.  
 
The percentage of pregnant women attending at least one ANC visit has clearly increased, 
but the percentage of pregnant women visiting ANC at least four times (as recommended by 
WHO) is much lower. Several factors influencing ANC utilization were identified by positive 
deviant mothers that need to be addressed, shown in Table 9.4 below.  
 
Table 9.4: Research findings on factors influencing ANC utilizations among positive deviant 
mothers  

ANC utilization  Findings  
ANC utilization  Poor: Although making at least one ANC visit has gradually increased in Lao 

PDR, making the optimal number of ANC visits recommended by WHO is still 
low. Only 39% of pregnant women made four or more ANC visits in our study 
area.  

Good: Positive deviant mothers gave evidence of determinants related to their 
optimal ANC visits and provided their viewpoint on mothers who did not 
achieve four or more ANC visits:   
 Positive deviant mothers were satisfied with the care received while other 

mothers might experience inadequate behavior and negative attitudes of 
healthcare providers. 

 Agreeing on the next appointment is important to encourage visits; it worked 
for the positive deviant mothers and could help to decrease the workload.  
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 Cost, distance and transportation were not issues for positive deviant 
mothers, but might be concerns for other mothers.     

 Positive deviant mothers perceived benefits of ANC visits, thinking of risks 
and safe pregnancy, whereas other mothers might not.  

 Positive deviant mothers stated that the husband was the most important 
factor in choosing to allocate time and money to ANC visits, not the mother-
in-law.  

 Assistance of friends and neighbors was very useful for positive deviant 
mothers in reading and understanding the information they received from 
health workers.  

 Community campaigns are also a good source of MHC information for 
positive deviant mothers; village health volunteers played an important role 
in conveying MCH messages and in encouraging women to go for ANC.  

 
9.5  Suggestions to improve maternal and child health care in Laos PDR 
 
Considering the poor performance of ANC health providers, it is strongly urged that all 
agencies concerned take action to improve the quality of ANC services by training, providing 
specific guidelines, creating separate rooms and providing sufficient and effective materials 
to be used for counseling. Possible solutions to improve the quality of ANC services in public 
health facilities in Lao PDR are described below.  
 
1. Improving staff competencies   

In-service and pre-service training needs to be strengthened, to improve not only the 
competencies of staff in relation to clinical skills but also skills for health education, 
communication and counseling, as well as knowledge and application of ethics.   

In-service training  
One priority would be to provide annual in-service short-term training on clinical skills, 
communication and counseling skills and medical ethics to healthcare providers currently 
working at public health facilities. The new, younger staff especially requires refresher 
training on clinical skills (physical examination and high-risk screening), because some of 
them are recruited to work in ANC without having had specific training in the field. Such 
training should be prepared by the Department of Professionals of the Ministry of Health 
(MOH) as soon as possible, to begin training in the next year.  

Training on communication skills and counseling is key to achieving core competencies for 
primary care nursing in other countries such as South Africa [69]. Since 2019, the University 
of Health Sciences (UHS) in Vientiane, in collaboration with Melbourne University in 
Australia, has been organizing communication skills training for both older and younger 
healthcare providers in five central hospitals, to be completed in 2020. Scaling up this 
training to healthcare staffs working in provincial and district hospitals and health centers 
has not started, but is strongly recommended to the Department of Professionals of MOH, in 
collaboration with UHS. This could begin in 2021, because the training materials developed 



 164 

by the experts from the University of Melbourne and the University of Health Sciences are 
already available.  

As a next step, development of training materials for counseling could be done in 2021, in 
collaboration between UHS and development partners. Training of trainers (TOT) could be 
organized in 2021 by the UHS with counseling experts, and offered to healthcare providers 
at the central level who are interested in becoming trainers. Thereafter these trainers could 
help to expand the training further to both the central and lower levels on an annual basis.   

Another training need is in medical ethics, which would help to improve privacy and 
confidentiality and perhaps also to reduce unequal treatment. Quebec’s Centre Locale de 
Services Communautaires (CLSC) demonstrated that training on ethical service is an 
important part of showing respect for patients [70]. Since we do not have any graduate 
specialists in biomedical ethics in Lao PDR, we also need to collaborate with experts in other 
countries to develop medical ethics materials for in-service training and for help to deliver 
the training of trainers (TOT) in collaboration with the UHS. This could begin in 2022. 
Thereafter, Lao trainers would be able to provide medical ethics training to healthcare 
providers at all levels on a revolving basis throughout the country.  

Pre-service training  
Pre-service training of doctors, nurses and midwives takes place at a number of training 
institutions including the University of Health Sciences in Vientiane and regional centers in 
other provinces. It is important and strongly recommended that practical and patient-centered 
training on health education, communication skills and counseling be integrated into the 
curricula in Lao health schools. Recently an evaluation of curricula, including the UHS 
medical curriculum, has taken place. This provides an opportunity to suggest that 
communication skills and counseling training be integrated into the curriculum of the UHS 
to start from the year 2021. If medical and nursing students were trained effectively on 
communication skills during pre-service training, and then could attend regular refresher 
training as part of their continuing education, we believe that healthcare providers could 
develop sufficiently good communication skills.     
 
Role model  
Respectful communication will help to increase the satisfaction of health care clients with 
their consultations and may increase the likelihood that they will follow any advice given 
during the session. To increase the number of healthcare providers working respectfully, 
providing good role models was suggested as a strategy [72].  A good role model would 
demonstrate effective communication, empathy, collaboration, and work ethic; efforts to 
educate doctors to be more patient-/client-centered and ethically sensitive were helped by 
good role models [73,74]. Integrating role model training into a medical curriculum could 
help young doctors hear different views and see things from a different perspective, so that 
when they return to work at a health facility they can in turn become good role models to 
younger doctors and students [74]. Learning from these examples, we propose that having 
good role models in the public health facilities in Lao PDR could be a good way to improve 
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healthcare providers’ behavior and attitudes. The providers could learn from and exchange 
experiences of best practices with others, which could help them to gain confidence to use 
better communication skills and attitudes. A good role model could be a person in their own 
health facility, or from other provinces, or even from a neighboring country. The UHS could 
help to select potential candidates, possibly healthcare providers who have been trained in 
communication skills and/or spent time working and learning in a setting where 
communication and behavior are routinely and explicitly given attention. However, further 
investigation is needed to draw up criteria for good role models and to find out how they 
could be used to improve the quality of services in the future. The Department of Healthcare 
and Rehabilitation, MOH, and the directors of hospitals would have to facilitate the 
functioning of role models at health facilities. 

2. Improving service/organization 

Improving working conditions  
The Department of Health Personnel, MOH, needs to consider increasing the number of 
qualified staff by ensuring good training of new and young staff as well as providing 
incentives to retain them. That department can help to identify the required number of 
qualified staff for the whole country, and the Department of Professionals can help in 
providing clinical training. The system can be improved to motivate healthcare providers to 
strengthen the quality of their job performance. On the other hand, planning and management 
of time use for healthcare providers is also important to decrease or redistribute their 
workload. Simple changes such as ensuring that women attending ANC clinics always leave 
with an appointment for the next visit would be an inexpensive way to spread the work over 
the day and reduce the heavy morning workload. At the same time it would encourage the 
mothers to return for the next visit. 
 
Furthermore, monitoring and supervision need to be organized regularly at all levels of public 
health facilities in Lao PDR, particularly for ANC clinics. The MOH particularly the 
Department of Healthcare and Rehabilitation could work with the directors of hospitals to 
support and allocate healthcare managers to provide supportive supervision at all levels. 
According to WHO recommendations, health managers can be supportive supervisors; 
therefore, setting up a supportive supervision system in health care facilities, planning and 
conducting regular supervision visits, and doing follow-up activities after supervision are 
strongly recommended. The way of supervising may need to be strengthened by training and 
workshops, and supervisors would be encouraged to use the supervisory checklist developed 
by WHO [75]. Therefore, monitoring and supervision should be performed systematically at 
health facilities in Laos particularly for ANC provision. This would require that the 
supervising level first develop the capacity to provide supportive supervision.  
 
Improving feedback system  
Feedback can come from both within the system, from supportive supervision as described 
above, or from peer exchanges, while the clients using the services should also be able to 
provide feedback. Improving feedback systems could help to improve client satisfaction. 
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With low cost and simple implementation, a peer-feedback system could include a routine 
(weekly or monthly) feedback loop among providers. This should also be done individually 
by managers within the health facility. Health services in European countries are exploring 
the use of audit and feedback to enhance professional performance as a way to improve the 
quality of care and to ensure patient safety [76].  

In Lao PDR, feedback is not yet an integral part of the system at any level. Some health 
facilities post boxes in which feedback can be left in a written form. This often develops into 
a complaint box, and such boxes are not helpful for clients who are not confident in written 
communication. The question remains as to what is done with any comments left in such a 
box, as the system does not include review sessions in which the comments are dealt with by 
a dedicated team who can then inform management. Recently, a telephone call system to give 
quick feedback has become available at central level health facilities in Lao PDR, giving an 
opportunity to patients to provide their feedback on the quality of care they received. For 
example, patients or health service users can call directly to a director of the hospital, to social 
workers, or even to the responsible members of parliament. This is not, however, available 
at lower level health facilities. Again the issue is how the information is dealt with after it is 
received. A systematic review on patient feedback, covering 25 articles published between 
1971 and 2015 demonstrated that patient feedback to health care staff could stimulate better 
performance and improve future patients’ experiences [77]. We do not yet know whether 
patient feedback would be appropriate and effective in Lao PDR. The UHS could help to 
conduct an intervention study to find out what kind of system could provide effective 
feedback, before any plans are made for nationwide scale-up. Based on the results, the MOH, 
particularly the Department of Healthcare and Rehabilitation, in collaboration with the 
directors of hospitals, would then be in charge to develop effective feedback systems at 
different health facilities.  Before implementation of effective feedback system at the 
different level, we strongly recommend to have intervention study.  

Improving essential physical resources (Facilities)  
Providing essential physical resources is an important investment, especially items such as 
standard guidelines, effective IEC materials and medicines. The Department of Curative Care 
and Treatment, MOH. and development partners, such as WHO, World Bank, JICA, and 
ADB, would be able to provide technical and financial support in development of national 
standard guidelines and effective materials. These materials must be carefully developed to 
deliver the appropriate messages in the appropriate ways, and they must be available at all 
levels to support healthcare providers to deliver high quality ANC to a nationwide constant 
standard. The approach to design the materials should be bottom-up, with involvement and 
recruitment of both clients and healthcare providers from the beginning of the process, with 
technical support of technical staff of the MOH and development partners. The materials 
must include clear messages and attractive, relevant pictures that work for both healthcare 
providers and service users. Although this technique will take time with many steps and a 
relatively high cost, it would help to achieve balanced health literacy understood by both 
clients and healthcare providers. Providing specific material for clients to bring home would 
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help healthcare workers to increase the health literacy of their clients, which would also 
potentially influence other people living in the same family and community.  

Thereafter, the MOH will have to invest in and take responsibility for sufficient delivery of 
effective materials to reach all health facilities at all levels and service users in the country. 
New IEC approaches are needed to increase the interest and awareness about maternal and 
child health care among all villagers and to motivate more women to seek ANC. Village 
health volunteers (VHV) also played an important role to convey key messages on MCH in 
the community and to encourage mothers to go for ANC. Community interventions including 
input from VHVs could form an effective channel to reach mothers and increase their use of 
ANC. It would be good to involve mothers with positive deviant behavior in providing 
motivating information to others. 
 
Another aspect is that the MOH should consider how to create private rooms in health 
facilities that would be suitable for private examinations and for privacy during counseling. 
Using these spaces would also have to be integrated into both pre-service and in-service 
training. When new hospitals or clinics are being planned and constructed, such spaces 
should be included in every case. The new hospital of the UHS, which will be built in 2021 
with support of the Lao government and Korea, would be a candidate to show a good example 
of including sufficient private spaces for good quality and confidential care.    

The quality of ANC could be improved by better pre-service and in-service training, by 
developing standard guidelines and effective IEC materials and approaches, by supplying 
enough private rooms and creating a good role model of performance with respectful care 
and effective feedback systems. The recommendations are summarized below in Table 9.5. 
  
Table 9.5:  Recommendations for improving quality of ANC in Lao PDR  

ANC aspect Recommendations Main actor(s) to implement 
Staff competences 
Clinical skills  In-service training on clinical skills 

(physical examination and high-risk 
screening) should be provided at least 
annually to healthcare providers 
practicing at public health facilities.    

 MOH, particularly the Department of 
Professionals can be focal point and 
organize the clinical training using 
qualified trainers. 

Preventive 
information 
and 
counseling  

 In-service training in providing health 
education and counseling should be 
provided regularly to healthcare 
providers working in public health 
facilities, at least once a year.    
 Counseling procedures should be 

integrated into pre-service health school 
curricula.   

  MOH particularly the Department of 
Professionals can be focal point and 
organize in-service training by experts. 
 The UHS can be in charge of 

integrating counseling into curricula of 
health schools.    
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Communicati
on skills  

 Effective communication skills should 
be integrated into curricula in health 
schools in Laos. 
 In-service communication skills training 

for continuing education should be 
provided for healthcare providers 
working at public health facilities, at 
least annually.  
 Providing good role models could 

improve respectful care and healthcare 
providers’ behavior and attitude. 

 The UHS can be in charge of 
integrating communication skills into 
curricula of health schools.  The UHS 
can revise it, because it is not new 
curriculum does not need Ministry of 
Education.  
 The UHS in collaboration with a 

development partner (e.g. the 
University of Melbourne) has already 
developed communication skills 
training materials and organized pre-
service training at central level.    
 The UHS can help to select role 

models and conduct intervention study 
to identify effective role model 
system. Department of Healthcare and 
Rehabilitation, MOH, and hospital 
directors facilitate activities with role 
models at health facilities.  

Ethics in care 
provision  

 Pre-service training on medical ethics is 
needed to improve healthcare providers’ 
ethical performance. 
 In-service training on medical ethics 

should be provided at least annually to 
healthcare providers working in public 
health facilities. 

 The UHS can help to provide both pre-
service and in-service training on 
medical ethics and correct behavior for 
health care personnel. 

Service related/organizational 
Number of 
qualified staff   

 Increasing the number of qualified staff 
by training new and young staff as well 
as providing incentives to retain 
qualified and experienced staff to work 
for ANC services. 

 MOH, particularly the Department of 
Health Personnel can identify needed 
numbers of qualified staff in the whole 
country; the Department of 
Professionals can help to provide 
clinical training.  

Working 
conditions 

 Development of new policy on 
providing incentives should be 
considered to motivate healthcare 
providers to do their work well and to 
retain them in ANC and other less 
remunerative fields.   
 Time management is important to 

decrease or redistribute workload; e.g. 
make next appointments with clients 
before they leave ANC clinic.  
 Regular supervision and monitoring 

needs to be organized at all levels of 
public health facilities, particularly for 
ANC provision, using WHO supervision 
tools.  

 The MOH should consider policy 
development for incentives. 
 The MOH, particularly the 

Department of Healthcare and 
Rehabilitation, can work with hospital 
directors to support and train 
healthcare managers on supportive 
supervision at all health facilities. .  
 The MOH, particularly the 

Department of Healthcare and 
Rehabilitation, can work with hospital 
directors to develop good feedback 
systems, using evidence from the UHS 
intervention study.   
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 Feedback system could involve weekly 
or monthly feedback loop among 
providers with supervision by managers. 
Feedback boxes and specific telephone 
numbers should be available and 
accessible for service users at all health 
facilities. Systems must include 
mechanisms to review feedback and 
consider changes needed.  

Facilities 
(essential 
physical 
resources)  

 National standard guidelines and 
effective IE materials should be 
developed and available to support 
health providers at all levels in delivery 
of high-quality ANC services, with a 
constant nationwide standard. 
 Creating private spaces/rooms should be 

considered and implemented in health 
facilities, and used for private 
examinations and for counseling.  

 The MOH, particularly the 
Department of Healthcare and 
Rehabilitation, can work with the 
Mother and Child Health Center and 
development partners (WHO, World 
Bank, JICA, and ADB) to develop 
materials and to arrange and equip 
rooms with privacy. 
 

 

9.6  Reflection on methods  
 
In this section, we will reflect upon our methodological approach. First we will highlight how 
the iterative mixed methods approach contributed to a deep and robust understanding of 
quality of ANC. Thereafter we want to highlight the additional value of doing covert and 
overt observational studies in parallel. Lastly we describe the limitations of our study.  

Iterative, mixed methods approach 
This thesis consists of multiple research approaches (two qualitative methods and a cross-
sectional quantitative method, and two observational methods), each of which was very 
useful for gaining insight into maternal and child health care in Lao PDR and in helping 
identify possible ways to improve its quality. The methods allowed us to address the (1) 
perspectives and experiences of the supply and demand sides on the quality of ANC provision 
using qualitative methods, (2) current practices of ANC provision by health care providers 
using both overt and covert observation methods, (3) maternal health literacy of mothers 
using a cross-sectional survey, and (4) positive practices of Lao mothers making four or more 
ANC visits using qualitative methods.  

These are all commonly used research methods; the advantages here were in the mix of 
methods, applying each one to the question being asked, then integrating the data to identify 
key problems and possible solutions to achieve better ANC in Lao PDR. In addition the 
iterative nature allowed us to follow up on findings from earlier studies, building on evidence 
obtained in the earlier studies. The relatively uncommon use of covert observation delivered 
additional information that could not easily have been gained in any other way, and gave 
important suggestions for focal points to improve ANC services.   
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The mix of methods gave us the chance to gain information from multiple stakeholders at 
different levels of the health care system and in the community, which allowed triangulation 
to increase the validity and reliability of the resulting data. Validity and reliability were taken 
into account while designing and conducting our studies. For example, the research tools 
were firstly developed in English based on existing theoretical frameworks and previous 
studies; thereafter, back and forth translation was made between English and Lao to ensure 
accuracy. 

Overt and covert observation 
After hearing from providers and clients what they thought about the quality of ANC, we 
wanted to gain a deeper understanding of the strong and weak points of the health providers’ 
performance during an ANC session. We first decided to observe the session directly, placing 
an observer using a structured observation checklist in the room during sessions at public 
health facilities (Chapter 5). Special attention was paid to how information was provided to 
the client. As described in Chapter 5, even when they knew they were being observed for 
research purposes, the overall performance of ANC providers in both urban and rural areas 
was quite poor. They were particularly insufficient in health education and in 
communication; they hardly used the IEC materials available to them. We then asked 
ourselves whether the results would be the same if the healthcare providers were unaware 
that they were being observed. Although direct observation is a more effective method than 
exit interviews for assessing the quality of care and can provide accurate and valid results 
[31–33], direct observation has limitations because the observation itself might influence 
practice [34]. Therefore, the next study used covert observation (Chapter 6), aimed at greater 
accuracy and validity of the observations on the quality of ANC provision. We compared the 
results of the two methods (overt vs covert) to reflect the real life setting of ANC service in 
the country, which is very important in planning improvements in the quality of ANC 
services [35].   

We found that covert observation (Chapter 6) can be very valuable if it is very carefully 
prepared and implemented [36], compared to overt observation. For example, the 
performance level of most ANC items was low during overt observation, but scored even 
lower under covert observation. Health providers performed fewer than 50% of the items in 
the categories of medical history taking, physical examination, providing information for 
health promotion, and communication skills between health providers and pregnant women. 
An exception was ‘listening to the heartbeat of the fetus’ which was done frequently during 
both overt and covert observation, although still not 100%. A similar study using a 
comparative analysis of overt and covert observers on compliance of health care workers 
with hand hygiene practices also demonstrated that the compliance rate was significantly 
lower when measured covertly [35].   

We found that covert observation clearly and more accurately reflected the real-life situation, 
compared to what could be observed overtly. We distinguished three categories of items. For 
some items, overt observation yielded better performance than the covert, suggesting that 
knowing they were being observed made healthcare workers take greater care with their 
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services. For other items, both overt and covert observation revealed relatively good 
performance, suggesting that for these items, the healthcare workers were well aware of their 
importance and took care to perform them. For still other items, both covert and overt 
observation yielded relatively low levels of performance; in these cases, the providers were 
apparently either unaware of their importance, unable to perform them or unwilling to 
perform them. These differences may reflect the competence of the provider and their 
motivation to practice what they actually know. In brief, covert observation (Chapter 6) gave 
a more realistic picture of the weak points that need attention than could overt observation or 
other data collection methods such as exit interviews. Based on our results, we suggest that 
other researchers should consider using covert observation rather than only overt observation 
to identify where ANC or other health care practices need to be improved.  

In spite of the advantages of covert observation, it is relatively uncommon probably for 
reasons related to research ethics. Standard research practice includes the principle of 
voluntariness and the question as to whether those being studied are able to give informed 
consent [21]. Potential research participants should be given all relevant information about 
the plan of the study, which they should be able to understand and agree to [22-24]. 

Conducting covert observation unavoidably involves having a cover story and collecting data 
without the subject's knowledge and consent. It is therefore an obligation of the researchers 
to share the information collected during covert observation with the health workers and their 
employers at a later time, so that all may learn and benefit from that information [13,20]. The 
Research Ethics Committee of the University of Health Sciences in Laos considered that this 
study, although raising ethical questions, could be justified because it would be beneficial 
without being harmful to the participants, and therefore approved this study.    

Generalizability 
Although our studies were conducted in only two provinces – and in some cases in the capital 
city to collect the perceptions of the respondents from the central level – many issues arising 
in this study would be similar in other geographical areas of the country. This is likely 
because the socio-economic characteristics are common around the country; the health 
services are organized in the same way everywhere; the health workers all come from the 
same few training institutions and access to information is similar in much of the country, 
with the possible exception of very remote areas. National surveys inform us that the ANC 
utilization and related statistics such as breastfeeding are similar in most of the provinces 
outside the two large urban areas (Vientiane City and Savannakhet). The sample sizes for the 
surveys were large enough to let us expect that the results are both valid, representing the 
population studied, and generalizable, reflecting trends and behaviors that we would expect 
to find in many other locations in the country.  
 
Our research was all carried out in Lao PDR, but it can contribute to the international 
scientific community, because others can learn from our findings, for example, the 
comparison between overt and covert observation and the advantages of the latter as 
described above. There are many low and middle-income countries which are also struggling 
with balancing the increase in access to care with trying to maintain or increase the quality 
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of care. From our findings, access to ANC has been increased, but quality is still poor. Those 
health systems that are still working to increase access should at the same time keep quality 
in mind. We found weaknesses especially in the less medical technical aspects such as 
communication skills and attitudes or ethics. When scaling up accessibility, attention is 
needed to scale up quality as well, and not only the basic technical topics but the others that 
can greatly affect utilization of the services.   
 
Limitations 
All studies show some limitations and our studies were influenced by several factors. 
Language was an issue in some cases: while participants at community level were 
interviewed only in the Lao language, some participants at community level were from other 
ethnic groups whose mother language was not Lao. At the central level, some key informants 
(policy makers, health managers, healthcare providers, and development partners) were 
interviewed in English using translators, because that work was done in collaboration with 
researchers from the Netherlands. Any questions and answers that involve more than one 
language can result in mistranslation or misunderstanding of terms or words, which can 
decrease the quality of the research. We took great care to minimize these effects and are 
confident that no serious errors were made in the reported results. 
 
When we conducted the two observation studies at the facility levels (Chapter 5 and 6), we 
recognized that not all behaviors of the health care providers are open to overt observation 
and that the observation itself might influence their actual practices. Covert observation 
avoided that possibility. Both overt and covert observation might have suffered from personal 
bias of the observers, because there was no video recording; information might have been 
missed and researcher bias may have occurred without being corrected through inter-rater 
reliability. In addition, these observations were only done at central level hospitals; covert 
observation at lower level facilities might reveal additional weaknesses or strengths. Another 
limitation in Chapters 5 and 6 is that we did not design the study to compare the performances 
between health providers with different types/amounts of experience, or between clients with 
different gestational age groups possibly requiring different actions during ANC, both of 
which are additional factors that could influence health providers' performance. These are 
possibly interesting to investigate in future.  
 
Conducting a cross-sectional study (Chapter 7) at the community level as we did to study 
maternal health literacy, could not provide causal inferences as longitudinal studies might 
do. Also, not all potentially important influencing factors were included in the questionnaire; 
we did not investigate social support, parenting self-efficacy, and early parenting practices 
[26] in addition to food restrictions, in detail. Another study revealed that women avoided 
eating vegetables, fruits, and some types of meat, as well as sauces, sugar and spices, when 
pregnant and/or lactating [22]. Moreover the age of children was not collected, so we cannot 
know how long ago the birth took place and therefore whether recall bias might be less among 
mothers who gave birth more recently; there could have been recall bias for that topic among 
mothers whose children were older. Additionally, key practices in the number of ANC and 
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postpartum visits and child vaccination were collected and validated by checking the record 
book, but we could not check in the same way for information about breastfeeding, which is 
not recorded in the books.  
 
In the study reported in Chapter 8, we collected data based on the number of ANC visits, but 
we did not check whether the mothers mainly came for ANC visits at the end of their 
pregnancy or had gone regularly throughout because of how the questions were formulated. 
The lack of that data did not affect the conclusions we found but could have provided further 
insights.  
 
9.7  Directions for future research and intervention studies  

Since the research in this thesis mainly focused on ANC services in two southern provinces 
of Lao PDR, we suggest that it would be useful to conduct similar studies in other regions of 
Lao PDR where culture and living conditions may be different. Conducting a study on the 
quality of ANC provision in the three regions of Lao PDR (South, Central and North) would 
enable the findings to be representative of the whole country. However, certain additional 
elements should be included in such a study. For example, in a new design for the observation 
study, we would compare the performances of health providers with different types/amounts 
of experience and between clients with different gestational age groups, possibly requiring 
different actions during ANC, both of which are additional factors that could influence health 
providers' performance. If the proposed training is done, such studies could provide a good 
assessment of learning if conducted after trainees are back in service. Video recording should 
be considered when conducting both overt and covert observations. Covert observation is an 
effective method for analyzing health workers' performance and identifying and prioritizing 
points for improvement in the quality of ANC (or other) services.  
 
Two potential intervention studies have been identified. An intervention study on effective 
communication aimed at improving communication skills and the success of training of ANC 
providers is recommended. For such a study, firstly, development of specific and effective 
communication skill training manuals would be needed, and perhaps video clips comparing 
good and bad ANC performances. Secondly, the pilot intervention must be done at different 
levels to identify which training materials are most effective using pre- and post-test 
assessments. Once we have effective communication skill training materials, communication 
skill training nationwide should be started. Thereafter final outcome measurements must be 
done in the intervention study areas, 6 to 12 months after the intervention.     

The second proposed study would aim to measure strengthen utilization by involving positive 
deviant mothers as good role models to provide key messages on how women need special 
care during pregnancy, at childbirth, and postpartum. They could show other women how to 
ask questions during ANC sessions, which would help to motivate and encourage other 
women who do not achieve optimal ANC visits in their community. Before conducting this 
intervention, the positive deviant mothers would need to be trained on how to perform as 
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good role models and how to share key messages and ask questions. The positive deviant 
mother would be linked with other mothers and family members in their villages, then visit 
and talk with them. The positive deviant mothers could attend regular meetings in their 
villages and join in monthly campaigns with the research team in the intervention areas. The 
main outcomes to compare between villages with and without interventions would be the 
numbers of ANC visits and the questions asked by women during ANC sessions.  

 

The recommended interventions to develop good feedback systems both within the system 
and from the clients, and to develop a role model system to encourage better communication 
skills among the health workers providing ANC, should be explored by pilot projects to test 
different approaches and hopefully to identify an effective way(s) to implement these as one 
way to improve services.  
 
9.8  Concluding remarks  
 
The number of public ANC services in Lao PDR has increased in recent years, but both 
supply and demand sides experienced challenges with the quality of ANC, which remains 
inadequate in both urban and rural areas, as revealed by the results of our qualitative study 
and both the overt and covert observation studies. Insufficient provision of health education 
and poor communication skills of health care providers combined with inappropriate 
behavior and negative attitudes towards clients were identified as the weakest points. Existing 
IEC materials were scarcely used for health education even when they were available. Covert 
observation gave a more realistic picture of the weak points that need attention than did overt 
observation or other data collection methods such as exit interviews.  

The maternal health literacy (MHL) level of Lao mothers was very poor in both urban and 
rural areas. Health workers were reported to be the main source of MCH information, but 
that was clearly insufficient for mothers to gain and be able to use an acceptable level of 
maternal health information. Socio-demographic characteristics and key practices of mothers 
were significantly associated with levels of MHL.  
 
Factors influencing ANC utilization included: (1) clients’ satisfaction with quality of ANC 
and agreeing on next appointments; (2) perceived benefits of ANC, risk and safe pregnancy; 
(3) family members’ support, especially time and financial allocation by husbands; (4) 
assistance of friends and neighbors to expecting mothers; and (5) community campaigns and 
health volunteers as important sources of information. Factors for not achieving optimal 
ANC visits would be related to: experience of inadequate behavior and negative attitudes of 
healthcare providers; cost and distance of health facilities; low perceived benefit of ANC; 
and low health risk perception.   
 
Suggestions made to strengthen maternal and child health care included improving quality 
of ANC and paying attention to both families and communities. Most aspects of ANC quality 
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require improvement particularly in the competences of staff in clinical skills, in giving 
sufficient information and in using effective communication, as well as in organizational 
improvement by investing in working conditions and essential physical resources. With 
better ANC and community communication, more mothers would become aware that 
pregnancy requires ‘special care’; they might then better appreciate the value of ANC 
services. Involving the mothers who did utilize ANC in community activities to encourage 
more mothers to use ANC is also recommended.  Intervention studies are proposed to identify 
effective approaches and to assess outcomes after activities have been completed. All of these 
results including future research results will be made available to inform future policy 
development.     
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Annex 1: Interview guideline for healthcare professionals   
 

CATEGORY DESCRIPTION 
Interviewee Healthcare provider/practitioner (Doctor/nurse/midwife) who is currently 

working at ANC services at the Central hospital, Provincial hospital, 
District hospital and health Centre.     

Interviewer  
Date of interview   
Objectives Trying to focus on healthcare providers’ experiences and opinion/attitude 

toward behaviour change in providing maternal and child care at the ANC 
services  

 Receptiveness: to explore open attitude towards new perspectives, 
ideas, insights and behaviour, which is the first step in the 
behaviour changing process 

 to explore the interviewee’s understanding how their own 
behaviour can influence the ANC utilization of women in Lao 
PDR 

 to explore interviewee’s willingness to change and participate 
regarding to the benefit of change the behaviour for  improving of 
health education and counselling at the ANC services  

 to explore about the possibility of changing  
Method   Individual face to face interview 

  2 consecutive interviews with each interviewee 
Duration About 45 minutes for each interview 
Place A quiet, private and comfortable place with less change for interruptions 

and which is suitable to conduct an interview. (e.g. private room) 
NOTE:  
interrupter control 
& facilitator 

Unwelcomed accompany NONE 

Welcomed accompany Village health volunteer, close 
friends 

Reward Present for participating in each interview   

 

STEPS  
1. Build Rapport  
2. Make sure the voice recorder works properly and all recorded information is useable for 

transcribing verbatim afterwards.  
3. Introduce yourself (interviewer) to the interviewee 

- My name is X and I am a researcher from X  
- Here is Dr. X who leads the interview translating our interview.  

4. Give an outline on your interview 
“We are here to learn about your experiences and discuss about the new idea how to 
improve health education and counselling at the ANC service in your country in order to 
increase ANC visits, child birth at health facilities, traditional harmful practice reduction 
aimed at improving of maternal and child nutrition and immunization in Laos”.  
“It will take one and half hour.” (interview process) 
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5. Fill the consent form, and begin the interview by asking the following topic list and 
interview questions. 

 

Topic list 
This topic list can be used by the researchers as a checklist to be sure all important topics has been 
discussed in the interview. These topics are based on the behaviour changing model of Balm and 
relevant literature.  

• Attitude towards: 
o The current situation (receptiveness)  
o The preferences of women (Do healthcare workers are aware of these preferences?) 
o Changing their behaviour (Do they recognize they can be part of the solution?) 
o New interventions (Are they open towards changes?) 

• Understanding 
• Willingness 
• Capability  
• Performance 
• Persevering  
• ANC services utilization  
• Improving nutritional status 
• Improving immunization  
• Mode of counselling 

 

Grand tour questions 
The interviews will start with a grand tour question by asking the respondent to give a verbal tour of 
a subject they have a lot of knowledge about. This first question will be used to get the respondents 
talking but in a focussed way.  If one question in sufficient, the interviewer can continue with the 
rest of the questions.  
 

Grand tour questions 
Could you describe a typical working day in the health facility? 
Could you describe what your tasks are as a healthcare provider? 
Could you describe what your role is as a healthcare provider when working with pregnant 
women and postpartum? 

 

Interview questions 
The following questions are based on the objectives that arrived from the behaviour changing 
process model of Balm.  
 

Receptiveness 
Leading question Do you think it is important that something is going to change in the 

healthcare providing for pregnant women, during delivery and 
postpartum? Why (not)? 
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Sub-questions  1. What is your opinion about changing an attitude / traditional 
practices / health education and counselling etc. in the current 
health facilities? 

 2. What do you think is the reason why pregnant women do not use 
all recommended ANC services? 

 
Understanding  
Leading question Can you describe what women need during the counselling meetings, 

during ANC visit, delivery and postpartum?  
Sub-questions  1. What do you think the women expect from you as a healthcare 

provider? (What kind of behaviour / attitude  Being polite, 
providing information, listen to them etc.? 

 2. Why do you think pregnant women prefer traditional practices 
during pregnancy and after childbirth?  

 3. Do you think pregnant women get sufficient information and 
excellent counselling when they use ANC services?  

4. Can you describe what good aspects are during counselling and 
what can be improved? 

 5. Regarding to these problems you mentioned before, what do you 
think your role can be to solve the problem? 

a. Is there anything your colleagues can improve? 
b. What is something you admire from your colleagues? 
c. Is there something you can learn from them? 

 6. What needs to be changed at the providing of the ANC services?   
 7. Could you describe how the current health education and mode of 

counselling of health providers is working?  
 8. Should health education and mode of counselling be revised or 

improved? What and how? 
 9. Is it possible for you to be part of the improvement of health 

education and mode of counselling to improve ANC utilization 
and the reduction of traditional harmful practices? And how? 

 10. How can pregnant women benefit from possible new 
performances/practices?   

 
Willingness 

Leading question Do you want to change/improve your normal routine / activities?  
Sub-questions  1. What do you think can be a positive influence when changing 

your attitude?  
 2. What do you think can be a positive influence when changing 

your way of working? / changing your working routine? 
 3. Are you able to change/improve your normal routine / activities? 
 4. Are you willing to except the preferences of women during the 

providing of ANC services, during delivery and postpartum? 
a. What about allowing traditional birth practices in the 

health facilities?  
a. Would you (not) allow all traditional birth practices?  
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 5. Are you willing to accept the preferences of the women? 
a. Accepting changes in your daily routine? 
b. Accepting changes in your normal counselling routine? 

 
Capability 
Leading question How can healthcare providers be part of the solution?  
Sub-questions  1. What is needed to improve the current situation? > More 

equipment, education, counselling, allowing traditional practices 
etc.  

 2. Apart from other barriers, what needs to be improved particularly 
in health education and counselling at the ANC setting? And 
why?  

 3. What do you think your colleagues can do different when helping 
pregnant women? Do you believe you are already doing that? 

 4. Is your supervisor supporting you? Allowing you to work make 
individual decisions?  

 5. Could you describe what kind of rules / guidelines there are in 
your health facility for providing ANC services, during delivery 
and counselling postpartum  

 
Explanation about the IEC package:  Relation between family members & providers. Including 
them during counselling  

Performance 
Leading question 1. In the future, will you apply the new IEC package (new health 

education and mode of counselling) in your routine activities if 
you are still working at ANC services? Why?   

 
Persevering 
Leading question 1. How can new IEC package be applied as routine activities at the 

ANC services?  
Sub-question  2. Do you think other healthcare providers will also apply the new 

IEC package?   
 3. What do you think is needed for sufficient implementation of this 

IEC package? (e.g. providing enough information about it, 
education, changing management, providing more/enough tools 
to use it, follow up moments etc.)  

 
Wrap up the conversation: 

 Give a summary of the interview and the most important information we received from 
the interviewee to do a member check.  

 Asking the participants if the interpretation of the received information is right and if they 
have to add anything, and ask them if they have any comments or suggestions for today’s 
conversation.  

 
Close your conversation:  

• Hand over any gifts or rewards 
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Do after your Interview: 

• Check if the conversation is appropriately recorded.  
• Fill the blank in the following table on next page immediately after the IDI: Please make a 

brief note on contexts and any relevant information regarding the interview before you 
move to your next interview. 
   

CATEGORY DESCRIPTION 
interviewee Individual: 

VILLAGE NAME : 
Interviewer  NAME : 
Date of interview   
Time length of the 
conversation 

 

Place of interview  
Observations of 
assistant  
 

1. How cooperative were the participants? 
2. How comfortable do you think were the participants in discussing the 

topics? 
3. How knowledgeable were the participants about issues that were 

discussed in this interview? 
4. Are there any specific comments about this interview? 
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Annex 2: Interview guideline for policy makers/admin/academic staff 
/development partners     
 

CATEGORY DESCRIPTION  
Interviewee Concerned people who work in the field of MCH, nutrition and or 

immunization at the central level and provincial level  

Interviewer Name. ……………………………and his field assistant (primary) 
Name. …………………………... and her field assistant (secondary) 

objectives Trying to focus on supportive idea to improve health education and 
counseling through improvement of health providers’ behavior and attitude 
in providing maternal and child care at the ANC services aimed at 
improving of maternal and child nutrition and immunization in Laos  

 to explore open attitude towards new perspectives, ideas, insights 
and behaviour, which is the first step in the behaviour changing 
process 

 to explore the interviewee’s understanding how their own 
position can influence the improvement of health education and 
counselling of health providers at the ANC services in Lao PDR 

 to explore interviewee’s strategy to increase  willingness of health 
providers to participate regarding to the benefit of change the 
behavior for improving of health education and counseling at the 
ANC services  

 to explore interviewee’s opinion on the possibility of 
improvement health education and counseling  at the ANC 
services  

Date  
Method   individual face to face interview 

  2 consecutive interviews with each interviewee 
Duration about 45 minutes for each interview 
Place quiet and comfortable for an interviewee (e.g. office) 
NOTE:  
interrupter control 
& facilitator 

Unwelcomed 
accompany 

NONE 

Welcomed 
accompany 

 

Reward  
 
STEPS  
 

1. Build Rapport  
2. Introduce yourself (interviewer) to the interviewee 

- My name is…………………………….… I am a researcher from 
……………………….  

- Here is Dr.___ who leads the interview translating our interview.  
- If you allow, we will use a recorder to record our conversation/discussion, because we 

do not want to miss any important points from our conversation/discussion.  
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3. Give an outline on your interview 
“We are here to learn and ask for your suggestion/opinion and discuss about the new idea 
how to improve maternal and child nutrition and immunization through improvement of 
health education and counselling at the ANC service in Laos”.  
“It will take 45 hour.” (interview process) 

4. Fill the consent form, and  begin the interview by asking the following questions. 
 
 
Receptiveness:  

1. What do you think is the reason why pregnant women do not use enough/less use ANC 
services? 

2. What is your opinion about implementing new interventions to improve ANC service 
providing? E.g. allowing some traditional practices/ improving health education and 
counselling etc. in the current health facilities 

3. Apart from other factors/problem, what do you think about the idea of  the implementation 
of a new IEC intervention?  

4. What do you think healthcare workers and other staff members think about this? 
5.  How do you think the women will react on the new IEC package? Do you think they will 

recognize the difference?  

Understanding:  
1. (Why) do you think pregnant women prefer traditional practices during pregnancy and after 

childbirth? Why?  
2. Do you think pregnant women get sufficient information during the ANC service 

providing? What do you think is good & what can be improved?  
3. What do you think about the quality of the counselling moments when the women use ANC 

services?  
4. What do you think about the quality of the counselling skills of the healthcare providers? 

What do you think is good & what can be improved? 
5. Regarding to the problems you mentioned above, what do you think what your role can be 

in this problem solving? E.g. giving mental support, education, making new policy tec. 
6. What needs to be changed at the ANC services to improve ANC utilization, childbirth at 

health facilities, traditional harmful practice aimed at improving of maternal and child 
nutrition and immunization?   

7. What do you needs has to been before the implementation of the IEC package can start?  
8. Should the level of health education be revised or improved? What and how? 
9. And what about the mode of counselling in the current situation?  
10.  Do you think you should be a part of improvement of health education and mode of 

counselling to improve the current service providing? Why and how? 
11. How can pregnant women benefit from new perform/practice?    

Willingness:  
1. Do you think health providers will change their behaviour regarding to women central 

approach of the new IEC package?  
2. Do you think you (and policy makers in general) are willing to implement new 

interventions and making new policies? Why (not)?  
3. In your opinion, what should be the best strategy to improve ANC utilization? Are you 

willing to listen to your own advice? Why (not)?  
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4. How can we increase the willingness of policy makers to accept and apply new IEC 
package at the ANC services in Lao?  

5. In your opinion, what is the best strategy to increase  the willingness of healthcare providers 
to accept the implementation of the new IEC package of health education and counselling at 
the ANC services?  

6. Do you think healthcare workers are willing to implement new interventions and making 
new policies? Why (not)?  

7. How can we increase willingness of healthcare workers  to accept and apply new IEC 
package at the ANC services in Laos?  

 
Possibility/capability:   

1. In your opinion, who should be involved to improve health education and mode of 
counselling at the ANC services?  

2. In your opinion, how can policy makers be a part of the solution?  
3. Do you feel you are able to be part of the solution? / Can be involved for implementation of 

the ne IEC package? 
4. What is needed to improve? > More equipment, education, counselling, allowing traditional 

practices etc.   
5. Can we integrate into new IEC package the following perspectives? In what way? 

a. Opinion of policy makers 
b. Opinion of healthcare workers 
c. Preferences of (pregnant) women and their family members?  

6. Apart from other barriers, what else needs to be improved in the information providing, 
health education and counselling at the ANC setting? And why?  

Performance:   
1. How will policy makers begin to apply the new IEC package (new health education and 

mode of counselling) in their routine activities? And how do you think the healthcare 
workers can do this?   

Persevering/sustainability:  
1. Do you think other policy makers will also apply the new IEC package?   
2. How can new IEC package be applied as routine activities at the ANC services in Lao?  

o E.g. using the same framework for all health facilities, providing (free) education 
about the implementation of the package, receiving more money for the 
implementation, more staff needed, working together with other health facilities, 
evaluating in your own and together with other health facilities etc.  

Wrap up the conversation: 
 Give a summary of the interview and the most important information we received from 

the interviewee to do a member check.  
 Asking the participants if the interpretation of the received information is right and if they 

have to add anything, and ask them if they have any comments or suggestions for today’s 
conversation.  

 
Close your conversation:  

• Hand over any gifts or rewards 
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Do after your Interview: 
• Check if the conversation is appropriately recorded.  
• Fill the blank in the following table on next page immediately after the IDI: Please make a 

brief note on contexts and any relevant information regarding the interview before you 
move to your next interview.   

 
CATEGORY DESCRIPTION 
interviewee Individual: 
Interviewer  NAME : 
Date of interview   
Time length of the 
conversation 

 

Place of interview  
Observations of 
assistant  
 

1. How cooperative were the participants? 
 

2. How comfortable do you think were the participants in 
discussing the topics? 

 
3. How knowledgeable were the participants about issues 

that were discussed in this interview? 
 

4. Are there any specific comments about this interview? 
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Annex 3: Guideline for mothers and family members  
 

1. To understand the mothers’ perception toward health professionals and mother and child 
health (MCH) services in their communities  

2. To understand mothers’ perceptions about potential barriers to use of MCH services and 
policy solutions to those barriers.  

3. To understand the family support and decision making on health care seeking behavior during 
pregnancy, delivery and postnatal period 

4. To learn about traditional beliefs and practice of mothers and their health care seeking 
behavior during pregnancy, delivery and postnatal period  

Section 1: Introduction, warm up (5 minutes.)  
1.  Interviewer introduction:   

 Self introduction  
 No right or wrong answers   
 One person talks at a time  
 Honest responses are highly appreciated  
 Participants will be told that the interview will be tape recorded and they will be asked for 
      permission to do so.  
 All participants have to sign the inform consent form before continuing the interview.  

If you 
     allow, we will use a recorder to record our conversation/discussion, because we do not 
want to miss    
     any important points from our conversation/discussion.  
 

2.  Respondents introduction:  
 Name code   
 Age   
 Position and family relation 
 Resident    

 
Section 2: Question to be asked  

Key areas  
I.  Health care seeking behavior and traditional practice  
1.1 During pregnancy  

1. How many times have you been pregnant including this time? 
2. How do you feel about being pregnant?  
3. Do you think pregnant women are different from and weaker than other women? Why/why 

not?   
4. What should a pregnant woman do/behave for specific care during pregnancy?  
5. Who could advise the pregnant women do for such specific care during pregnancy? Do you 

think, pregnant women are able to make their own decisions where to go and how to do for specific 
care during pregnancy?   
6. Where pregnant women should be advised to go for specific care during pregnancy? Why and 

why not? 
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7. Do you think pregnant women should attend to health service (ANC) during pregnancy? 
Why/why not?    
8. Who has an important role to support pregnant women to attend ANC?         
9. What kind of help / support can your family give you during your pregnancy and thereafter? 
10. Usually, what kind of help can the family member provide for pregnant women in general?      
11. Who could provide such helps and advices for you and for other pregnant women?             
12. Until when should such support and help be provided?   
13. Do you think what should pregnant women eat and should not eat during pregnant? Why/why 

not?  
14. Did you have any common practices during your  pregnancy? What and why?    
15. Do you think other women in your community use other practices during their pregnancy? 
16. Are there any pregnant women do not follow traditional practice in your community?  What 

and Why?  
 

1.2 At childbirth  
1. Where do you think is the good and safe place for pregnant women to deliver their babies?  

Why?  
2. Who advised you about where delivery should take place?  Who made the final decision for 

you on where to give birth?  
3.  Do you think pregnant women are able to (or should) make their own decision where to 

deliver?   Why?   
4. Usually, what kind of help/support can the family member provide for pregnant women’s 

delivery?  
5. Who could provide such helps/support and advices for pregnant women during delivery?  
6. Do you think pregnant women should deliver at health facilities, such as village health centers 

or district hospitals?  Why/why not?  
7. Do you think pregnant women are willing to deliver at health facilities, such as village health 

centers or district hospitals?  Why/why not?  
8. Do you think pregnant women are able to deliver at health facilities, such as village health 

centers or district hospitals?  Why/why not?  
9. Who could have an important role among family members to support pregnant women to 

deliver at health facilities? Why do you think that he or she has had such important role?   
10. According to your tradition or belief, do you have any (traditional) practices during delivery? 

a. What are the benefits of these practices? Why and why not? 
b. Do you think this tradition or belief can be changed? Why and why not? 

11. Did you have traditional practice at childbirth?   What and why?    
12. Are there any pregnant women do not follow traditional practice at childbirth in your 

community?  What and Why? 
  

1.3 Postpartum Care and traditional practices  
1. Do you think the mothers should have health care or support after delivery? Why and why not? 
2. What should pregnant women do for specific care after delivery?  
3. What are some of the traditional practices related to the post-partum period? 
4. Who did advice for mothers to do such specific care after delivery? Can mothers make their 

own decision where to go for postpartum care?   Why and why not?   
5. Do you have any particular provider to advise you to visit for the postpartum care after delivery?   
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6. What kind of help/support can your family members give you on the postpartum care? Who 
could provide such help / support and advices you after delivery? 
7. In general, what kind of help/support can the family member provide for mothers on postpartum 

care?  Who could provide such helps/support and advices for mother after delivery?  
8. Do you think mothers should receive postpartum care at health service facilities?  Why and 

why not?  How about village health center? How about district hospital? 
9. Who could be an important role among family members to support mothers to get postpartum 

care at health service?  Why do you think that he or she has had such important role?   
10. Did you have traditional practice afterbirth?   What and why?    
11. Are there any pregnant women do not follow traditional practice after delivery in your 

community?  What and Why?  
 

II. Perception towards Traditional birth attendance (TBA), Health providers and health care 
services 

2.1 TBA and Health Providers  

1. Are there TBA and health providers in your community? 
2. What do you think about TBA and health providers in term of providing care for mother during 

pregnancy and delivery, and after delivery? Why?  
3. How do you think about the attitude of the healthcare providers at the ANC services? 

a. E.g. Active listening, expressing compassion, behaving with kindness, respect 
and dignity, look to the woman when speaking to her etc.  

4. How do you think about the behavior of the healthcare providers at the ANC services? 
a. E.g. an appropriate physical exam, providing enough information, giving 

authority to the woman when making decisions, two ways communication etc.  

2.2 Health care service 
1. What do you think about health care in the village health center in your community during 

pregnancy and delivery, and after delivery?  
a. Are you willing to go there for your next delivery, if you have one more pregnancy? 

Why or why not? 
b. Would you be able to go there for your next delivery, if you have one more 

pregnancy? Why or why not? 
c. Would you be allowed to go there for your next delivery, if you have one more 

pregnancy? Why or why not? 
d. Are there any (other) barriers why you would not go there for your next delivery, 

if you have one more pregnancy? 
2. How about district hospitals? Would you like to go there for your next delivery, if you have 

one more pregnancy? Why or why not?   
a. Are you willing to go there for your next delivery, if you have one more pregnancy? 

Why or why not? 
b. Would you be able to go there for your next delivery, if you have one more 

pregnancy? Why or why not? 
c. Would you be allowed to go there for your next delivery, if you have one more 

pregnancy? Why or why not? 
d. Are there any (other) barriers why you would not go there for your next delivery, 

if you have one more pregnancy? 
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3. How about Provincial hospitals? Would you like to go there for your next delivery, if you have 
one more pregnancy? Why or why not?   

a. Are you willing to go there for your next delivery, if you have one more pregnancy? 
Why or why not? 

b. Would you be able to go there for your next delivery, if you have one more 
pregnancy? Why or why not? 

c. Would you be allowed to go there for your next delivery, if you have one more 
pregnancy? Why or why not? 

d. Are there any (other) barriers why you would not go there for your next delivery, 
if you have one more pregnancy? 

3.3 Perceptions toward barrier to use MNCH services 

1. What do you think is the most serious problem for pregnant women and family members to use 
MNCH services? 
2. What do you think is the reason why pregnant women do not use all recommended ANC 

services?  
3. Do you have any suggestions to deal with the problems? 
4. Do you think it is important that something is going to change in the healthcare providing for 

pregnant women, during delivery and postpartum? Why (not)?  
5. What is your opinion about changing an attitude / traditional practices / health education and 

counselling etc. in the current health facilities? 

 
Wrap up your conversation: 

 Give a summary of the interview and the most important information we received from 
the interviewee to do a member check.  

 Asking the participants if the interpretation of the received information is right and if they 
have to add anything, and ask them if they have any comments or suggestions for today’s 
conversation.  

 
Close your conversation:  

 Hand over any gifts or rewards 
 

Do’s after your Interview: 
 Check if the conversation is appropriately recorded at the beginning, during and after the 

interviews.  
 Fill the blank in the following table on next page immediately after the IDI: Please make a 

brief note on contexts and any relevant information regarding the interview before you 
move to your next interview.   

 
CATEGORY DESCRIPTION 
interviewee Individual: 

VILLAGE NAME : 
Interviewer  NAME : 
Date of IDI   
Duration   
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Place of interview  
Observations of 
assistant  
 

5. How cooperative were the participants? 
 
 
6. How comfortable do you think were the participants in discussing the 

topics? 
 
 
7. How knowledgeable were the participants about issues that were 

discussed in this interview? 
 
 
8. Are there any specific comments about this interview? 
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Annex 4: Observational check list for healthcare providers/practitioners 
 

CATEGORY DESCRIPTION 
Target  Healthcare provider/practitioner (Doctor/nurse/midwife) who is currently 

working at ANC services at the Central hospital, Provincial hospital, 
District hospital and health Centre.     

Observer  Dr/Nurse. ……………………………and his field assistant (primary) 
Dr/Nurse. …………………………... and her field assistant (secondary) 

Objective  Trying to focus on health provider’s behaviour, attitude, health education 
and mode of counselling performed at the ANC services  
 to explore fully inform about the process in providing care  to pregnant 

women   
 to explore health provider’s performance during physical exam and 

provide health promotion   
 to explore nutrition information provision and support to pregnant 

women   
 to explore health education and mode of counselling  

Method   Participant observation  
  2 consecutive observers with each case  
 Fully informed both pregnant women and health provider for the overt 

observation  
 Fully informed only pregnant women for covert observation  
 Observe all step regarding to the entire process 
  Record all step regarding to the entire process using mobile phone  

NOTE:   Welcomed accompany Relationship (family 
members/accompanier):  

Unwelcomed accompany Others:  
Reward    

 
 

Observational checklist of the current practices of healthcare providers  

Categories  Specifict question to be observed (Observe all step 
regarding to the categories) 

Yes  No  

Greeting  There is greeting for the first meeting  
  

Inform consent  Were pregnant women fully informed for the entir process?  
  

History taking  Did health provider take/ask any history of pregnant women 
before examination?  (Visualize and check from medical 
record)   

  

 Did the health provider ask whether the pregnant woman 
has any abnormal symptoms or signs? 

  

Physical exam  Did health provider inform any time when she/he did 
physical exam?  
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Did health provider consider about privacy of pregnant 
women when she/he did physical exam? (close the 
dor/certian, etc before examination)  

  

 
Did health providers identify of pre-existing health 
conditions (e.g., check for weight and nutrition status, 
anemia, hypertension, syphilis, HIV status)?  

  

Health promotion  Did health provider explain about  health promotion and 
disease prevention (e.g., tetanus vaccine, prevention and 
treatment of malaria, nutrition counseling, micronutrient 
supplements, family planning counseling)  

  

 
Did health providers provide  about birth preparedness and 
complication planning (e.g., birth and emergency plan, 
breastfeeding counseling, antiretrovirals for HIV positive 
women and reducing mother-to- child transmission 
[MTCT] of HIV) 

  

Nutrition 
information and 
assessment  

Did health provider provide information on kind food 
dietary during pregnancy and after childbirth? (Observer 
will notice  whether providers have done  verbal or material  
explanation to pregnant women/family member) 

  

 
Did health provider assess track growth and weight trends?  

  
 

Did health provider inform/talk about  diet habits that make 
it difficult to improve health or that increase the risk of 
disease?  (Observer will notice whether providers have 
done verbal or material  explanation to pregnant 
women/family member) 

  

 
Did health provider inform nutrition messages and conduct 
counseling process? 

  

 
Did health provider provide  an individual nutrition care 
plan (which specifies nutrition goals and feasible changes in 
behavior, and practices to meet those goals)?  

  

Nutrition support  Did health prvider talk about supplementary foods to treat 
clinical malnutrition?  

  

 
Did health provider inform complementary food 
supplements for pregnant women and children 6−23 months 
old to prevent malnutritio?  

  

 
Did health provider inform about micronutrient 
supplements to prevent vitamin and mineral deficiencies 

  

 
Did health provider point out  food/water purification 
products to prevent food/water-borne disease?  

  

Health education  Did health provider use any health education material for 
her/his service at the ANC clinic? Not checking question ! 

  

 
What other materials are available in the ANC services?  

  

 Did the health provider ask whether the pregnant woman 
practice food taboo? 
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 Did the health provider ask whether the pregnant woman 
eat more than usual? 

  

 Did the health provider advise the pregnant woman to eat 
variety of food and eat more than usual? 

  

 Did the health provider advise the pregnant woman to take 
more rest than usual? 

  

 Did the health provider advise the pregnant woman to 
observe any abnormal symptoms and signs on herself and 
visit the ANC immediately if she has any of these etc….. 

  

Good listening 
skill  

Did health provider look at the pregnant women while they 
are  asking/talking?  

  

 
Did health provider have a nice quiet mouth?  

  
 

Did health provider listen to what she/he is saying/talking?  
  

 
Did health provider repeat it back to client?  

  
 

Did health provider check to make sure the message is 
correct?  

  

Non judgment  Did health provider did not judge pregnant women?  
  

Compassionate  Did health provider express her/his compassionate toward  
pregnant women' health issue or other problems?   

  

Research-oriented Did health provider provide evidence base to explain?     
  

Discret/ 
confidentiality  

Did health provider talk in a confidential way on individiual 
information of pregnant women? (talk openly about HIV 
possitive, other sexual transmited dieases, unhealthy baby,  
etc)  

  

Encouraging  Did health provider encourage good practice to pregnant 
women? (e.g. physical activities, good mood, healthy food 
practice, etc)  

  

Authnomy  Did health provider give authority to pregnant women to 
make decision? (e.g. the provider provided option 
information and then asked pregnant women to choose their 
own choices)  

  

Empathetic  Did health provider behave  with kindness, respect and 
dignity to pregnant women and their family member?  

  

Communication  There were two ways communication/interation between 
health provider and client?  

  

 
CATEGORY DESCRIPTION 
Place of observation  Provincial hospital/ District Hospital/Health Centre  
Date of observation  Date/Month/Year  
Time/length of 
observation  

 

Individual reflection 
of the observation  
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Annex 5: Maternal health literacy questionnaire for community survey   
 

Maternal health literacy on Maternal and Child Health (MCH) of mothers with children aged 
under five years in two southern provinces, Lao PDR   

 

Household (HH) Identification  

 
Province   1 – Saravane  2 – Attapeu Coding  ID 

No. 
Name of District:  1 –----------- 

 2 –----------------------------
----- 

 

Name of Village: ________________________________________  
Number of family member: ________________________________________   

*House number: ________________________________________  
Name of HH head: ________________________________________  

Gender of HH head:  1 – Male   2 – Female  
Contact number:  ___________   

Current status of mother:  
 
 1 – Mother with a child less than 5 years 

 
STARTING THE INTERVIEW:  
The interviewer determines under which category the respondent belongs to and proceeds with 
the corresponding question number as follows: 
General directions:  
Please tick the appropriate box according to the respondent’s choices. Specific instructions are 
included in selected items. 

Section1: Socio-demographic characteristics of mothers with children aged under five 
yearsStart here(No…)  
 

Q 
No Questions and filters Coding categories 

Variable 
code 

1 How old are you?  ..............................(Years)   

2 What is your religion? 

…1 – Buddhist 

 
…2 – Christianity 
…3 – Islam 
…4 – Other  (specify….............)  
…5 – No religion 

3 What is your mother tongue/native 
language? 

…1 – Lao 
 …2 – Hmong 

…3 – Other  (specify…………..)  

4 What ethnic group do you belong? 
…1 – Lao  
…2 – Hmong 
…3 – Other (specify………….…)  
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5 
What is the highest level of school 
you attended? Please record the years 
of schooling (1 year, 4 years, etc.)  

 ……………..Years  

6 

Now I would like you to read this 
sentence to me. Show sentence below 
to respondent. If respondent can not 
read whole sentence, probe: Can you 
read part of the sentence to me?  
 
"A child is reading a book" 

…1 – Cannot read at all 

 

…2 – Able to read only parts of 
sentence 
…3 – Able to read whole sentence 
…4 – No sentence in required 
language but can read in other  
(specify………..)  
…5 – Visually/speech impaired 

7 What is your marital status?   

…1 – Single  

 

…2 – Married 
…3 – Living with partner  
…4 – Separate  
…5 – Divorce 
…6 – Widower  

8 
How much is your own income per 
month?  [……………..…….]  

9 

How is your health in general? Please 
ask the respondent to rate her health 
condition using a ruler with 1 to 10 
scores. 1 indicates the worse and 10 
the best.  

Grading: 
______________________________
_ 

 

 

Section 2: Practices of Mothers and Basic Information on MCHStart here (No…)  

 
Q 

No 
Questions and filters Coding categories Variable 

code 

1 How many children do you have?  ..................(Number of children)   

2 
How many times have you visited 
ANC for the last childbirth?  ..................(Number of ANC visits)  

3 
Where did you give birth the last 
child?  

 1 – at health facility   2 – Others 
(at home, or outside home)   

4 
Have your last child had completed 
basic vaccination?   

 1 – Completed   2 – Not 
completed  
 3 – None vaccination  

 

5 
Have you had normal postpartum 
visit at health facilities for your last 
childbirth:  

 1 – Yes   2 – No   

6 
Did you have  food restriction/taboo 
during pregnancy for the last 
childbirth?  

 1 – Yes   2 – No  

7 Did you practice a hotbed stay for the 
last childbirth?   1 – Yes   2 – No  
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8 
Did you have food restriction/taboo 
during postpartum period for the last 
childbirth? 

 1 – Yes   2 – No  

9 Do you currently smoke?   1 – Yes   2 – No  

10 
Do you currently drink any kind of 
alcohol?   1 – Yes   2 – No  

11 
Have you ever heard any information 
on maternal, newborn, and child 
health care? 

 1 – Yes   2 – No   
  

12 

Where have you ever heard 
information on mother and child 
health  care? (multiple answers)  
 

 1 – Medias (Smart phone, TV, 
Radio)  
 2 – Health personnel’s at health 
facility (Doctor, nurse, midwife, 
other health workers)   
 3 – Health personnel’s’ campaign 
(Doctor, nurse, midwife, other health 
workers + local authorities)   
 4 – Networks (Relative, friend, 
neighbor)  
 5 –Others (specify...................)  

 

* This section also help to identify/screen for a good practice (positive deviance) during 
pregnancy ***if a mother practiced a positive deviance especially (four or more ANC visits).  

 

Section 3: Maternal health literacy on mother and child health care Start here (No…)  

 
This section, the maternal health literacy (MHL) in relation to the ability of mothers to access, 
understand, appraise, and apply information on mother and child health care during pregnancy, at 
childbirth and postpartum period as taken from WHO guideline and national strategic-action plan 
(82,104), and developed based on health literacy survey tool in Asia and in Euro  (96,124) including 
Laos on  sexual reproductive health literacy tool (59).  
Section Instructions: In the following sections, please indicate how strongly you agree or disagree 
with each statement by circling the number corresponding to your response.  Use the following 
scale to indicate the difficulty and easiness of the following information: 
 
S-A=Strong Agree that the information is very easy to access, understand, appraise and apply  
A=Agree that the information is easy to access, understand, appraise and apply 
D= Disagree that the information is easy to access, understand, appraise and apply  
SD=Strong Disagree that the information is very easy to access, understand, appraise and apply 
 
 
 

Circle only one number 4, 3, 2, 1.  The perceived difficulty of each item was rated on a 4-point 
Likert scale (1 1⁄4 very difficult, 2 1⁄4 difficult, 3 1⁄4 easy, and 4 1⁄4 very easy), with a possible 
lowest mean score of 1 and a possible highest mean score of 4. Therefore, the mean score varied 
from 1 to 4, and the range of the mean score was (4 1⁄4) 3. 

SA=4 
 

A=3 D=2 SD=1 
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C1. ACCESS INFORMATION ON ANTENATAL CARE, CHILD BIRTH AND 
POSPARTUM CARE 

No. The following information how is easy for you to... SA A D 
 

SD 
 

1 ...find health education materials on MCH (e.g. brochure, poster, 
etc) disseminated in the village when you want to know  4 3 2 1 

2 
...find information bout ANC visit  (e.g. the first ANC visit, number 
of ANC visit) when you want to know   4 3 2 

 
1 
 

3 
...find information about maternal vaccination (e.g. kind of 
vaccination and duration, side effect, etc)  4 3 2 

 
1 
 

4 
...find information about child vaccination ( e.g. kind of basic 
vaccination, side effect, care after vaccination)  4 3 2 

 
1 
 

5 
...find information about nutrition for pregnant women (e.g. healthy 
food and micronutrient supplement) when you want to know   4 3 2 

 
1 
 

6 
...find information about nutrition after childbirth (e.g. healthy food 
and supplement) when you want to know   4 3 2 

 
1 
 

7 
...find information about breastfeeding (e.g. how many month for 
executive breastfeeding, plus formulary milk, food supplement)  4 3 2 

 
1 
 

8 
...find information for physical activities during pregnancy (e.g. not 
working to hard, take arrest more than usual, doing exercise, wear 
appropriated clothes, have enough sleep, have very good mood, etc)  

4 3 2 
 

1 
 

9 
...find information on weight gain during pregnancy (e.g. monthly 
weight gain, overweight, underweight, and normal weight) when 
you want to know   

4 3 2 
 

1 
 

10 
...find information about abnormal symptoms/signs during 
pregnancy (e.g. bleeding, discharge, fever, uterus contraction, 
edema, high blood pleasure, etc) when you want to know   

4 3 2 
 

1 
 

11 ...find information about better childbirth (e.g. preparedness, 
childbirth with health personnel, SBA, TBA, etc)  4 3 2 

 
1 
 

12 ...find information about abnormal symptom/sign of postpartum 
period (e.g. bleeding, fever, discharge, etc)  4 3 2 

 
1 
 

13 ...find information about postpartum care at health facilities (e.g. at 
health center, district hospital, provincial hospital, etc) 4 3 2 

 
1 
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14 ...find information about healthy food for postpartum mothers  (e.g. 
meats, fishes, eggs, vegetables, fruits, etc)  

4 3 2 
 

1 
 

15 
...find information about child bearing and primary care (e.g. food 
diet-supplement, hygiene, measure temperature, medicine for fever 
reduction, ORS, etc)  

4 3 2 
 

1 
 

 
C2. UNDERSTAND INFORMATION ON NUTRITION, BREATFEEDING, AND 
IMMUNIZATION (Ask mother if she can explain)  

Q No  Would you say how is it easy for you to ... SA A D 
 

SD 
 

1 
...understand information that If a pregnant woman practiced food 
restriction during pregnancy, it will be a risk of low birth weight and 
unhealthy baby.  

4 3 2 1 

2 
...understand information on the essential nutrient supplement for 
pregnant women (such as, fish oil, iodine, folic acid, iron, calcium, 
and group of vitamins).  

4 3 2 1 

3 
...understand information that, the mother should eat enough meat 
after delivery (e.g. beef, fishes, poultry, kind fork, or event insect, 
etc)  

4 3 2 1 

4 ...understand information that after delivery, the mother should eat 
fruits (e.g. orange, banana, water-merion pineapple, papaya, etc). 4 3 2 1 

5 ...understand that after delivery, the mother should eat clean 
vegetables  

4 3 2 1 

6 
......understand information that colostrum is a source of natural 
immunization from mother to prevent infectious diseases for 
childhood. 

4 3 2 1 

7 ...understand information that It is good to start breastfeeding within 
the first hour of birth (Immediately after childbirth) . 4 3 2 1 

 

8 ...understand information about executive breastfeeding for child 
birth till 6 months   

4 3 2 1 

9 
...understand information that up to six months of childbirth, it is 
good to continue breastfeeding plus food supplement. 4 3 2 1 

10 ...understand information about child vaccination can prevent some 
diseases (e.g. TB, DPT-HepB-Hib polio, and measles).     4 3 2 1 

11 
...understand information of children vaccination schedule (need 
from the first dose of vaccination at childbirth to the last dose at 23 
months) 

4 3 2 1 

      
C3. APPRAISE INFORMATION ON MATERNAL, AND CHILD HEALTH CARE 

Q 
No. The following information how is easy for y to judge/decide...  SA A D 

 
SD 

 

1 
...judge whether the information you received from health providers 
is sufficient  4 3 2 1 
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2 ...judge whether the information on immunization is important, you 
received  4 3 2 1 

3 ...judge whether it is necessary for your child to get vaccination or 
not  

4 3 2 1 

4 
...judge information that children need many different kind of 
vaccinations with many doses (from first dose of vaccination since 
birth and the last dose at 23 months)  

4 3 2 1 

5 ......judge if your child received vaccination, he/she  may have fever 
after a shot of vaccine  

4 3 2 1 

   6 ...judge which vaccination you may need      1 

   7 ...judge when you need to visit and follow up ANC for  your 
current/previous pregnancy 

4 3 2 1 

8 ...judge the advantages and disadvantages of different place of birth 
for your child 

4 3 2 1 

9 
...decide if you should have postpartum care/visit at 6 weeks after 
childbirth  4 3 2 1 

10 ...judge if information on variety of food is useful for mother and 
child, you received  4 3 2 1 

11 ...decide if you should not have food taboo you received  4 3 2 1 

12 ...judge information on the risks of hotbed stay, you received  4 3 2 1 
 
C4. APPLY INFORMATION ON MATERNAL, AND CHILD HEALTH  
Q 
No. 

The following information how is easy for you to use... SA A D SD 

1 
...use information about physical and mental health care (e.g. 
exercise, swimming, yoga, listening music, enough sleep, good 
mood, etc) into practice for you during your pregnancy.    

4 3 2 
 

1 

2 
...use maternal and health service when abnormal symptoms/signs 
(e.g. bleeding, discharge, fever, uterus contraction, edema, high 
blood pleasure, etc) appeared during your pregnancy  

4 3 2 
 

1 

3 ...use ANC service earlier when recognize that you have missed 
period to make sure on getting pregnancy  4 3 2 1 

4 ...follow up ANC visit as providers advice how ANC visit is the 
most importance  4 3 2 1 

5 ...use child vaccination card to follow up on your child vaccination  4 3 2 1 

6 
...use information on usefulness of health facilities for your 
childbirth  4 3 2 1 

7 ...use information on benefit of postpartum care services  4 3 2 1 

8 
...use information on primary care for your child (e.g. measure 
temperature, medicine for fever reduction, ORS practice, etc), when 
child get ill   

4 3 2 1 

9 
...use information on breastfeeding (e.g. 6 months for executive 
breastfeeding and continue to have breastfeeding with food 
supplement after six months until two years) 

4 3 2 1 
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10 ...use information on harmful practice of food taboo  4 3 2 1 
11 ...use information on harmful practice of  hotbed stay  4 3 2 1 

 
Thank you very much for your kind cooperation and participant 
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Annex 6: Interview guideline for positive practices of Lao mothers  
 
Objectives:   

1. To understand the reasons of receiving at least four ANC visits of mothers for the last 
childbirth  

2. To understand the reasons of giving birth at health facilities for the last childbirth  
 
Section 1: Introduction, Warm-up (5 minutes.)  
Interviewer introduction:   

 Self introduction (emphasizing that we are external people, not related to this ANC, 
and are here to listen to their opinions in order to improve the service here etc.)  

 No right or wrong answers   
 One person talks at a time  
 Honest responses are highly appreciated  
 Participants will be asked for permission to record the interview.  
 All participants have to sign the informed consent form before continuing the 

interview and are told that they have the right to refuse to answer a question or to stop 
the interview without any explanations.  If you allow, we will use a recorder to 
record our conversation/discussion, because we do not want to miss any important 
points from our conversation/discussion.  

 
Section 2: Questions to be interviewed  
 
During pregnancy  
 

12. What should pregnant women practice/behave for specific care during pregnancy? 
13. Where should pregnant women go for specific care during pregnancy? Why?  
14. Do you think pregnant women should attend to ANC during pregnancy? Why?    

 What ANC is important/useful to mother and child health? Why?  
 How often should pregnant women visit ANC? Why? Ask their idea about the official 

number  
15. Who has an important role to support pregnant women to attend ANC? Why?   
16. Could you please tell ask your own experiences to get ANC during pregnancy of the last 

childbirth  
 What is important for yourself and baby to get ANC? Why  
 How often do you go to visit ANC during pregnancy?  Why        
 Who make decisions where to go to ANC   
 Who accompany you to get ANC  

17. Why do you think some other women do not follow your example and do not go four times 
for antenatal care? 
18. What would you tell your friend or neighbor to encourage them to get ANC when they are 

pregnant?  

At childbirth  
1. Do you think pregnant women should deliver at health facilities?  Why?  
2. Do you think pregnant women can make their own decision where to deliver?  Why? 
3. Where did you give birth for the last child? Why did you give birth over there?  
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4. How did you take that place for the last childbirth?   
5. Who advised you about where delivery should take place?   
6. Who made the final decision for you on where to give birth?  
7. Have you ever come across that you want to deliver at health facilities but the family members 

do not agree?  

 If yes, please tell us more what did you do?  
 If you are in this position, what would you do etc.? 

8. Why do you think some other women do not give birth at the health facility? 
9. What would you tell your friend or neighbor or family who is pregnant to encourage them to 

give birth at a health facility?  
 
Section 3: Characteristics of key informants  

Q  Questions and filters Coding categories Code 
1 How old are you?  […………..]  

2 What is your religion? 

 1 – Buddhist 

 
 2 – Christianity 
 3 – Islam 
 4 – Other  (specify…............)  
 5 – No religion 

3 What is your mother tongue/native 
language? 

 1 – Lao 
  2 – Hmong 

 3 – Other  (specify………..)  

4 What ethnic group do you belong? 
 1 – Lao  
 2 – Hmong 
 3 – Other (specify…………..)  

5 
What is the highest level of school you 
attended? Please record the years of 
schooling  

 ……………..Years  

6 

Now I would like you to read this sentence 
to me. Show sentence to respondent. If 
respondent can not read whole sentence, 
probe: Can you read part of the sentence to 
me? "A child is reading a book" 

 1 – Cannot read at all 

 

 2 – Able to read only parts of 
sentence 
 3 – Able to read whole 
sentence 
 4 – No sentence in required 
language but can read in other  
(specify……….....…..)  
 5 – Visually/speech impaired 

7 What is your marital status?   

 1 – Single  

 

 2 – Married 
 3 – Living with partner  
 4 – Separate  
 5 – Divorce 
 6 – Widower  

8 How much is your own income per month?  [……………..…….]  
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Observe indicators of wealth: roof/house 
quality? Livestock? Television? Electricity? 
Refrigerator?  Clothing? Assign to rather 
wealthy or average or poor 

    
 

Thank you very much for your kind cooperation and participant 
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Background  

The maternal mortality rate in Lao PDR (Laos) is still the highest in Southeast Asia, at 197 
per 100,000 live births. Improving the quality of maternal health care is known to help 
decrease maternal mortality in many countries. The quality of ANC service remains 
inadequate in Lao PDR, but little information is available on the quality of health education 
and counseling services of health providers. ANC contributes to better health for mother and 
child by identifying potential problems early. Increased maternal health literacy (MHL) has 
also contributed considerably to maternal and child health outcomes in many countries. 
Optimal numbers of ANC visits help to improve health outcomes and decrease perinatal 
mortality, but in low- and middle-income countries, relatively few mothers make the 
recommended four or more ANC visits.  

The main aim of the thesis was to gain insight into maternal and child health care in urban 
and rural public health facilities in Lao PDR, and obtain evidence for recommendations to 
improve the quality of ANC services. There was a particular focus on how to improve health 
education and counseling in addition to routine clinical care in public ANC services.  

Research Questions  

The main research question addressed by this thesis is: How can maternal and child health 
care, particularly the quality of ANC provision, be improved in Lao PDR? Three sub-
questions were posed:  

1. What is the quality of antenatal care (ANC) provision at public health facilities in Lao 
PDR?  

2. What is the maternal health literacy of mothers in urban and rural areas in Lao PDR?  
 

3. What factors influence ANC utilizations in Lao PDR?  

Methodology  

We conducted the studies on ANC in Lao PDR from 2017 to 2019 in different administrative 
regions and at central, provincial, district, and community levels, at health facilities similar 
to those around the country, and asking for information from a wide variety of actors. A 
mixed-methods and iterative approach was used. First, a qualitative method helped to gain 
insight into the demand and supply sides views on ANC quality, then two observational 
studies provided detailed data on actual ANC performance. A quantitative cross-sectional 
survey measured maternal and child health literacy and semi- structured interviews revealed 
determinants of positive deviant practices in ANC utilization. Research tools developed for 
all studies were based on international standards of practice, informed by WHO guidelines. 
Three points of view provided contextualized data: the demand side (clients of ANC), the 
supply side (health care workers), and other stakeholders (national and international agencies 
concerned with ANC).   
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Findings  

Evidence on quality of ANC in Lao PDR  

When key informants were consulted about the quality of ANC, all respondents reported that 
the number of pregnant women who visit ANC services has increased. However, an analysis 
of the supply side identified issues related to ANC quality that need to be improved, in the 
areas of facilities, human resources, privacy and confidentiality, providers’ behavior, and 
attitudes. We identified important weaknesses in communication skills for providing health 
education and counseling to pregnant women and their family members. Analysis of the 
demand side mainly emphasized the issues of providers’ behavior, attitude, and 
communication, and the lack of privacy. Both sides also suggested solutions, such as training, 
more effective materials, rewarding good role models, and building a feedback system.  

When we observed ANC sessions, the level of performance was consistent with the above 
results. The overall performance of ANC by health care providers was poor in both urban 
and rural areas. Insufficient provision of information on danger signs during pregnancy, 
nutrition, breastfeeding, and iron supplements was revealed. Generally, the communication 
skills, behavior, and attitude of health providers were very poor. Less than a quarter of 
pregnant women were treated with kindness and respect. Only 4% of the observed ANC 
sessions took privacy into consideration. Less than 10% of the available information 
materials were used during each ANC session. A positive correlation was identified between 
the length of working experience of health providers and their performance scores.  

One hundred and fifty-four ANC sessions with pregnant women were observed and analyzed. 
Overall performance was poor during both overt and covert observation, but the scores for 
most items were lower when the observation was covert, suggesting that health workers knew 
how to perform better but did it only when they knew they were being observed. Especially 
health promotion was insufficient in quantity and quality. Less than one-quarter of cases were 
advised to eat a wide variety of food during pregnancy, and none of the health providers 
provided counseling; under 10% used available information materials. Communication 
skills, behavior, and attitudes of health providers were highly inadequate. Less than a quarter 
of pregnant women were treated with kindness and respect.  

Maternal health literacy and influencing factors  

Overall, maternal health literacy (MHL) of Lao mothers was very low in both urban and rural 
areas but the scores were higher in urban areas. One-third of mothers found it very difficult 
to access, understand, appraise, and apply the relevant information. Health personnel were 
the main source of MCH information for the mothers but apparently were not providing 
enough information in the right way. Socio-demographics and key practices of the mothers 
were significantly associated with a better level of MHL particularly own income of mothers, 
ANC visits, and living area.  
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Factors influencing optimal ANC visits  

When we interviewed mothers who had made the recommended number of ANC visits, all 
reported taking special care of themselves during pregnancy. They perceived the clear 
benefits of ANC to reassure them and reduce the risk of negative events. Family members, 
particularly husbands, played a key role in making decisions to use ANC once they were 
aware of its benefits. Friends and neighbors were an important source of information for 
mothers. The quality of ANC and incentives such as information booklets, soap, and 
mosquito nets, influenced women to use ANC.  

Recommendations  

The results led to a number of recommendations for action and for further research. Staff 
competences. 

Clinical skills: in-service training on clinical skills should be provided at least annually to 
healthcare providers practicing at public health facilities, organized by MOH.  

Preventive information and counseling: in-service training in providing health education and 
counseling should be provided regularly to healthcare providers working in public health 
facilities, at least once a year. Counseling procedures and practice should be integrated into 
pre-service health school curricula. MOH, development partners and the UHS can work 
together to improve this.  

Communication skills: both in-service and pre-service training is needed in Lao PDR. In-
service communication skills training for continuing education should be provided for 
healthcare providers working at public health facilities, at least annually. MOH, development 
partners and the UHS can work together to improve the availability of such training. 
Providing good role models could improve respectful care and healthcare providers’ behavior 
and attitude. The UHS can help to select role models and conduct an intervention study to 
identify effective role model system.  

Ethical behavior: pre-service training on medical ethics is needed to improve healthcare 
providers’ ethical performance. In-service training on medical ethics should be provided at 
least annually to healthcare providers working in public health facilities. UHS can help to 
provide both pre-service and in-service training on medical ethics and correct behavior for 
health care personnel.  

Service-related/organizational  

Number of qualified staff: increase the number of qualified staff by training new staff 
according to MOH estimates of national needs and provide incentives to retain qualified and 
experienced staff to work in ANC services.  

Working conditions: a new policy on providing incentives should be considered to motivate 
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healthcare providers to do their work well and to retain them in ANC and other less 
remunerative fields. Time management is important to decrease or redistribute workload; e.g. 
make next appointments with clients before they leave the ANC clinic after a visit. Regular 
supervision and monitoring need to be organized at all levels of public health facilities, 
particularly for ANC provision, using WHO supervision tools. The MOH, particularly the 
Department of Curative Care and Treatment, can work with hospital directors to support and 
train healthcare managers on supportive supervision at all health facilities. A feedback system 
should be accessible, available, and effective. Further intervention studies should be 
considered to find out the effectiveness of the feedback system at different levels of health 
facilities.  

Facilities (essential physical resources): national standard guidelines and effective IEC 
materials should be developed and available to support health providers at all levels 
delivering ANC services, with a constant nationwide standard. Creating private spaces/rooms 
should be considered and implemented in health facilities, and used for private examinations 
and for counseling. The MOH and development partners are key players to be in charge of 
these changes.  

Directions for further research 

Further research would be useful to generate more evidence on ANC quality and utilization 
in Lao PDR. For example, studies similar to those reported here, but implemented in other 
parts of the country are needed, expanding the use of covert observation and introducing 
video recordings to assess the quality of consultations in ANC (and potentially other areas 
where communication is especially important); An intervention study on effective 
communication aimed at improving communication skills and the success of training of ANC 
providers is recommended.  

New approaches such as rewarding positive role models and strengthening feedback systems 
need to be tested by research in the field, as do improved materials for health education. 
These studies should involve all stakeholders including the mothers, especially the positive 
deviant mothers, who could help to develop messages to research mothers who do not yet 
use ANC as expected.  

Conclusions  

The number of public ANC services in Lao PDR has increased in recent years, but the quality 
of ANC provision remains inadequate in both urban and rural areas. Communication skills 
and inappropriate behavior and attitudes were identified as needing special attention. Covert 
observation gave a more realistic picture of the weak points that need attention than did overt 
observation. Maternal health literacy was low in both urban and rural areas but influenced by 
socio-demographic characteristics and key practices. Factors influencing ANC utilization 
included clients’ satisfaction, positive perception of mothers, family support, the assistance 
of friends and neighbors, and community campaigns and health volunteers as important 
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sources of information. Most aspects of ANC quality require improvement, particularly the 
competence of staff in clinical skills, in giving sufficient information and in using effective 
communication, as well as organizational improvement by investing in working conditions 
and essential physical resources. All of these results including future research results will be 
made available to inform future policy development.  
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ບົດສັງລວມຫຍ້ໍ 

 

ຄວາມເປັນມາ 
ອັດຕາການຕາຍຂອງແມ່ ໃນ ສປປ ລາວ (ລາວ) ຍັງສູງທ່ີສຸດໃນອາຊີຕາເວັນອອກສ່ຽງໃຕ້ ຄື 197 

ຄົນ ຕ່ໍການເກີດ ມີຊີວິດ 100,000 ຄົນ. 

ການປັບປຸງຄຸນນະພາບຂອງການບໍລິການເບ່ິງແຍງສຸຂະພາບແມ່ ແມ່ນມີຄວາມຈໍາເປັນ ເພ່ືອ 

ເຮັດໃຫ້ອັດຕາການຕາຍຂອງແມ່ຫລຸດລົງ. ໃນ ສປປ ລາວ, ຄຸນນະພາບ 

ການບໍລິການຝາກທ້ອງຍັງບ່ໍທັນດີເທ່ົາທ່ີຄວນ, 

ຂ້ໍມູນກ່ຽວກັບຄຸນນະພາບການໃຫ້ສຸຂະສຶກສາດ້ານສຸຂະ ພາບ ແລະ 

ການໃຫ້ຄໍາປຶກສາຂອງຜູ້ໃຫ້ບໍລິການດ້ານສຸຂະພາບ ໃນ ສປປ ລາວ ກ່ໍຍັງມີໜ້ອຍ. ການຝາກ 

ທ້ອງ ເຮັດໃຫ້ສຸຂະພາບຂອງແມ່ ແລະ ເດັກແຂງແຮງດີ ເພາະເຮັດແພດໝໍ 

ເຫັນບັນຫາທ່ີອາດຈະເກີດຂ້ືນ ແຕ່ຫົວທີ. ການເພ່ີມຂ້ືນດ້ານຄວາມສະຫຼາດ-ຮອບຮູ້ຂອງແມ່ 

ກ່ຽວກັບສຸຂະພາບ ແມ່ ແລະ ເດັກ ສ່ົງຜົນຜົນຕ່ໍສຸຂະພາບຂອງແມ່ ແລະ ເດັກ 

ໂດຍກົງໃນຫຼາຍປະເທດ. ເຖີງວ່າ ຈໍານວນການ ໄປຝາກທ້ອງ ທ່ີພຽງພໍ 

ຊ່ວຍເຮັດໃຫ້ສຸຂະພາບຂອງແມ່ດີຂ້ືນ ແລະ ຊ່ວຍຫຸຼດຜ່ອນອັດຕາການຕາຍ 

ຂອງເດັກແຕ່ລະຄົນ, ແຕ່ໃນ ບັນດາປະເທດທ່ີມີລາຍໄດ້ຕ່ໍາ ແລະ ປານກາງ 

ຈໍານວນແມ່ທ່ີໄດ້ຝາກທ້ອງ ຕາມຄໍາແນະນໍາ (ຢ່າງໜ້ອຍ 4 ຄ້ັງ ຫືຼ ຫຼາຍກວ່ານ້ັນ) 

ແມ່ນຍັງຕ່ໍາຫຼາຍ.  

 

ຈຸດປະສົງຫັຼກຂອງບົດວິທະຍານິພົນນ້ີ 

ແມ່ນເພ່ືອຍົກສູງຄວາມຮູ້ກ່ຽວກັບການຮັກສາສຸຂະພາບແມ່ ແລະ ເດັກ ໃນສະ 

ຖານທ່ີບໍລິການສາທາລະນະສຸກ ທັງໃນຕົວເມືອງ ແລະ ຊົນນະບົດ ຂອງ ສປປ ລາວ, ແລະ 

ເປັນຂ້ໍມູນຫັຼກຖານອ້າງອີງ ທາງວິທະຍາສາດ 

ສໍາລັບການໃຫ້ຄໍາແນະນໍາເພ່ືອປັບປຸງຄຸນນະພາບການບໍລິ ການຝາກທ້ອງ 
ໂດຍສະເພາະແມ່ນການ ປັບປຸງວິທີການໃຫ້ສຸຂະສຶກສາ  ແລະ ການໃຫ້ຄໍາປຶກສາ ດ້ານສຸຂະພາບ 

ແກ່ແມ່ຍິງຖືພາ ທ່ີມາຮັບບໍລິການຝາກທ້ອງ ໃນສະຖານທ່ີບໍລິການຮັກສາສຸຂະພາບ ແມ່ ແລະ 

ເດັກ. 
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ຄໍາຖາມການຄ້ົນຄ້ວາ  
ຄໍາຖາມການຄ້ົນຄ້ວາຫລັກຂອງບົດວິທະຍານິພົນນ້ີແມ່ນ: 

ເຮົາຈະປັບປຸງການດູແລຮັກສາສຸຂະພາບແມ່ ແລະ ເດັກ ໃນ ສປປ ລາວ, 

ໂດຍສະເພາະຄຸນນະພາບຂອງການໃຫ້ບໍລິການຝາກທ້ອງ ຄືແນວໃດ?  ສ່ວນຄໍາຖາມຄ້ົນຄວ້າ 

ຍ່ອຍສາມຂ້ໍ ໄດ້ຕ້ັງຂ້້ືນ ດ່ັງນ້ີ:  

1. ຄຸນນະພາບຂອງການບໍລິການຝາກທ້ອງ (ANC) ຢູ່ສະຖານທ່ີບໍລິການສຸຂະພາບສາທາລະນະ 

ໃນ ສປປ ລາວ ເປັນແນວໃດ?  

2. ຄວາມສະຫຼາດຮອບຮູ້ຂອງແມ່ ດ້ານສຸຂະພາບແມ່ ແລະ ເດັກ ຢູ່ໃນຕົວເມືອງ ແລະ ຊົນນະບົດ 

ໃນ ສປປ ລາວ ເປັນແນວໃດ?  

3. ມີປັດໃຈຫຍັງແດ່ ທ່ີມີອີດທິພົນຕ່ໍການນໍາໃຊ້ບໍລິການຝາກທ້ອງ (ANC) ໃນ ສປປ ລາວ? 

 

ວິທີວິທະຍາ  
ພວກເຮົາໄດ້ດໍາເນີນການສຶກສາຄ້ົນຄວ້າ ກ່ຽວກັບການບໍລິການຝາກທ້ອງ  ໃນ ສປປ ລາວ  

ແຕ່ປີ 2017 ຫາ 2019 ໃນລະດັບສູນກາງ, ແຂວງ, ເມືອງ, ແລະ ລະດັບຊຸມຊົນ, 

ຢູ່ສະຖານທ່ີບໍລິການສຸຂະພາບ ທີມີຄວາມຄ້າຍຄືກັນ ໃນທ່ົວປະເທດ, ແລະ 

ໄດ້ສອບຖາມເອົາຂ້ໍມູນ ຈາກຜູ້ກ່ຽວຂ້ອງທ່ີຫລາກຫລາຍ. ໄດ້ນໍາໃຊ້ວິທີການແບບປະສົມປະສານ 

ແລະ ວິທີການຕ່າງໆ ເພ່ືອເກັບກໍາຂ້ໍມູນ ເຊ່ັນ: ວິທີທີໜ່ືງ, ແມ່ນການສຶກສາແບບຄຸນນະພາບ 

ເຊ່ິງໄດ້ຊ່ວຍໃຫ້ເຂ້ົາໃຈ ເຖິງມູມມອງ-ຄວາມຄິດເຫັນ ຂອງຜູ້ຮັບບໍລິ ການ ແລະ 

ຜູ້ສະໜອງການບໍລິການ ກ່ຽວກັບຄຸນນະພາບການຝາກທ້ອງ, ຈາກນ້ັນ ກໍໄດ້ທໍາການສຶກສາ 

ແບບສັງເກດການສອງຄ້ັງ ເຊ່ິງໄດ້ໃຫ້ຂ້ໍມູນລະອຽດ ກ່ຽວກັບ ການປະຕິບັດການ 

ຝາກທ້ອງຕົວຈິງ. ຕ່ໍມາແມ່ນການສຶກສາສໍາຫຼວດດ້ານປະລິມານນະຈຸດເວລາໃດນ່ືງ 

ເພ່ືອວັດແທກຄວາມສະຫຼາດ ຮອບຮູ້ຂອງແມ່ດ້ານສຸຂະພາບແມ່ ແລະ ເດັກ, ແລະ 

ການສໍາພາດເຊ່ິງໄດ້ເຜີຍໃຫ້ເຫັນເຖິງປັດໄຈທ່ີມີຜົນຕ່ໍການ ປະຕິບັດຕົວທ່ີດີ ສໍາລັບ 

ການນໍາໃຊ້ບໍລິການຝາກທອ້ງຂອງຜູ້ເປັນແມ່. ເຄ່ືອງມືການສຶກສາຄ້ົນຄ້ວາທັງຫມົດ ແມ່ນ 

ຖືກພັດທະນາຂ້ືນ ໂດຍອີງໃສ່ມາດຕະຖານການປະຕິບັດຂອງສາກົນ, ແລະ ອີງຕາມອົງການ 

WHO. ຄວາມຄິດເຫັນ ຂອງຜູ້ຮັບບໍລິການ (ລູກຄ້າທ່ີມາຮັບບໍລິການຝາກທ້ອງ), 

ຜູ້ສະໜອງການບໍລິການ (ພະນັກ ງານສາທາລະນະສຸກ) ແລະ ພາກສ່ວນກ່ຽວຂ້ອງອ່ືນໆ 

(ອົງການລະດັບຊາດ ແລະ ສາກົນ ທ່ີກ່ຽວ ຂ້ອງກັບ ANC) ໄດ້ໃຫ້ຂ້ໍມູນສະພາບຕົວຈິງ ກ່ຽວກັບ 

ຄຸນະພາບການໃຫ້ບໍລິການຝາກທ້ອງໃນ ສປປ ລາວ. 
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ຜົນການຄ້ົນຄວ້າ 
ຂ້ໍມູນທ່ີເປັນຫັຼກຖານ ກ່ຽວກັບ ຄຸນນະພາບການໃຫ້ບໍລິການຝາກທ້ອງ ໃນ ສປປ ລາວ 

 

ເວລາທ່ີຜູ້ໃຫ້ຂ້ໍມູນຫັຼກໄດ້ຮັບການຫາລື ກ່ຽວກັບຄຸນນະພາບ ຂອງ ANC, 

ຜູ້ຕອບສໍາພາດທັງໝົດ ໄດ້ລາຍງານວ່າ: 

ຈໍານວນແມ່ຍິງຖືພາທ່ີໄປໃຊ້ບໍລິການຝາກທ້ອງແມ່ນເພ່ີມຂ້ືນ. ເຖິງຢ່າງໃດກ່ໍຕາມ, 

ການວິເຄາະຂ້ໍມູນ ຈາກຜູ້ໃຫ້ບໍລິ ການ 

ໄດ້ລະບຸເຖິງບັນຫາທ່ີກ່ຽວຂ້ອງກັບຄຸນນະພາບຂອງການບໍລິການ ANC 

ເຊ່ິງຈະຕ້ອງໄດ້ຮັບການປັບປຸງຕ່ືມ ໂດຍສະເພາະ ໃນດ້ານສະຖານທ່ີ, ຊັບພະຍາກອນມະນຸດ, 

ຄວາມເປັນສ່ວນຕົວ ແລະ ການຮັກສາຄວາມລັບ ຂອງຜູ້ມາ ຮັບບໍລິການ, ລວມທັງພຶດຕິກໍາ 

ແລະ ທັດສະນະຄະຕິຂອງຜູ້ໃຫ້ບໍລິການ. ນອກນ້ີ ພວກເຮົາຍັງພົບຈຸດອ່ອນ ທ່ີສໍາຄັນ 

ໃນດ້ານທັກສະການສ່ືສານ ສໍາລັບ ການໃຫ້ສູຂະສຶກສາ ແລະ ການໃຫ້ຄໍາປຶກສາດ້ານສຸຂະພາບ 

ແກ່ແມ່ຍິງຖືພາ ແລະ ສະມາຊິກ ໃນຄອບຄົວ ຂອງຜູ້ໃຫ້ບໍລິການ. ສໍາລັບ ການວິເຄາະຂ້ໍມູນ 

ຈາກຜູ້ຮັບບໍລິການພົບວ່າ: ຜູ້ໃຫ້ບໍລິການຄວນ ປັບປຸງໂດຍເນ້ັນໃສ່ບັນຫາດ້ານການປະພຶດ, 

ທັດສະນະຄະຕິ, ແລະ ການສ່ືສານ ຂອງຜູ້ ໃຫ້ບໍລິການ, ແລະ ການຂາດ ຄວາມເປັນສ່ວນຕົວ. 

ທັງສອງຝ່າຍຍັງໄດ້ສະເໜີ ແນວທາງແກ້ໄຂ ບັນຫາ ເຊ່ັນ: ການຈັດໃຫ້ມີການຝຶກອົບຮົມ, 

ການໃຫ້ມີເອກະສານທ່ີມີປະສິດທິພາບປະກອບໃນເວລາໃຫ້ຄໍາປຶກສາ ຫຼາຍຂ້ຶນ, 

ການມີລາງວັນໃຫ້ຜູ້ທ່ີເປັນຕົວແບບ ທ່ີດີ, ແລະ ການສ້າງລະບົບການຕໍານິຕິຊົມໃຫ້ດີຂ້ືນຕ່ືມ.  

 

ໃນຂະນະສັງເກດການມາຝາກທ້ອງຂອງຜູ້ເປັນແມ່, ພວກເຮົາພົບວ່າ 

ລະດັບການປະຕິບັດຂອງຜູ້ໃຫ້ບໍລິການ ແມ່ນ 

ສອດຄ່ອງກັບຜົນໄດ້ຮັບຈາກການສຶກສາຕາມທ່ີໄດ້ກ່າວມາຂ້າງເທິງນ້ັນ. ໂດຍລວມແລ້ວ, 

ການປະຕິບັດຝາກທ້ອງຂອງ ພະນັກງານແພດຜູ້ໃຫ້ບໍລິການ ແມ່ນຍັງບ່ໍທັນໄດ້ດີເທ່ົາທ່ີຄວນ 

ທັງໃນຕົວເມືອງ ແລະ ຊົນນະບົດ. ການສັງເກດ ຊ້ີໃຫ້ເຫັນວ່າ: 

ການສະໜອງຂ້ໍມູນກ່ຽວກັບສັນຍານອັນຕະລາຍ ໃນເວລາຖືພາ, ໂພຊະນາການ, ການລ້ຽງລູກ 

ດ້ວຍນົມແມ່, ແລະ ການເສີມທາດເຫັຼກ ແມ່ນຍັງບ່ໍພຽງພໍ. ໂດຍທ່ົວໄປແລ້ວ, 

ທັກສະການສ່ືສານ, ພຶດຕິກໍາ ແລະ ທັດສະນະຄະຕິ ຂອງຜູ້ໃຫ້ບໍລິການສຸຂະພາບ 

ແມ່ນຍັງເຮັດບ່ໍໄດ້ດີເທ່ົາທີຄວນ. ໜ້ອຍກວ່າໜ່ຶງສ່ວນສ່ີ ຂອງແມ່ຍິງຖືພາ ທ່ີມາຝາກທ້ອງ 
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ໄດ້ຮັບການ ປະຕິບັດຈາກຜູ້ໃຫ້ບໍລິການ ດ້ວຍຄວາມເມດຕາ ແລະ ຄວາມເຄົາລົບ. 

ຈາກການສັງເກດ ຍັງເຫັນວ່າ: ຜູ້ໃຫ້ບໍລິການໄດ້ຄໍານຶງເຖິງ ຄວາມເປັນສ່ວນຕົວ 

ໃນເວລາໃຫ້ການຝາກທ້ອງພຽງ 4% ເທ່ົານ້ັນ. ຫນ້ອຍ ກ່ວາ 10% ຂອງຜູ້ໃຫ້ບໍລິການ 

ໄດ້ນໍາໃຊ້ຂ້ໍມູນທ່ີມີຢູ່ໃນເອກະສານ ໃນໄລຍະໃຫ້ບໍລິການ ຝາກທ້ອງ. ໄລຍະເວລາທາງ 

ດ້ານປະສົບການ ເຮັດວຽກຂອງຜູ້ໃຫ້ບໍລິການສຸຂະພາບ ແມ່ນມີຄວາມສໍາພັນ 

ທາງບວກກັບຄະແນນການປະຕິບັດ ສໍາລັບການຝາກທ້ອງຂອງພວກເຂົາ.  

 

ໄດ້ທໍາການສັງເກດແມ່ຍິງຖືພາ 154 ຄົນ ທ່ີມາຝາກທ້ອງ 

ໃນຂະນະແພດໝໍເຮັດການປະຕິບັດຝາກທ້ອງ ແລະ ຂ້ໍມູນຈາກການສັງເກດກ່ໍໄດ້ນໍາມາວີເຄາະ. 

ໂດຍລວມ ການປະຕິບັດຝາກທ້ອງ ຂອງຜູ້ໃຫ້ບໍລິການ ແມ່ນຍັງບ່ໍທັນໄດ້ດີ 

ທັງໃນໄລຍະສັງເກດແບບເປີດເຜີຍ ແລະ ແບບປິດລັບ, ແຕ່ເວລາສັງເກດແບບປິດລັບ 

ຄະແນນສໍາລັບລາຍການ ປະຕິບັດສ່ວນໃຫຍ່ ແມ່ນຍ່ິງຕ່ໍາ, ດ່ັງນ້ັນ, ມັນສະທ້ອນໃຫ້ເຫັນວ່າ, 

ພະນັກງານ ແພດຜູ້ໃຫ້ບໍລິການຮູ້ວິທີການ ປະຕິບັດທ່ີດີ, ແຕ່ເຂົາເຈ້ົາຈະປະຕິບັດໃຫ້ດີ 

ໃນເວລາທ່ີພວກເຂົາ ຮູ້ຕົວວ່າ ຖືກສັງເກດເທ່ົານ້ັນ. ໂດຍສະເພາະ ແມ່ນການໃຫ້ຂ້ໍມູນ ກ່ຽວກັບ 

ການສ່ົງເສີມ ສຸຂະພາບແມ່ນຍັງບ່ໍພຽງພໍ ທັງດ້ານປະລິມານ ແລະ ຄຸນນະພາບ. 

ໜ້ອຍກວ່າໜ່ຶງສ່ວນສ່ີ ຂອງແມ່ຍິງຖືພາ ຖືກແນະນໍາ ໃຫ້ກິນ 

ອາຫານທ່ີຫລາກຫລາຍໃນເວລາຖືພາ, ແລະ ບ່ໍມີຜູ້ໃຫ້ ບໍລິການສຸຂະພາບຈັກຄົນເລີຍ 

ໄດ້ໃຫ້ຄໍາປຶກສາ ແກ່ແມ່ຍິງທ່ີມາຝາກທ້ອງ; ຕ່ໍາກ່ວາ 10% ທ່ີໄດ້ນໍາໃຊ້ອຸປະກອນ ທ່ີມີຢູ່ໃນເວລາ 

ໃຫ້ຂ້ໍມູນ. ທັກສະການ ສ່ືສານ, ພຶດຕິກໍາ ແລະ ທັດສະນະຄະຕິ ຂອງຜູ້ໃຫ້ບໍລິການດ້ານສຸຂະພາບ 

ແມ່ນຍັງທັນບ່ໍມີຄຸນນະພາບສູງ.  ໜ້ອຍກວ່າໜ່ຶງສ່ວນສ່ີ ຂອງແມ່ຍິງຖືພາ 

ທ່ີໄດ້ຮັບການປະຕິບັດ ຈາກຜູ້ໃຫ້ບໍລິການ ດ້ວຍຄວາມເມດຕາ ແລະ ຄວາມເຄົາລົບ.  

 

ຄວາມສະຫຼາດຮອບຮູ້ຂອງແມ່ດ້ານສຸຂະພາບ ແລະ ປັດໃຈທ່ີມີອິດທິພົນ  

 

ໂດຍລວມແລ້ວ, ຄວາມສະຫຼາດຮອບຮູ້ດ້ານສຸຂະພາບຂອງແມ່ຍິງລາວແມ່ນຍັງຕ່ໍາຫຼາຍ 

ທັງໃນຕົວເມືອງ ແລະ ຊົນນະບົດ, ແຕ່ວ່າຄະແນນໃນເຂດຕົວເມືອງແມ່ນສູງກວ່າ. 

ໜ່ຶງສ່ວນສາມຂອງແມ່ ມີຄວາມຫຍູ້ງຍາກ ໃນການ ເຂ້ົາເຖິງຂ້ໍມູນຂ່າວສານ, ເຂ້ົາໃຈຂ້ໍມູນ, 

ປະເມີນຜົນຂ້ໍມູນ, ແລະ ນໍາໃຊ້ຂ້ໍມູນ ທ່ີກ່ຽວຂ້ອງກັບ ສູຂະພາບຂອງແມ່ ແລະ ລູກ. 

ແຫ່ຼງຂ້ໍມູນຫັຼກຂອງແມ່ ກ່ຽວກັບ ສຸຂະພາບແມ່ ແລະ ເດັກ (MCH) 
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ແມ່ນພະນັກງານແພດຜູ້ໃຫ້ບໍລິການ, ແຕ່ປະກົດວ່າຜູ້ໃຫ້ບໍລິການກ່ໍບ່ໍໄດ້ໃຫ້ຂ້ໍມູນຢ່າງຖືກ 

ຕ້ອງພຽງພໍ. ຂ້ໍມູນດ້ານເສດຖະກິດ-ສັງຄົມ ແລະ ການປະຕິບັດ ທ່ີສໍາຄັນຕ້ົນຕໍຂອງແມ່ 

ແມ່ນພົວພັນກັບ ລະດັບ ຄວາມສະຫຼາດຮອບຮູ້ດ້ານສຸຂະພາບຂອງແມ່ (MHL) ໂດຍສະເພາະ 

ແມ່ນ ລາຍຮັບຂອງແມ່ເອງ, ການໄປຝາກທ້ອງ, ແລະ ທ່ີຢູ່ອາໃສ ຖືເປັນຕົວກໍານົດຕັດສິນ. 

 

ປັດໃຈທ່ີມີອິດທິພົນຕ່ໍ ການໄປຝາກທ້ອງ (ANC) ຄົບຕາມຈໍານວນຄ້ັງທ່ີແນະນໍາ  

 

ເວລາທ່ີພວກເຮົາສໍາພາດແມ່ ຜູ້ທ່ີໄດ້ຮັບການຝາກທ້ອງຢ່າງພຽງພໍຕາມຈໍານວນທ່ີແນະນໍາ, 

ຜູ້ຕອບການສໍາພາດໄດ້ລາຍ ງານວ່າ ພວກເຂົາດູແລຕົນເອງເປັນພິເສດໃນເວລາຖືພາ. 

ພວກເຂົາໄດ້ຮັບຮູ້ ຢ່າງຈະແຈ້ງ ເຖິງຜົນປະໂຫຍດ ຂອງການຝາກທ້ອງ ເຊ່ິງເຮັດໃຫ້ພວກເຂົາ 

ມີຄວາມໝ້ັນໃຈ ແລະ ຮູ້ເຖິງການ ຫຸຼດຜ່ອນຄວາມສ່ຽງອັນບ່ໍດີທ່ີອາດ ຈະເກີດຂ້ືນ. 

ສະມາຊິກໃນຄອບຄົວ, ໂດຍສະເພາະແມ່ນ ສາມີ, ມີບົດບາດສໍາຄັນໃນການຕັດສິນໃຈໄປນໍາໃຊ້ 

ANC ໃນເມ່ືອພວກເຂົາຮູ້ເຖິງ ຜົນປະໂຫຍດ ຂອງ ການຝາກ ທ້ອງ. ໝູ່ເພ່ືອນ ແລະ ເພ່ືອນບ້ານ 

ແມ່ນແຫ່ຼງຂ້ໍມູນນ່ືງທ່ີສໍາຄັນ ສໍາລັບ ແມ່. ຄຸນະພາບ ຂອງ ANC ແລະ ແຮງຈູງໃຈ ເຊ່ັນ 

ປ້ືມຂ້ໍມູນນ້ອຍ, ສະບູ່ ແລະ ມຸ້ງກັນຍຸງ ແມ່ນມີອິດທິພົນ ຕ່ໍການນໍາໃຊ້ ANC ຂອງແມ່ຍິງ. 

 

ຂ້ໍສະເໜີແນະ  
 

ຜົນໄດ້ຮັບຈາກການຄ້ົນຄວ້າຄ້ັງນ້ີ ໄດ້ໃຫ້ຄໍາແນະນໍາຈໍານວນໜ່ຶງ ສໍາລັບ ການປະຕິບັດ ແລະ  

ການຄ້ົນ ຄ້ວາໃນຕ່ໍໜ້າ ຄື: 

 

 ຄວາມອາດສາມາດຂອງພະນັກງານ 

 

ທັກສະທາງດ້ານຄີຼນິກ: ການຝຶກອົບຮົມທັກສະທາງດ້ານຄລີນິກ ຄວນຈັດຂ້ືນຢ່າງໜ້ອຍປີລະຄ້ັງ 

ໃຫ້ແກ່ ຜູ້ໃຫ້ບໍລິການ ສຸຂະພາບທ່ີກໍາລັງເຮັດວຽກຢູ່ສະຖານທ່ີບໍລິການຮັກສາສຸຂະພາບ, 

ເຊ່ິງແມ່ນ ກະຊວງສາທາ ລະນະສຸກ (MOH) ເປັນຜູ້ຮັບຜິດຊອບຈັດຂ້ຶນ. 

 

ຂ້ໍມູນການໃຫ້ຄໍາປຶກສາ ແລະ ການປ້ອງກັນສຸຂະພາບ: ການຝຶກອົບຮົມ ກ່ຽວກັບ ການໃຫ້ສຸຂະສຶກສາ 

ແລະ ການໃຫ້ຄໍາປຶກສາດ້ານສຸຂະພາບ ຄວນຈັດເປັນປົກກະຕິ 
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ໃຫ້ແກ່ຜູ້ບໍລິການສຸຂະພາບທ່ີກໍາລັງ ເຮັດວຽກຢູ່ສະຖານທ່ີ ບໍລິການສຸຂະພາບ 

ຢ່າງໜ້ອຍປີລະຄ້ັງ. ວິທີການໃຫ້ຄໍາປຶກສາ ຄວນເອົາເຂ້ົາໃນ ຫລັກສູດການຮຽນ-ການສອນ 

ຂອງໂຮງຮຽນແພດ. ດ່ັງນ້ັນ, ກະຊວງສາທາລະນະສຸກ (MOH), ຄູ່ຮ່ວມພັດທະນາ ແລະ 

ມະຫາວິທະຍາໄລ ວິທະຍາສາດສຸຂະພາບ (UHS) ສາມາດເຮັດວຽກຮ່ວມກັນ 

ເພ່ືອປັບປຸງສ່ິງເຫ່ົຼານ້ີ. 

 

ທັກສະການສ່ືສານ: ການຝຶກອົບຮົມທັງຢູ່ໃນສະຖານທ່ີການບໍລິການ ແລະ 

ການຝຶກອົບຮົມກ່ອນການ ອອກໄປເຮັດ ວຽກໃຫ້ບໍລິການ ແມ່ນມີຄວາມຈໍາເປັນ ໃນ ສປປ 

ລາວ. ການຝຶກອົບຮົມທັກສະການ ສ່ືສານ ຢູ່ໃນສະຖານທ່ີບໍລິການ ເຊ່ິງເປັນການສຶກສາຕ່ໍເນ່ືອງ 

ຄວນຈັດໃຫ້ແກ່ຜູ້ໃຫ້ບໍລິການສຸຂະພາບ ທ່ີກໍາລັງເຮັດວຽກຢູ່ສະຖານທ່ີບໍລິການສຸຂະພາບ 

ຢ່າງໜ້ອຍປີລະຄ້ັງ. ການຝຶກອົບຮົມກ່ອນການ ອອກໄປ ເຮັດວຽກໃຫ້ບໍລິການ ຄວນເອົາເຂ້ົາໃນ 

ຫລັກສູດການຮຽນ-ການສອນ ຂອງໂຮງຮຽນແພດ. ກະຊວງ ສາທາລະນະສຸກ (MOH), 

ຄູ່ຮ່ວມພັດທະນາ ແລະ ມະຫາວິທະຍາໄລ ວິທະຍາສາດສຸຂະພາບ (UHS) 

ສາມາດເຮັດວຽກຮ່ວມກັນ ເພ່ືອປັບປຸງສ່ິງເຫ່ົຼານ້ີ. ການຈັດຫາຕົວແບບທ່ີດີ ສາມາດ 

ປັບປຸງພຶດຕິກໍາ ແລະ ທັດສະນະຄະຕິ ຂອງຜູ້ໃຫ້ບໍລິການດ້ານສຸຂະພາບ. UHS 

ສາມາດຊ່ວຍໃນການຄັດເລືອກ ຜູ້ທ່ີບົດບາດ ທ່ີເປັນຕົວແບບທ່ີດີ ແລະ 
ດໍາເນີນການສຶກສາແບບແຊກແຊງ ເພ່ືອໄຈ້ເແຍກຫາຕົວແບບ ທ່ີມີປະສິດ 

ຕິຜົນຢ່າງເປັນລະບົບດີ. 

 

ຈັນຍາທໍາແພດທ່ີກ່ຽວກັບພຶດຕິກໍາ: ການຝຶກອົບຮົມດ້ານຈັນຍາທໍາທາງການແພດ 

ກ່ອນການອອກເຮັດວຽກໃຫ້ບໍລິ ການສຸຂະພາບ ແມ່ນມີຄວາມຈໍາເປັນຢ່າງຍ່ິງ  

ເພ່ືອປັບປຸງການເຮັດວຽກ ຂອງຜູ້ໃຫ້ ບໍລິການສຸຂະພາບມີຈັນຍາທໍາ. 

ການຝຶກອົບຮົມດ້ານຈັນຍາທໍາທາງການແພດ ຄວນໄດ້ຈັດຂ້ືນ ຢ່າງໜ້ອຍ 

ປີລະຄ້ັງໃຫ້ແກ່ຜູ້ໃຫ້ບໍລິການສຸຂະພາບ ທ່ີກໍາລັງເຮັດວຽກຢູ່ສະຖານທ່ີໃຫ້ບໍລິການສຸຂະພາບ. 

ມະຫາວິທະ ຍາໄລ ວິທະຍາສາດສຸຂະພາບ (UHS) ສາມາດຊ່ວຍ ໃນການຝຶກອົບຮົມ 

ດ້ານຈັນຍາທໍາທາງການແພດ ແລະ ການປະຕິບັດພຶດຕິກໍາທ່ີຖືກຕ້ອງ ຂອງພະນັກງານ 

ສາທາລະນະສຸກ ທັງກ່ອນການອອກໄປເຮັດວຽກ ໃຫ້ບໍລິການ ແລະ ໃນໄລຍະກໍາລັງ 

ເຮັດວຽກໃນສະຖານທ່ີບໍລິການ. 
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 ສ່ິງທ່ີກ່ຽວຂ້ອງກັບບໍລິການ/ກ່ຽວກັບການຈັດຕ້ັງ  

 

ຈໍານວນພະນັກງານທ່ີມີຄຸນວຸດທິ: ການເພ່ີມຈໍານວນພະນັກງານທ່ີມີຄຸນວຸດທິ 

ໂດຍຜ່ານການຝຶກອົບຮົມພະນັກງານ ໃໝ່ ແມ່ນອີງຕາມຄວາມຕ້ອງການຂອງປະເທດ 

ທ່ີກະຊວງສາທາລະນະສຸກ (MOH) ໄດ້ຄາດຄະເນໄວ້ ແລະ 

ໃຫ້ແຮງຈູງໃຈໃນການເຮັດວຽກຮັກສາສຸຂະພາບ ເພ່ືອຮັກສາພະນັກງານ ທ່ີມີຄຸນວຸດທິ ແລະ 

ມີປະສົບການຢູ່ເຮັດວຽກ ບໍລິການຝາກທ້ອງຕ່ໍໄປ. 

 

ເງ່ືອນໄຂການເຮັດວຽກ: ນະໂຍບາຍໃໝ່ ໃນການສະໜອງແຮງຈູງໃຈ ຄວນໄດ້ຮັບການພິຈາລະນາ 

ເພ່ືອກະຕຸ້ນ ຜູ້ໃຫ້ບໍລິການສຸຂະພາບ ເຮັດວຽກຂອງເຂົາເຈ້ົາໄດ້ດີ ແລະ 
ຮັກສາພວກເຂົາໄວ້ເຮັດວຽກ ຢູ່ບ່ອນ ບໍລິການຝາກທ້ອງ ແລະ 

ຂະແໜງການອ່ືນໆທ່ີມີຄ່າຕອບແທນໜ້ອຍ. ການບໍລິຫານເວລາແມ່ນມີຄວາມ 

ສໍາຄັນທ່ີຈະຫຸຼດຜ່ອນ ຫລື ກະຈາຍພາລະວຽກທ່ີໜັກໜ່ວງ ເຊ່ັນຕົວຢ່າງ: 

ການນັດຫມາຍກັບລູກຄ້າເພ່ືອມາຝາກທ້ອງຄ້ັງຕ່ໍໄປກ່ອນທ່ີພວກເຂົາ 

ຈະອອກຈາກຄລີນິກຝາກທ້ອງແຕ່ລະຄ້ັງ. ການຊຸກຍູ້ ແລະ ຕິດຕາມ ຢ່າງເປັນປົກກະຕິ ແມ່ນ 

ຈໍາເປັນຕ້ອງໄດ້ຈັດຕ້ັງ ໃຫ້ມີຂ້ືນຢູ່ທຸກລະດັບ ຂອງສະຖານທ່ີລໍລິການສຸຂະພາບ ຂອງລັດ, 

ໂດຍສະເພາະແມ່ນການໃຫ້ບໍລິການຝາກທ້ອງ ໂດຍນໍາໃຊ້ເຄ່ືອງມື ສໍາລັບ ການຊຸກຍູ້ ຂອງ 

WHO. ກະຊວງສາທາລະນະສຸກ, ໂດຍສະເພາະແມ່ນກົມປ່ິນປົວ ແລະ ຟ້ືນຟູໜ້າທ່ີການ 

ສາມາດເຮັດວຽກຮ່ວມກັບຜູ້ອໍານວຍການໂຮງໝໍເພ່ືອສະໜັບສະໜູນ ແລະ ຝຶກອົບຮົມ 

ຜູ້ໃຫ້ບໍລິຫານ ຈັດການ ດາ◌້ນ ສຸຂະພາບ ກ່ຽວກັບ ວຽກງານການຊຸກຍູ້ 

ຢູ່ສະຖານທ່ີບໍລິຫານສຸຂະພາບ ຂອງລັດທຸກໆແຫ່ງ. ລະບົບຄໍາ ຕິຊົມຄວນເຂ້ົາເຖິງໄດ້, ມີພຽງພໍ 

ແລະ ມີປະສິດທິຜົນ. ການສຶກສາແບບແຊກແຊງໃນຕ່ໍໜ້າຄວນ ພິຈາລະນາ ເພ່ືອຊອກຫາ 

ລະບົບຄໍາຕິຊົມທ່ີມີປະສິດທິຜົນ ໃນສະຖານທ່ີບໍລິການສຸຂະພາບ ລະດັບຕ່າງໆ. 

 

ສ່ິງອໍານວຍຄວາມສະດວກ (ຊັບພະຍາກອນທ່ີຈໍາເປັນ): ຄ່◌ູມຶທ່ີເປັນມາດຕະຖານແຫ່ງຊາດ ແລະ 

ເອກະສານ IEC ທ່ີມີປະສິດຕິຜົນ ຄວນໄດ້ຮັບການພັດທະນາ ແລະ ມີພຽງພໍ 

ເພ່ືອສະໜັບສະໜູນ ພະນັກງານແພດຜູ້ທ່ີໃຫ້ການບໍລິການ ANC ໃນທຸກລະດັບ ທ່ົວປະເທດ 

ໄດ້ນໍາໃຊ້ ຄູ່ມືທ່ີມີມາດຕະຖານ ຕະຫຼອດ. ການສ້າງສະຖານທ່ີ / ຫ້ອງສ່ວນຕົວ 

ຄວນໄດ້ຮັບການພິຈາລະນາ ແລະ ຈັດຕ້ັງປະຕິບັດຢູ່ໃນສະຖານທ່ີບໍລິການສຸຂະພາບ, ແລະ 
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ຈະນໍາໃຊ້ ສໍາລັບ ການກວດກາຮ່າງກາຍໃຫ້ມີສ່ວນຕົວ ແລະ ສໍາລັບ ການໃຫ້ຄໍາປຶກສາ. ດ່ັງນ້ັນ, 

ກະຊວງສາທາລະນະສຸກ (MOH) ແລະ ຄູ່ຮ່ວມພັດທະນາ ແມ່ນຜູ້ 

ສໍາຄັນທ່ີຈະຮັບຜິດຊອບຕ່ໍການປັບປຸງສ່ິງເຫ່ົຼານ້ີ. 

 

 ທິດທາງໃນການຄ້ົນຄ້ວາໃນຕ່ໍໜ້າ 
 

ການຄ້ົນຄ້ວາຄ້ັງຕ່ໍໄປ ຈະເປັນປະໂຫຍດ ໃນການໃຫ້ຫັຼກຖານເພ່ີມເຕີມ ກ່ຽວກັບ ຄຸນນະພາບ 

ແລະ ການນໍາໃຊ້ບໍລິການ ຝາກທ້ອງ ໃນ ສປປ ລາວ. ຍົກຕົວຢ່າງ, ໃຫ້ເຮັດການສຶກສາ 

ທ່ີຄ້າຍຄືກັນກັບ ການສຶກສາທ່ີລາຍງານຢູ່ທ່ີນ້ີ, ແຕ່ໃຫ້ ຈັດຕ້ັງປະຕິບັດຢູ່ພາກອ່ືນໆ ຂອງປະເທດ 

ຖືວ່າມີຄວາມຈໍາເປັນ, ຂະຫຍາຍການນໍາໃຊ້ການສັງເກດແບບປິດລັບ ແລະ 

ແນະນໍາການບັນທຶກວິດີໂອ 

ເພ່ືອປະເມີນຄຸນນະພາບການໃຫ້ຄໍາປືກສາໃນເວລາບໍລິການຝາກທ້ອງ (ແລະ ໃນຂົງເຂດ ອ່ືນໆ 

ບ່ອນທ່ີມີຄວາມສໍາຄັນດ້ານການສ່ືສານຢ່າງຈໍາເປັນ); ແມ່ນແນະນໍາໃຫ້ເຮັດການສຶກສາ 

ແບບແຊກແຊງ ກ່ຽວກັບ ການສ່ືສານທ່ີມີ ປະສິດຕິຜົນ ເພ່ືອແນໃສ່ປັບປຸງທັກສະການສ່ືສານ 

ແລະ ຄວາມສໍາເລັດຂອງການຝຶກອົບຮົມ ຜູ້ໃຫ້ບໍລິການຝາກທ້ອງ.  

 

ນໍາໃຊ້ວິທີການແບບໃໝ່ ເຊ່ັນການໃຫ້ລາງວັນຜູ້ທ່ີເປັນຕົວແບບທ່ີດີ ແລະ 
ການສ້າງຄວາມເຂ້ັມແຂງໃນ ລະບົບການໃຫ້ 

ຄໍາຕິຊົມຕ້ອງໄດ້ເຮັດການທົດລອງໂດຍຜ່ານການຄ້ົນຄວ້າໃນພາກສະໜາມ, ເຊ່ັນດຽວກັບ 

ການປັບປຸງອຸປະກອນ ສໍາລັບ ການໃຫ້ສຸຂະສຶກສາສຸຂະພາບ. 

ການສຶກສາເຫ່ົຼານ້ີຄວນມີສ່ວນຮ່ວມຈາກຫຼາຍພາກສ່ວນລວມທັງແມ່, ໂດຍສະ 

ເພາະແມ່ທ່ີປະຕິບັດໄດ້ດີໃນການໄປຝາກທ້ອງ, ເຊ່ິງເປັນຜູ້ທ່ີສາມາດ 

ຊ່ວຍພັດທະນາຂ້ໍຄວາມໃນການສ່ົງຄວາມຮູ້ໃຫ້ ແກ່ແມ່ຜູ້ທ່ີຍັງບ່ໍທັນໄດ້ນໍາໃຊ້ ANC 

ຕາມທ່ີຄາດໄວ້. 

 

ຂ້ໍສະຫຸຼບ 
ໃນຊຸມປີຜ່ານມານ້ີ, ຈໍານວນການໃຫ້ບໍລິການຝາກທ້ອງ ຂອງລັດ ໃນ ສປປ ລາວ ໄດ້ເພ່ີມຂ້ືນ, 

ແຕ່ວ່າຄຸນ ນະພາບ ຂອງການໃຫ້ບໍລິການ ANC ແມ່ນຍັງບ່ໍທັນດີເທ່ົາທ່ີຄວນ ທັງໃນຕົວເມືອງ 

ແລະ ຊົນນະບົດ. ທັກສະການສ່ືສານ, ພຶດຕິກໍາ ແລະ ທັດສະນະຄະຕິ ຂອງແພດໝໍ 

ທ່ີບ່ໍເໝາະສົມ ຄວນໄດ້ຮັບການ ປັບປຸງແກ້ໄຂ ແລະ ເອົາໃຈໃສ່ເປັນພິເສດ. 
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ການສັງເກດແບບປິດລັບ (Covert) ໄດ້ສະແດງໃຫ້ເຫັນ ຄວາມຈິງ ທ່ີເປັນຈຸດອ່ອນຫລາຍຢ່າງ 

ເຊ່ິງຈະຕ້ອງເອົາໃສ່ໃຈຫລາຍຂ້ືນ ເມ່ືອທຽບ ໃສ່ການສັງເກດ ແບບເປີດເຜີຍ. 

ຄວາມສະຫຼາດຮອບຮູ້ຂອງແມ່ ກ່ຽວກັບ ສຸຂະພາບຂອງແມ່ ແລະ ເດັກ ແມ່ນຍັງຕ່ໍາ 

ທັງຢູ່ໃນຕົວເມືອງ ແລະ ຊົນນະບົດ,ຄຸນລັກສະນະດ້ານສັງຄົມ-ປະຊາກອນສາດ ແລະ 

ການປະຕິບັດທ່ີສໍາຄັນຂອງແມ່ ເປັນປັດໃຈທ່ີເປັນອີດທິພົນຕ່ໍບັນຫາດ່ັງກ່າວ. ປັດໃຈ 

ທ່ີມີອິດທິພົນຕ່ໍ ການນໍາໃຊ້ ANC ປະກອບມີ ຄວາມເພ່ິງພໍໃຈຂອງລູກຄ້າ, 

ຄວາມຮັບຮູ້ໃນແງ່ດີຂອງແມ່, ການສະໜັບ ສະໜູນຂອງ ຄອບຄົວ, 

ການຊ່ວຍເຫືຼອຈາກໝູ່ເພ່ືອນ ແລະ ເພ່ືອນບ້ານ, ແລະ ການໂຄສະນາຊຸມຊົນ ແລະ 

ອາສາສະໝັກດ້ານສຸຂະພາບ ຖືເປັນແຫ່ຼງຂ້ໍມູນທ່ີສໍາຄັນ. ອົງປະກອບຄຸນນະພາບຂອງ ANC 

ສ່ວນໃຫຍ່ ແມ່ນຕ້ອງ ໄດ້ຮັບການປັບປຸງຕ່ືມ, ໂດຍສະເພາະ 

ແມ່ນຄວາມສາມາດຂອງພະນັກງານທາງດ້ານທັກສະທາງ ຄີຼນິກ, ການໃຫ້ຂ້ໍມູນ ທ່ີພຽງພໍ ແລະ 

ນໍາໃຊ້ວີທີການສ່ືສານທ່ີມີປະສິດທິພາບ, ພ້ອມທັງການປັບປຸງ ການຈັດຕ້ັງບ່ອນເຮັດວຽກ 

ໂດຍການລົງ ທືນໃສ່ ການສ້າງເງ່ືອນໄຂຕ່ໍການເຮັດວຽກ ແລະ ຊັບພະຍາກອນ ອ່ືນໆທ່ີຈໍາເປັນ. 

ຜົນຈາກການຄ້ົນຄວ້າທັງໝົດນ້ີ ລວມທັງຜົນການວິໄຈໃນອະນາຄົດ ຈະເປັນຂ້ໍມູນພຽງພໍ 

ເພ່ືອພັດທະນານະໂຍບາຍດ້ານການບໍລິການສຸຂະພາບແມ່ ແລະ ເດັກ ໃຫ້ດີຂ້ືນກວ່າເກ່ົາ 

ໃນອະນາຄົດ. 
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