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Kai Spratt

guyen Thi Ahn first learned about the Women’s
N Counseling Center for Health three years ago. She had
come to the Duc Giang General Hospital (DGGH) hospital
for treatment of her arm, which she feared her husband had
broken during a beating. She had suffered verbal and physical
abuse from her husband and, at times, from her mother-in-law,
for almost 20 years; both had threatened to throw her out of the
house and keep her from her children. Though she worked hard
to earn more money and tried to be a good wife and homemaker,
her husband and mother-in-law continued to insult or beat her.
She felt hopeless and depressed.

She was very surprised when the nurse asked whether the injury
might be due to abuse at home, but she answered shyly that yes, her
husband had done it. A short time later, the nurse accompanied her
to a quiet room on the third floor called the “Women’s Counseling
Center for Health,” where a counselor politely asked about her arm
and what was happening at home. For the first time ever, Thi talked
about her problems without being blamed. The counselor said she was
experiencing “gender-based violence,” which was illegal and which
she did not have to tolerate. They talked about her alternatives—she
felt she did not have the option of leaving her husband, and she could
not bear the thought of leaving her children. Thi went home with the
counselor’s phone number. A week later, she called back and made
another appointment. With the counselor, she made a plan to be

safe if her husband and mother-in-law abused her again. Over time,
she returned every few months for further counseling. The Women'’s
Counseling Center for Health had become her lifeline.

This publication was produced by the AIDS Support and Technical Assistance Resources
(AIDSTAR-One) Project, Sector |,Task Order |I.
USAID Contract # GHH-1-00-07-00059-00, funded January 31, 2008.

Disclaimer: The author’s views expressed in this publication do not necessarily reflect the views of the United States

Agency for International Development or the United States Government.




The women’s counseling center, which provides
women with a safe space to discuss the violence in
their lives, is a central part of the Improving Health
Care Response to Gender-based Violence project.
The project, implemented from 2002 to 2009 in two
Hanoi hospitals by the Hanoi Department of Health
and the Population Council, is an example of a
public sector intervention that builds on a medical
model and links survivors to ongoing counseling
and support. Based on findings from the pilot
project, the Vietnamese Government has approved
the scale-up of this model to primary care hospitals
throughout the country.

Background

Gender-based violence (GBV) is under-reported
and under-researched in Vietnam (Gardsbane et

al. 2010). Several small-scale studies revealed that
the prevalence of GBV in Vietnam ranges widely
from 16 to 37 percent for physical violence, and 19
to 55 percent for emotional violence, while sexual
violence and sexual harassment are rarely reported
(Jonzon et al. 2007; Nguyen 2006; Vu et al. 1999).
A 2006 national survey with 9,300 households
reported that in the preceding 12 months, 21.2
percent of families had reported at least one of the
three forms of violence (physical, verbal, coerced
sex); husbands were the most frequent perpetrators
(Huong 2008). In everyday life, verbal abuse,
slapping, and coerced or forced sex are often not
considered violence in Vietnam (United Nations
Population Fund [UNFPA] 2007).

Cultural norms (some might argue based on
Confucian philosophy) position Viethamese women
as subservient to their father, husband, or eldest
son (after the husband’s death). It is acceptable

for a man to use violence to “teach his wife” if he
deems she has made a mistake, though wives
cannot similarly punish a husband’s mistake. There
is shame and secrecy associated with GBV, which
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“When | began to work on this proj-
ect | thought doctors’ responsibility
was just to cure disease, but now
I realize that as human beings we
cannot refuse to help women; many
women are in difficult situations.
I definitely needed the training to
help increase my communication
skills with my colleagues and | be-
came involved in many other activ-
ities...l also supported a colleague
experiencing gender-based vio-
lence; she left her abusive husband,
has remarried and is very happy
now.”

—Doctor, Hanoi Department of

Health Services

is viewed as a private family issue and is explained
as resulting from poverty, alcohol or drug abuse, or
stress among family members.

Communities are not well equipped to address or
change attitudes about GBV. When conflicts occur
in families or between neighbors, they are often
brought to Reconciliation Committees,' government-
mandated bodies whose members are drawn from
local communes,? and mass organizations such as
the Women’s Union, Students’ Union, and Farmers’
Union. Members are generally not trained on
general counseling skills, GBV, or legal rights and
laws. Women or men experiencing GBV may seek
divorce under the Marriage and Family Law, but

" These committees were formalized through the Ordinance on the
Organization and Activities of Reconciliation at the Grassroots Level
(Socialist Republic of Vietnam 1998).

2 An administrative unit below the district level.



reconciliation is the culturally preferred and legally
required solution; divorce is sought only when
violence is intolerable (UNFPA 2007).

GBYV and HIV: The link between GBV and HIV

is not well documented in Vietnam, and women
seeking services for GBV-related injuries or
illnesses are rarely offered HIV testing. Women who
request HIV testing, prevention of mother-to-child
HIV transmission services, antiretroviral therapy,

or care and support services at U.S. Government-
funded programs are not routinely screened for
GBV.

Until now, the risk of HIV for women has not been
perceived as a priority. Vietnam’s HIV epidemic is
concentrated in most-at-risk populations, especially
among people who inject drugs and sex workers.
The 2009 national estimation and projection report
for 2007-2012 showed that HIV prevalence among
the general adult population (15 to 49 years of

age) is expected to reach 0.31 percent during this
period, stabilize at 30 percent among people who
inject drugs, and increase to 9.7 percent among sex
workers, remaining highest in urban centers. During
this period, the ratio of infected men compared

to infected women is expected to decrease to

2.6:1 as a result of increased transmission from
infected men to their wives and regular sex partners
(Ministry of Health 2009). Given the link between
GBV and HIV risk in other countries, it is prudent for
Vietnam to integrate HIV testing into GBV services
and GBV screening into all HIV services.

Policy Environment

The 1959 Vietnam Constitution endorses equality
between men and women in all aspects of political,
economic, cultural, social, and family life. Adopted
in November 2006, the Gender Equality Law
promotes gender equality in all areas of social

and family life, and mandates that all agencies,
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organizations, families, and individuals support
equality, reject discrimination, and provide
oversight, investigation, and response to violations
of gender equality. This law targets several issues,
from wage disparities between men and women

to gender-based discrimination. Some provisions
address GBV, physical damages, psychological
counseling, and protection of legitimate rights. The
law includes provisions for safe sex, especially
protection against HIV, as well as actions that can
be taken against perpetrators of violent acts. It also
requires that gender be mainstreamed into law
and policy development and into state bodies and
organizations. The Ministry of Labor, Invalids and
Social Affairs is responsible for implementing the
Gender Equality Law and building the capacity of
state organizations to enforce it.

In 2007, the government passed the Law on
Domestic Violence Prevention and Control,® which
defines domestic violence as “an act intentionally
committed by a family member, which causes
harm or possibly causes harm in physical,
emotional, and economic terms to another family
member” regardless of sex, age, or relationship
to the victim(s) (Huong 2008, 39). The Ministry

of Culture, Sports and Tourism is responsible for
overall implementation of the law and is expected
to collaborate with other ministries to develop and
disseminate guidance for implementation. The
law includes provisions for punishing perpetrators,
establishing shelters for domestic violence
survivors, intervening through community-based
conciliation committees, expanding access to
family-centered counseling, promoting “trusted
addresses” in communities (homes where survivors
can seek short-term protection or support), and
regular monitoring and supervision of the law’s
implementation. The law is rather broad, covering
any intentional act committed by a family member,

3 The term “gender-based violence” was not acceptable to parliamentar-
ians because it is viewed as a foreign concept (Center for Studies and
Applied Sciences in Gender, Family, Women and Adolescents 2010).
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including divorced couples or common law couples
(Huong 2008).

Vietnam’s policies have evolved to reflect the
rapidly changing social and economic situation in
Vietnam, especially after 1986 when the country
opened its markets and began to dismantle its
centrally managed economy. However, the laws
in and of themselves are not sufficient to begin
the process of change; each ministry involved in
implementing a policy must issue a decree before
developing guidelines and funding implementation
at all levels of state authority (UNFPA 2007).
While several decrees and strategy documents
have been issued, many are not backed by line-
item budgets, staff training, or mechanisms to
ensure the accountability of those responsible for
implementation. As a result, implementation of
these laws is nascent. Nevertheless, these laws
mark a shift in the perception of GBV; once a
private matter, it has become a public issue.

Gender-based Violence
Services in Vietnam

Some services for GBV do exist in Vietnam.
Years before the law on domestic violence was
drafted, several government agencies and local
and international nongovernmental organizations
mobilized to address GBV and by late 2010
supported three nationwide GBV counseling
hotlines and 11 counseling and “trusted” addresses
in the Hanoi area. One of these organizations,

the Center for Creative Initiatives in Health and
Population (CCIHP), is conducting research
through support from the Ford Foundation to build
community capacity to address GBV and gender
norms in the town of Cua Lo in Nghe An Province.
CCIHP adapted training manuals produced by the
U.K.-based organization Respect* for community

4 Respect is the U.K. membership association for domestic violence per-
petrator programs and associated support services: www.respect.uk.net/
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training and established a counseling center with
two professional, full-time counselors. UNFPA

and the Reproductive and Family Health Institute,
funded by the Swedish Cooperation, have projects
targeting both survivors and abusers in other
provinces. All of these programs are generally small
in scale, scattered across the country, and focused
primarily on physical violence (UNFPA 2007).

Many hospitals will keep GBV survivors for five to
seven days, but after that there is no safe place

for women to go. The first shelter for survivors of
violence, established in Hanoi in March 2007 by the
Center for Women’s Development, houses up to

20 women and their children for a maximum of four
weeks.

The Improving Health Care
Response to Gender-based
Violence Project

Hanoi Department of Health Services (HDH)

data show that a significant number of women
seek services for “in-house accidents” at several
hospitals under its supervision. Statistics from
DGGH from 1997 to 2001 indicate 14,035 accident
cases, with 28 percent caused by interpersonal
conflicts; of these, women comprised 44 percent
of survivors. Of the 57 accidents registered in

the obstetrics and gynecology department, over
half (31) were rape cases. Twenty-six accidents
during pregnancy were reported in the same period
(Population Council 2002). At the time, clinics

and hospitals did not routinely screen clients for
GBV. When health care providers did identify
cases of GBYV, there was no obligation to record
the violence, give advice to survivors, or routinely
notify the police or commune officials. There were
no standard service protocols or guidelines for
providers who wanted to give specialized care to
GBYV victims, and no referral networks for services
after the women were discharged.



HDH managers decided to address GBV. In 2002,
with technical assistance from the Center for
Studies and Applied Sciences in Gender, Family,
Women and Adolescents and the Population
Council, and financial support from the Ford
Foundation, HDH piloted the Improving Health
Care Response to Gender-based Violence project.
HDH played a central role in developing guidelines
and provided project management, supervision,
and technical support to the hospitals involved. At
this time, neither the Gender Equality Law nor the
LDVPC had been approved, though both became
law during the course of the project.

HDH staff visited GBV service sites in Thailand and
the United States and adapted approaches used
there to develop an appropriate model for Vietham.
The first phase was implemented from 2002 to
2004 in DGGH and two health centers serving
large populations in the outer suburbs of Hanoi.
HDH chose these sites assuming that in-house
accidents in the catchment areas near the hospital
was higher than in urban catchment areas, the work
would be easier to implement in less congested
suburban hospitals and communities, and the

“Before they [health care staff] just
cared about the symptoms and
therapeutic methods. Now they

ask questions to find out relations
between symptoms and violence.

If a woman came frequently to the
hospital for gynecological treatment
or for an abortion, health staff
would ask if she had been sexually
coerced. Before, they would
consider the phenomenon as a
normal thing.”

—Doctor, Dong Anh General Hospital
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hospital directors were committed to implementing
the project. In phase Il (2005-2009), the model was
also implemented at Dong Anh General Hospital
(DAGH), in suburban Hanoi, and additional health
centers.

Service Delivery Model

A major project goal was to establish routine
screening of female patients for GBV and to shift
providers’ perspective so that they would see
screening not as a project activity but as part of
their daily routine and professional duty. HDH
assumed that making screening routine would make
the practice sustainable after the project period
(though this proved not to be the case).

The project model had three components:
screening, referrals, and community outreach and
support.

Integrating GBV screening into health
services: All medical and nursing staff in
emergency rooms, obstetrics/gynecology and
surgery departments, maternal and child health
and family planning, mobile teams, and other
professional staff and managers were trained

in basic knowledge about GBV, consequences

of violence, recognizing GBV, talking to clients,
working with survivors, and collaborating with the
community to support GBV survivors. Staff were
trained to use a short, three-question screening
tool asking clients whether they have experienced
physical, emotional, or sexual violence, or rape.
The training also discussed the issues that underlie
GBYV in Vietnam, including gender, the unequal
power between men and women, the pressure of
gender roles, and the causes of GBV.

All female clients over age 15 in hospital emergency
rooms, treatment departments, or general
examination departments were to be screened for
GBV. Females under age 15 would be screened

Public Sector Response to Gender-based Violence in Vietham 5



only if they had signs or symptoms of physical or
sexual violence. Women who experienced GBV
would receive emergency treatment, if needed, and
a referral to the Women’s Counseling Center for
Health or also, during phase I, to the Dong Anh
Counseling Center.

Free counseling services: Two trained nurses
worked full-time at DGGH'’s counseling center,
which is on the third floor of the hospital building.

In DAGH (phase Il), a medical doctor who is also
an HIV counselor in the Voluntary Counseling and
Testing Center, was the primary GBV counselor at
the Dong Anh Counseling Center, which is located
in a separate building on the hospital grounds. To
avoid stigma and protect clients’ privacy, the names
of the counseling centers do not mention GBV.

Both centers receive GBV referrals from the
hospitals, mass organizations, and the police, and
receive walk-in clients from the community who
hear about the service through mass media or
friends. Counseling centers keep detailed case
reports on each survivor and take photos of a
woman’s injuries in case she decides to press
charges. The counselors provide one-on-one
counseling and refer women to other services
including reproductive health, the counseling
hotline or shelter in Hanoi, and community-based
organizations that provide support (e.g., the
Women’s Union). Women who come on their own
to the counseling centers may be referred to the
hospital if medical care and treatment services are
needed. Women are encouraged to return to the
counseling centers any time for social support or
referrals to other resources and services.

In phase Il, counselors started advising women
who experienced sexual violence and those whose
partners refused to use a condom to visit the
Voluntary Counseling and Testing Center for HIV
testing and counseling (HTC). The HIV and sexually
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transmitted infection (STI) services are easy to
access and free, subsidized by an HIV prevention
project underway at the hospitals. However,
counselors said that many women were reluctant to
test for HIV; only 282 women accepted referrals to
the voluntary counseling and testing site at DGGH
and only 15 at DAGH (fewer than 10 percent at
each facility).

Community outreach and support:

The Population Council trained hospital and
counseling center staff as master trainers. These
trainers visited communities monthly to provide
communication sessions on GBV and gender
equality to members of mass organizations, like the
Farmers’ Union and Students’ Union, or interested
community members. In phase II, “Clubs for Family
Happiness” were established for female survivors in
several communes, and members of the Women'’s
Union were invited to participate in helping to
decrease stigma. In some communes, community
members established two different clubs—one for
survivors of violence, and one for GBV prevention
volunteers. Both clubs provided information on GBV
and referrals to counseling centers and trusted
addresses. The project provided transportation
funds and helped the volunteer clubs provide
support to GBV survivors and intervene when
violence occurred in their communities. The
survivors’ club introduced dancing, drama, games,
painting, and puppets to help women express

their emotions and discuss solutions. Gradually,
management of the clubs shifted from project

staff to club members, who continued to organize
performances in their communities. These clubs
provide a safe environment for women to share
their problems, support each other, learn how to
solve family conflicts, and make safety plans.

Figure 1 is a diagram of the hospital- and
community-based service model, adapted from the
government manual (Population Council 2002).
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ReSUItS strengthened providers’ counseling skills and
improved their ability to interact with GBV survivors.

A 2005 assessment by the Population Council The evaluation showed that as the services

and HDH indicated significant positive changes became known in the catchment areas, DGGH

in providers’ awareness and attitudes regarding and the Women’s Counseling Center for Health
gender equality and factors contributing to were overwhelmed with clients. However, doctors
violence during phase | (Mai 2006). Findings maintained that they were too busy and often failed
also indicated more proactive screening, to screen every female client, conduct follow-up
assessment, and documentation of GBV cases, and care with GBV clients, and fully document cases
improved support to GBV survivors. The training of GBV. The responsibility for screening shifted to

Figure |. Hospital- and community-based service model

Flow of GBV Survivors at Duc Giang General Hospital

Departments

l

Emergency room |<— Examine and Classify «—» Come by themselves

| l

Health stations |<«—»| VYVomen’s Counseling
Center for Health

Examination/Treatment/Consulting/Record keeping

Follow-up Return Follow-up
Victims of home
i U

Community; Support; Organizations; Government;
Assistance addresses: police, court, Women’s Union, Linh Tam counseling hotline by the Center
for Applied Studies in Gender and Adolescence, shelter by the Center for Women and
Development, legal aid service of Hanoi.
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nursing staff; in some cases, women were asked to
fill out the forms themselves because of providers’
heavy workload. As a result of this shift, the number
of women being adequately screened declined.

The evaluation also identified problems in the
community component stemming from insufficient
collaboration by HDH. In phase Il (2005-2009),
HDH increased communication and outreach
activities to local commune authorities and provided
gender equity and GBYV training to authorities to
increase their support for GBV community outreach
activities. The project added communication
sessions for men (mostly male farmers through the
Farmers’ Union) and adolescents in schools, and
organized several large social events to strengthen
outreach to the community.

Outside funding and technical assistance ended

in September 2009. Maintaining GBV screening
services at DGGH and DAGH and community
referrals and outreach activities are now the
responsibility of the respective hospitals, commune
authorities, and HDH. In 2010, the Ministry of
Health endorsed the project model for all health
facilities in Vietham.

What Worked Well

Expanding providers’ awareness of GBV:
By the project’s end, providers’ perceptions of
GBV had changed; they saw violence as not only
a purely medical issue, but also a social and public
health issue (Budiharsana and Tung 2009). This
change was due in part to culturally appropriate
training and monitoring tools, periodic retraining,
and consistent support from HDH and hospital
management, but also to the discussions of gender
and inequality that were included in the training.
Many staff members said that the GBV project
transformed their lives.
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“Before, most clients of the
counseling centers were referred
by hospitals. Now many clients are
introduced by ex-clients. They were
given my phone number and called
me to ask for counseling. Before
clients came to us only when their
situations were serious. Now they
come to us even when nothing
is serious yet, and they are more
eager to ask for counseling and
information.”

—Counselor, Dong Anh

General Hospital

Increasing community awareness of
GBV: Community awareness about counseling
services increased significantly during phase II.
During phase |, about half (383, or 48 percent) of
the 797 clients visiting the the Women’s Counseling
Center for Health were either referred by other
organizations or came on their own. In phase I,
only 460 (12 percent) of the 3,982 clients seen at
the Women’s Counseling Center for Health were
referred by DGGH clinics (Budiharsana and Tung
2009). At DAGH, between January 2007 and May
2009, less than half (146) of the 363 women who
visited the counseling center were hospital referrals;
the majority (217, or 60 percent) were referred by
other organizations or came on their own.® This
suggests that the GBV services met a significant
need within the community and that word was
spread within the community allowing women to
access these services without having to go through
the hospital.

5 Ratio before 2007 is unknown.



Training expertise: Local HDH master trainers
took over all of the project-related training. Key staff
and counselors provided training and technical
assistance to projects undertaken by local Women’s
or Farmers’ Unions in the adjacent communes.

Model for domestic violence law: The
project’s most far-reaching outcome occurred

in mid-2009. In a first step for implementing the
2007 law on domestic violence, the Ministry of
Health used the project model to develop a circular
(guidance) that requires all Vietnamese hospitals
to integrate screening for GBV into health check-
ups (Circular No. 16/2009/TT-BYT). The guidance
mandates that project training materials and
screening tools be used countrywide. This guidance
represents a true, policy-based commitment by the
health sector to address GBV.

Challenges

The Improving Health Care Response to Gender-
based Violence project experienced many
challenges. It was able to address some of those
challenges because an assessment was built in and
HDH committed full-time staff, albeit funded by the
project, for supervision, support, and monitoring.
Many of the challenges relate to structural issues
that could not be addressed without a concomitant
strategy for multi-sectoral policy advocacy.

Limited response to GBV across sectors:
Outside the health sector, referrals for GBV clients
are limited. Police respond to conflicts resulting in
serious physical violence but not to cases involving
mental violence or sexual coercion. Because

civil laws only recognize serious physical harm

as a crime, there is little motivation for police to
respond to complaints that do not result in short-
term disability or visible injury. Hospitals, commune
health clinics, and police have not established a
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joint mechanism to document GBV cases in the
event that a woman decides to press charges.
The education sector is the least involved in GBV
issues, and is not linked to any of the community-
based activities that the project supported.

Limited impact on HIV prevention: There
was little opportunity to amend the training to
include content on how GBV increases women’s
vulnerability to HIV and other STls. The model
does not include routine referral to services for
STls and HTC for GBV clients; only women whom
counselors considered at risk for HIV were referred
to the HIV testing center—mostly women who had
experienced sexual violence. Women were not
screened on other risk factors such as being sex
workers or people who inject drugs. As a result,
very few women received HTC at DGGH. At the
Dong Anh Counseling Center, the staff trained

for GBV counseling were HTC counselors, so the
proportion of women receiving HTC was greater
than at DGGH. Missed opportunities to provide HTC
were due in part to the nature of project funding: the
project was funded as a GBV project, not a GBV
and HIV project, so HTC was not integrated into
the training or services. This omission is especially
troubling because data collected during the project
showed that many women were subject to multiple
forms of GBV (see Table 1).

Economic constraints: Economic restructuring
by the Government of Vietnam has reduced central
funding to public sector health services, which

are increasingly under pressure to charge fees to
cover the majority of costs for salaries, operating
expenses, and service provision. GBV services at
DGGH and DAGH are free, and providers are not
compensated through hospital operating budgets
or by Ministry of Health subsidies to the hospitals.
When the incentives provided by the project ended,
anecdotal reports from project staff indicate that
the number of women being screened decreased,

Public Sector Response to Gender-based Violence in Vietham 9



TABLE |. REPORTED GBV CASES IN
PROJECT PHASES | (2002-2004) AND II
(2005-2009)*

Duc Giang Phase | Phase Il
(n=1797) (n =3,982)

Physical violence 529 979

Emotional violence 502 944

Sexual violence 35 183

Economic deprivation 56 142

Dong Anh Phase Il
(n =363)

Physical violence 145

Emotional violence 344

Sexual violence 15

Economic deprivation 22

*Women may have reported more than one type of violence. Data pro-
vided by the Hanoi Department of Health.

and given the economic pressures on hospitals
and health care providers, the number of women
screened could further diminish.

The Ministry of Health circular mandates GBV
screening but does not specify how screening will
be funded, and costs for counseling, referrals, and
community outreach and events to raise awareness
about GBV are not included in the guidance.

It is possible that hospital administrations may
use their own budget to reimburse staff for GBV
screening and counseling. However, the quality
and level of GBV services could vary widely
across Vietnam, depending on the extent to which
hospital administrators prioritize GBV services.
DGGH and DAGH administrators indicate that
they are committed to continuing the services, but
maintaining the level of services depends on a
funding mechanism from the Ministry of Health.

Staffing: HDH, which has administrative
management responsibility for hospital and clinic
funding, has been unable to fully fund the level
of services and staff positions supported by the

10 AIDSTAR-One | January 2012
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Ford Foundation, which HDH estimated would cost
an additional U.S.$5,000 per year per hospital
beyond the current staffing commitment. As of
July 2010, DGGH still retained one of the two
full-time counselors and was committed to paying
the counselor’s salary for at least the next year,
but was unable to cover community outreach
activities or long-term recurrent costs for the
Women’s Counseling Center for Health. In Dong
Anh, GBV services were combined with the HTC
site to compensate for a lost staff position in the
GBYV clinic; outreach activities were curtailed.
Fortunately, a few community-based activities
initiated through the project may continue through
local Women’s Union or Farmers’ Union budgets.

Future funding: For want of approximately
$5,000 per year per hospital, it is difficult to predict
the extent to which GBV screening, counseling,
referrals, and community outreach will continue

“After 8 years involved in this proj-
ect, | found my own awareness on
GBYV has significantly changed. We
struggled hard to change our opin-
ions and then | found humanitarian
equality in the intervention on GBV.
I would feel very sorry if this proj-
ect model could not find resources
to continue. After all the efforts we
took to write down our experiences
and lessons learned into these pro-
tocols and manuals, I feel it would
be a big waste not to use them fur-
ther in health services.”

—Vice Director of Duc Giang
General Hospital



at both hospitals. Addressing GBV represents a
long-term effort to change cultural and community
norms. The best outcome would be that the
Ministry of Health circular represents the first step
in implementing existing legislation on GBV and
gender equity, and that additional guidance on
funding, staffing, and training will be forthcoming.

Recommendations

Link HIV and GBV in service provision:
Hospitals should integrate routine referral for HTC
into their GBV counseling and referral services.
This will require a long-term strategy to ensure that
budgets are available at all levels for integrated
HTC and GBV services, and that staff receive
sufficient training to provide good services. In the
case of Vietham, the government has not adopted
a provider-initiated testing and counseling strategy
in primary health settings,® so GBV counselors may
not be allowed to test for HIV. Until such a strategy
is implemented, GBV counselors should receive
training on the link between HIV and GBV and on
pre- and post-test counseling, and should provide
referrals to HTC sites (as well as sites for STI and
reproductive health services) within the hospital or
in the community.

Establish a broad advocacy base: Donors
and foundations should consider funding advocacy
training for HDH, nongovernmental organizations,
and local government staff countrywide to expand
the base of knowledge and strengthen advocacy
on GBV. This will increase the capacity and popular
support for developing long-term, multi-sectoral
strategies for addressing GBV. The Ministry of

5The U.S. Centers for Disease Control and Prevention (CDC) HTC
guidelines will be revised in 2012. CDC is providing technical assistance
to the government of Vietnam on inclusion of both couples testing and
counseling and provider-initiated testing and counseling. Currently, pro-
vider-initiated testing and counseling is limited to tuberculosis, preven-
tion of mother-to-child transmission of HIV, and STI settings in Viethnam
(funded through the U.S. President’s Emergency Plan for AIDS Relief).
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Health circular is a promising indicator of the
government’s commitment to reducing GBV, but
this support is only one of many steps that must

be taken before the social and cultural factors that
influence GBV begin to change. The Viethamese
political system does not accommodate citizen-
based advocacy groups, but committed government
officials can and do influence ministry policy
choices and funding decisions at the provincial,
municipal, and commune levels.

Vietnam has made enviable progress on the third
goal of the Millennium Challenge’ by reducing
poverty and increasing girls’ level of access to
education, but it will fall short on increasing gender
equality if efforts to address GBV remain limited.
With proper strategic planning and advocacy

skills, HDH leaders and their nongovernmental
organization partners are in an excellent position to
promote GBV as a public health and development
issue with decision makers at all levels of
government.

Include males in efforts to reduce GBV:
Deeply held beliefs about gender roles and
relations underlie GBV. Interventions that address
gender roles and expectations for men and women
are necessary to break the cycle of violence. Future
GBV programs must include activities to reach men
and boys to begin changing norms that perpetrate
gender inequality and GBV.

Integrate GBV screening across services:
Ministries of health, the U.S. President’s Emergency
Plan for AIDS Relief, and other donors should
support programs to incorporate GBV screening
and referral into all of their clinic-based services; in
addition, community-based services should be able
to provide referrals to GBV services. Women and
men who are at risk for HIV may be at higher risk

7 “Promote gender equality and empower women by eliminating gender
disparity in primary and secondary education, preferably by 2005, and in
all levels of education no later than 2015” (United Nations 2010, 20).
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for GBV, and current HIV programs are not reaching
some of the most vulnerable—male and female sex
workers, women who inject drugs, and partners of
men who inject drugs. Research on how to motivate
doctors and nurses to screen for GBV without
payment would help inform program interventions
and identify what kinds of non-monetary incentives
would sustain their engagement to provide
compassionate and competent care.

Incorporate quality assurance: Integrating a
GBV approach should include a quality assurance
process to ensure quality counseling. This could
include annual refresher training for health care
providers and counselors to maintain skills in how
best to interact with GBV survivors, and developing
a small cadre of health workers who only screen
and care for patients (children and adults) who
experience trauma, rape, and GBV.

Foster donor-government collaboration:
Donor collaboration with the government on
providing GBV services should be based more on a
“partnership framework” approach where the local
government begins to take on the cost of continuing
the services at some early point in the project so
that by the end of the project period the entire cost
is sustained by the local health department/public
sector budget. In Hanoi, there was hope that the
government would continue to support the services
which, according to HDH estimates, is U.S.$5,000
per year per hospital to maintain the pre-2010 level
of services annually.
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Future Programming

Government policies that support gender equality
and address domestic violence reflect hard-won
gains by advocates working on behalf of survivors.
However, the commitment to implement these
policies—through dedicated funding for training,
implementation, and monitoring—remains elusive.

Further, there needs to be a broader effort to look
at GBV throughout society. While social norms are
changing, there are still very few options for GBV
survivors to find safe places and the counseling and
support they need. GBV remains predominantly

a woman’s issue, though men and boys also
experience violence. Future GBV projects and
services need to work from the planning stages to
strengthen the capacity of mass organizations like
the Women’s Union and Student’s Union, as well
as individual community members and families to
understand and challenge the gender norms that
perpetuate GBV.

The training supported through the project had a
profound impact on many providers and government
partners because it provided opportunities to think
critically, for the first time, about gender equality,
gender norms, and GBV. Programs should ensure
that such training, along with information and
guidance for providers, communities, and those
experiencing violence, is supported in future
projects. B



RESOURCES

Center for Creative Initiatives in Health and
Population, Hanoi, Vietnam: http://ccihp.org/

Center for Studies and Applied Sciences in Gender,
Family, Women and Adolescents, Hanoi, Vietham:
www.csaga.org.vn/
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