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Abstract 

Background Health systems that are responsive to maternal mental health recognise the importance of integrat-
ing mental health services into maternal care. Studies from Vietnam have reported particularly high rates of common 
perinatal mental health disorders (CPMDs) in both rural and urban areas of the country. Despite the increasing burden 
of maternal mental health conditions, there is currently no guidance on the screening for CPMDs within maternal 
care, both antenatal and postnatal. In this paper, we report the findings from a survey that examined health systems 
responsiveness to the needs of pregnant women at the primary care-level in Vietnam, utilising the WHO’s validated 
responsiveness questionnaire.

Methods Cluster sampling was used in two districts, in Bac Giang Province. Data were collected using the WHO respon-
siveness tool, including questions on the domains of responsiveness relating to pregnant women’s last antenatal visit. 
SPSS (version 24) software was used for data entry and analysis, respectively. Bivariate and multivariable logistic regres-
sion were computed to identify the associated factors of health system responsiveness in maternity care at 95% CI.

Results We found that the overall mean health systems responsiveness score was 2.86 (out of maximum 4), 
with 30.4% pregnant women rating responsiveness as “poor” for maternal health care (based on the cutoff point of 60 
for overall score). The three highest scoring domains were “social support”, “trust”, and “dignity” and lowest scoring 
domains were “choice of providers”, “prompt attention”, and “communication”. There is a strong preference for seeking 
maternal health care at private facilities which meet women’s needs of “confidentiality” and “basic amenities”. House-
hold income was found to have a significant impact on the six responsiveness domains. Finally, only a small propor-
tion of pregnant women self-reported having CPMDs and accessed mental health facilities.

Conclusions These findings highlight the need to improve the responsiveness of the Vietnamese health system 
to meet pregnant women’s expectations, mainly in relation to prompt attention and communication. This study 
also highlights the importance of specifically targeting efforts towards improving the responsiveness of the pub-
lic health sector. Integrating maternal and mental health at the primary care-level can be one approach to tackle 
the mental health treatment gap experienced by pregnant women in Vietnam. This can promote early detection 
and intervention of CPMDs, but may also contribute towards reducing mental health-related stigma.
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Background
Health systems responsiveness (HSR) is one of the three 
intrinsic goals of health system performance, along-
side health and fairness of financial contribution [1, 
2]. Responsiveness relates to a health system’s ability to 
respond to the legitimate expectations of users about the 
non-medical aspects of care [3]. The concept of “health 
system responsiveness” is central to understanding peo-
ple’s experiences of their health systems and how these 
experiences are shaped by the expectations of both ser-
vice users and health system actors. In this way, peoples’ 
interactions with and evaluations of their health system is 
shaped by their initial expectations, as well as past expe-
riences of care [1, 4]. HSR has a direct relationship with 
service utilisation, coverage and health outcomes (such 
as maternal mortality), service coverage, while also being 
influenced by financial protection coverage [1, 5]. HSR 
can also contribute to ensuring equity in access to quality 
care [6]. Routine HSR measurement is recommended for 
monitoring health system’s performance and the results 
can provide an opportunity for patient voices to be heard 
within the health care system [5]. This, in turn, can allow 
policymakers, practitioners, and researchers to anticipate 
and respond to patients’ existing and future health needs 
and expectations for better health outcomes.

The World Health Organization’s (WHO) original 
framework and conceptualisation of responsiveness has 
been well received by scholars and practitioners alike 
[7]. Within this conceptualisation, responsiveness is 
operationalised through the measurement of eight spe-
cific elements or domains: autonomy, choice of provider, 
confidentiality, communication, dignity, prompt atten-
tion, quality of basic amenities, and access to social sup-
port. The responsiveness of a health system is shaped by 
the expectations of individuals, families, and the broader 
community, as well as the health system’s capacity to 
respond to these expectations [6]. However, the charac-
teristics of health services, peoples’ expectations, and the 
wider context has not yet received sufficient attention [4].

Mirzoev and Kane [4] proposed a conceptual frame-
work that locates people’s experiences of interacting 
with their health system at the center of health system 
responsiveness. This framework includes the seven 
WHO domains and the additional domain of trust. These 
domains are important in determining people’s expec-
tations and their decisions about whether to use health 
services. Two important determinants of people’s expe-
riences of their interaction with health systems are peo-
ple’s initial expectations (shaped by their characteristics 
and relationships within their families and communi-
ties) and the systems response to these expectations (e.g. 
through interactions with health providers who, in turn, 
also engage with policymakers and managers, as well as 

institutional and organisational arrangements, struc-
tures, and resources). In addition, the context (historical, 
political, cultural, and socioeconomic) is influential in 
shaping the interactions between the health system and 
people. Studies revealed that mental illness and medical 
treatment can undermine the dignity and autonomy of 
the patients [1] in which responsiveness is increasingly 
essential for such patients [8]. Health system responsive-
ness can involve both internal interactions amongst key 
health system actors, such as policymakers, managers, 
and providers, as well as external interactions between 
service users and health facility staff [4, 9]. Mirzoev and 
Kane’s [4] framework incorporates trust – interpersonal 
and institutional trust – as the eighth element of respon-
siveness. However, Valentine et al.’s [6] conceptualisation 
of responsiveness also acknowledges “clarity of commu-
nication” as an important feature of responsive health 
systems. Clarity of communication implies that provid-
ers clearly explain the nature of the illness to patients and 
their family, required treatment and treatment options, 
while also allowing sufficient time for patients to under-
stand their symptoms and ask questions. As we explain 
further below, we incorporated Valentine et  al.’s [6] 
notion of communication within the conceptual frame-
work of responsiveness which guided our inquiry.

Health systems responsiveness has primarily been 
measured and examined using the corresponding WHO 
Multi Country Survey Study, structured around the eight 
domains of responsiveness. The tool asks respondents 
to rate their most recent encounter with the health sys-
tem with respect to the eight elements of health systems 
responsiveness with Likert scale from 1–4 (1 being “very 
poor’ to 4 corresponding to ‘very good’). The health sys-
tems responsiveness questionnaire has been validated 
and applied in various country contexts, measuring the 
responsiveness of a range of health services. For instance, 
Liabsuetrakul et al. [10] examined the responsiveness of 
delivery care in Southern Thailand finding that women 
rated prompt attention, dignity, clear communication, 
and autonomy as particularly important aspects of care 
which ultimately influenced their choice of delivery facil-
ity. More broadly, Kapologwe et  al. [11] assessed the 
responsiveness of primary care facilities in Tanzania 
finding that all domains of health system responsiveness 
were rated poorly except for confidentiality and dignity. 
Additional work by Awoke et  al. [12] has highlighted 
the importance of examining the responsiveness of both 
public and private health services. In this study, respond-
ents perceived that responsiveness was better in private, 
for-profit healthcare facilities, with higher wealth and 
multimorbidity being significant predictors of private 
healthcare utilisation. However, few studies have assessed 
health systems responsiveness at the primary care-level. 
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However, some studies have compared health systems 
responsiveness between public and private providers. 
While studies have examined the responsiveness of men-
tal health care in a high-income country context [8, 13], 
few have systematically examined the responsiveness of 
primary care towards the maternal and mental health 
needs of pregnant women in a low- and middle-income 
country context [10, 14].

Vietnam was among six countries that achieved the 
Millennium Development Goal-5 (MDG5) on reducing 
maternal mortality in 2015. The maternal mortality ratio 
(MMR) of the country has also declined considerably 
over time from 88 in 2000 to 46 in 2020 and is expected 
to reach the target of the National Action Plan to imple-
ment the 2030 Agenda. However, disparities in health 
outcomes and inequalities in maternal healthcare access 
and utilisation remain, especially for women from disad-
vantaged groups, such as those who are ethnic minori-
ties [15]. Several factors can impact maternal mortality, 
including socioeconomic conditions, cultural and bio-
logical concerns, awareness of maternal health and psy-
chological needs, insufficient health workforce numbers 
and skills, and limited access to maternal health services 
within the community. Poor maternal health outcomes 
are reported among women who have limited awareness 
of maternal health and psychological needs and those 
who lack access to skilled maternal health services [16]. 
The interaction of the mother with the healthcare system 
affects access, utilisation, coverage, as well as the well-
being (health outcome) of the individual [10, 14, 17].

Studies from Vietnam have reported particularly high 
rates of common perinatal mental health disorders 
(CPMDs) in both rural and urban areas of the country. 
The prevalence rates of CPMDs, which refer to com-
mon mental disorders that occur during pregnancy or in 
the first year postpartum, range from 16.9%, to as high 
as 39.9% [18–20]. Multiple studies have highlighted the 
importance of paying attention to mental health in preg-
nancy due to the association between increased CPMD 
symptoms and intimate partner violence [21–23], as well 
as the normalisation of CPMDs during pregnancy [24] 
Despite the increasing burden of maternal mental health 
conditions, Vietnam’s mental health policy was last 
updated in 1989, with no community- or primary care-
level policies addressing mental health [25]. Commune 
health centers (CHCs) are the first level of primary health 
care in Vietnam. However, while primary care workers 
at CHCs are intended to be the main gatekeepers to all 
mental health services, severe mental health conditions 
are treated at National and Provincial Psychiatric hospi-
tals [23]. Moreover, there is currently no guidance, within 
the National Guideline on Reproductive Health Ser-
vices (2009, 2016), on the screening for CPMDs within 

antenatal care. As a result, incidents of CPMDs, par-
ticularly in rural regions of Vietnam, can be largely over-
looked [19]. Integration of maternal and mental health at 
the primary care-level could be one strategy for improv-
ing maternal mental health access and utilisation in Viet-
nam [26].

This study uses an adapted version of the Mirzoev and 
Kane [4] and Valentine et  al. framework [6] on HSR to 
assess the responsiveness of the Vietnamese health sys-
tem to pregnant women’s maternal and mental health 
needs (Fig.  1). Pregnant women with mental health 
needs should have to: (a) recognise their health needs, (b) 
decide to seek care, and then (c) initiate contact with the 
system/utilisation, and finally, (d) receive service cover-
age [6]. Care-seekers’ decisions related to utilisation of 
healthcare are influenced by three broad factors: (i) the 
personal context (family and friends, personal beliefs); (ii) 
providers (therapeutic guidelines/decisions, organisation 
of delivery, provider attitudes and reputation); and (iii) 
the perceived health system’s capacity to be responsive to 
peoples’ needs and expectations.

The domains of health systems responsiveness com-
prise of nine domains covering the non-medical aspects 
of the interaction between people and their health sys-
tems. These domains progress from accessibility (users 
able to reach and use health services) and acceptability 
of care (users willing to use accessible services), and are 
influenced by individual- and system-level barriers.

At an individual-level, several barriers that have been 
identified in the literature include, poor mental health 
literacy, the normalisation of mental health or seeking 
alternative care for mental health, stereotypes of men-
tal illness, a strong fear of mental health-related stigma, 
concealing one’s mental health condition, as well as self-
treatment [24, 27]. Ultimately, these factors can lead to 
delays in seeking care.

At the health system-level, barriers can include, a lack 
of clinical guidelines on integrating mental health into 
routine ANC services and a lack of knowledge and train-
ing on mental health among maternal care providers [24, 
27]. Other system-wide barriers may include applying a 
biomedical approach with a focus on hospital treatment 
of severe mental illness, and fragmented and siloed man-
agement and delivery of perinatal mental health [24, 27]. 
These barriers can lead to pervasive negative healthcare 
experiences and provider-patient relationships which 
can, in turn, prevent pregnant women from accessing 
mental health services. Pregnant women may avoid seek-
ing mental health care altogether due to perceptions of 
poor treatment during the care encounter, low quality 
of existing services, or a lack of services in the first place 
[4, 6, 28]. Enhancing communication within the health 
system provides a potential entry point for improving 
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responsiveness. Clear communication is associated with 
dignity, better involvement in decision-making, and, in 
addition, supports better coverage or access [6].

Previous studies on HSR have been published since 
2000, but most of these focus on general health services, 
delivery care, and individual programmes such as mental 
health care. Very few have focused on intersecting health 
domains, such as pregnant women who have sought 
antenatal care services with mental health needs. There-
fore, there is a knowledge gap about pregnant women’s 
perspectives on the responsiveness of ANC services. The 
main objective of this study is to assess pregnant wom-
en’s perceptions of the responsiveness of the Vietnamese 
health system to their mental health-related needs. We 
do so by utilising the WHO’s validated questionnaire on 
health systems responsiveness. We hope that our results 
will contribute towards strengthening the responsiveness 
of primary care in Vietnam to meet pregnant women’s 
mental health-related needs. We seek to define the meas-
ures needed to improve responsiveness which, in turn, 
can improve overall health system performance.

Methods
Study design and study setting
A cross-sectional survey was conducted in two districts 
in Bac Giang province, Vietnam, during July–October 
2022. Bac Giang is located in northern Vietnam and is 
comprised of 10 districts and 209 communes. The prov-
ince has about two million inhabitants and 25% of them 
are women aged between 15 – 49 [29]. Despite 90% of the 
population living in rural areas [29], the industrial zones 
of Bac Giang province are in a stage of rapid development 
and, as a result, the province has one of the highest gross 
regional domestic product (GRDP)  in Vietnam [30, 31]. 
The regional minimum wage for Bac Giang varies from 
153 and 137 USD/month and monthly average income 
per capita in 2023 is about 195 USD [32]. The immigra-
tion rate is 1.24% with more females moving into the 
province than males (1.62% vs. 1.15%) [29]. In 2019, the 
total fertility rate was 2.31, with a national rate of 2.09 
[33]. Bac Giang’s healthcare system consists of provincial 
and district health centers, commune health centers, and 
other private medical facilities.

Fig. 1 Conceptual framework on Health System Responsiveness in Vietnam. (Adapted from Mirzoev and Kane [4] and Valentine et al. framework [6])
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Sampling and sample size
A cluster sampling method was applied to estimate and 
select study participants. In brief, we selected two from 
eight districts of Bac Giang province to represent urban 
and rural settings. The population of each district is 
about 240,000 inhabitants, the urban districts are around 
300  km square, while the rural districts are typically 
600  km square. Within each district, three communes 
were randomly selected. Based on the list provided by 
local commune health centers, all the women who satis-
fied the inclusion and exclusion criteria in the selected 
communes were invited to participate to our study. The 
eligibility criteria for inclusion in this study were: (1) 
households with pregnant women, (2) aged 18 or older, 
(3) experienced at least one contact with health clinics 
(private/public) for their present pregnancy, (4) were liv-
ing within the study area, (5) consented to participate in 
the study, (6) were literate, and (7) were able to answer 
all questions. Those who were excluded were women who 
were not able to answer the questionnaire (due to physi-
cal and/or mental incapacities).

The sample size for the study was determined using a 
cluster sampling formula of:

wherein n is estimated sample size, Zα/2 is the critical 
value of the normal distribution at α/2 (Zα/2 = 1.96). p 
is the estimated value from previous data on the subject 
for HSR. As there is no local data available, the p was 
assumed at 50% to get the maximum sample size; the 
absolute precision (d) = 0.06 and design effects (Deff) of 
2, after adding a 10% non-response rate the minimal sam-
ple size was estimated to be 587.

Lists of 655 pregnant women in all communes that met 
the requirements for inclusion in this study were pro-
vided by local commune health centers, with 639 partici-
pating in this study (97.5% response rate).

Study tool
All data were collected using a questionnaire survey, 
which was developed based on the instruments used in 
the WHO’s Multi-Country Survey Study on health sys-
tems responsiveness [1]. Questions for the domain on 
trust were added in line with the conceptualisation of 
responsiveness by Mirzoev and Kane [4]. The study ques-
tionnaire had three parts. The first part included basic 
socio-demographic questions on characteristics such 
as age, education, occupation, income, and place of last 
antenatal care (ANC) visit. In this section, the study par-
ticipants noted the number of ANC visits that they had 

n = z2
(1− a

2 )

p(1− p)

d2
× Deff

during this pregnancy, place of ANC checkup, as well 
as whether they have experienced any common men-
tal health symptoms such as excessive fears or worries, 
mood changes, depression, significant tiredness, or low 
energy in this pregnancy. If they had any symptoms, par-
ticipants were asked whether they sought medical care or 
psychoeducation by medical doctors and, in particular, 
the places where they sought this care (i.e. hospitals at 
the district- or provincial-level).

The second part of the questionnaire, as per the WHO 
tool, included 21 sub-domain questions across nine 
responsiveness domains (the eight WHO domains plus 
the trust domain) in relation to the pregnant woman’s 
last ANC visit. Within each domain, the sub-domain 
questions asked about the specific experiences of preg-
nant women at their last ANC visit in relation to fac-
tors relevant to each domain. For example, in relation to 
dignity, respondents were asked whether they felt they 
were treated with respect. The WHO’s eight domains 
were: dignity (having respectful treatment and commu-
nication, four questions), autonomy (having autonomy in 
making decisions; two questions), confidentiality (having 
personal information kept confidential, two questions), 
prompt attention (being attended to promptly, two ques-
tions), social support (having access to social support 
during care, two questions) and basic amenities (hav-
ing amenities in the healthcare environment, two ques-
tions), choice of provider (having a choice of healthcare 
provider, three questions), clear communication (having 
the healthcare provider communicate in a way which can 
be understood, two questions). The ninth domain added 
for this study asked about trust (confidence in knowledge 
and skills of healthcare providers in service delivery, two 
questions). All sub-domain questions required responses 
on a 4-point scale, either “never” (1), “sometimes” (2), 
“usually” (3), “always” (4) and converted to “very bad” (1), 
“bad” (2), “good” (3), “very good” (4), depending on the 
question and appropriate phrasing required.

Before the main study, a pilot study was conducted with 
10 participants, where experts in the field were invited 
to review the questionnaire. Based on the results of this 
pilot study, the questionnaire was further refined and this 
process ensured the content validity of the questionnaire. 
To ensure equivalence of the original version, a bilingual 
English-to-Vietnamese translator with medicine, epi-
demiology, and public health background was asked to 
perform a back-translation after the English WHO ques-
tionnaire had been translated to Vietnamese by a pro-
fessional. Where differences were noted, the issues were 
discussed among the two translators, and researchers in 
the study area.
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Data collection
Pregnant women were guided to complete the paper 
questionnaire themselves by local health workers at their 
households. The local health workers were trained in data 
collection skills. Each questionnaire took about 30  min 
to complete.  Data collection was conducted under the 
supervision of researchers from Hanoi University of 
Public Health. The collected information was securely 
kept in a locked cupboard to ensure confidentiality and 
only researchers could access the data for the research 
purposes. Before starting the actual data collection, the 
data collectors performed field practice and pretested 
the questionnaires on 10 individuals. The data collec-
tion tool was modified based on insights and experiences 
gained from the pretest. In the event of any problems, the 
researchers discussed them daily and made corrections.

Statistical analysis
The data were checked for completeness and entered 
into the Epi-data version 4.6 Software Package. Then it 
was exported to SPSS 24 statistical software packages 
for cleaning, coding, and analysis. In accordance with 
the WHO approach in the Multi-Country Survey Study 
on Health and Responsiveness [34], we scored respon-
siveness in each domain based on the “rating” question, 
which was asked only after participants had answered 
a series of detailed “report” questions related to the 
relevant domain. A further summary score for “over-
all responsiveness” was obtained by aggregating all 21 
4-scale questions from 9 domains. The responsiveness 
outcomes were then dichotomised into good responsive-
ness (combining the very good and good responses) and 
poor responsiveness (combining the bad, and very bad 
responses) [35]. For defining the cutoff point for over-
all HSR, the formula of [(totalhighestscore-totallowest-
score)/2 + totallowestscore] was used [36, 37]. Therefore, 
women with the overall score of 60 or higher was labeled 
as “good” HSR, and below was considered as “poor” HSR.

Descriptive analysis was used to describe the frequency 
distribution of each variable. The Chi-square test was 
employed to compare the differences in overall health 
systems responsiveness and by domain according to type 
of health facility and mental health symptoms experi-
enced during current pregnancy. For assessing the differ-
ence in the mean of health systems responsiveness score 
the T-test and ANOVA test were used. The outcome var-
iables were coded as “1” for poor responsiveness in ANC 
visits whereas “0” for good responsiveness in maternity 
care. The association between the outcome variables (i.e., 
poor responsiveness in maternity care and independ-
ent variables) was analysed using a logistic regression 
model. Initially, bivariate logistic regression analysis was 

performed on all independent variables. Multivariable 
logistic regression was then performed on variables that 
had a p-value ≤ 0.25 in the bivariate logistic regression 
analysis to assess the strength of the relationship between 
an outcome and several independent variables and to 
control for potential confounders. The degree of associa-
tion between independent and dependent variables was 
assessed using an adjusted odds ratio with a 95% confi-
dence interval. The P–value < 0.05 was considered sta-
tistically significant in the multivariable model. Hosmer 
and Lemeshow’s goodness-of-fit test was used to assess 
whether the necessary assumptions were fulfilled.

Ethics approval
The study was approved by the Institutional Review 
Boards of the Hanoi University of Public Health (Deci-
sion Number 33/2022-YTCC-HD3), London School of 
Hygiene and Tropical Medicine (ref 22,981), and the Uni-
versity of Leeds (ref MREC 19–051).

The participants were informed about the purposes, 
procedures, potential risks, and benefits of the study. 
Thereafter, written informed consent was obtained from 
each study participant, before any primary data collec-
tion. Confidentiality was maintained throughout the 
study by excluding personal identifiers, such as names 
and addresses, from the analysis.

Results
A total of 639 pregnant women participated in the sur-
vey. The characteristics of the study participants by 
health facilities are shown in Table  1. Of the partici-
pants, 28.3% were aged between 25–29, about 25% were 
20–24 years of age, while only a small number were aged 
16–19. Nearly all pregnant women were married (95.8%).

Most of the participants were Kinh ethnicity (89.7%) 
and had no religion (90.9%). About two-thirds were fac-
tory workers (64.6%) and freelancers (17.4%), while a 
small proportion were farmers (7.5%) or public officers 
(6.6%). Participants’ monthly household income roughly 
corresponded to the national level with more than a 
half varying from 2 to 4 million VND (90–180 USD) 
per month, one-fifth was 4 to 6 million VND per month 
(180–270 USD), 13.6% was under 2 million VND per 
month (180 USD) and only 7.4% was more than 6 mil-
lion VND (270 USD) per month. More than half were in 
the second trimester (52.3%), about one-third were in the 
last trimester (34.2%), and a small proportion were in the 
first trimester of pregnancy (13.5%). More than one-third 
of the study participants already had one child (35.4%), 
more than one-fourth stated that this was their first preg-
nancy (28.8%), and a few participants had more than 
three children.
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Table  2 shows participant’s utilisation of medical ser-
vices. Private clinics and hospitals were the most common 
health facilities women visited for pregnancy checkups, 
accounting for 79% of participants. The district hospital 
was the next most commonly used facility, accounting 

for 14.6%, while commune health centers (4.2%) and the 
national/ provincial hospital (2.2%) accounted for a very 
small proportion of visits.

The same pattern was reported for the last ANC visit, 
where most women reported seeking care at private 

Table 1 Participants’ characteristics by socio-demographic and type of health facilities (N = 639)

Characteristics N (%) Commune 
Health Centers
n (%)

Public district  
hospital
n (%)

Public provincial 
and higher
n (%)

Private clinics/  
hospital
n (%)

Total 639 (100%) 46 (7.2%) 112 (17.5%) 17 (2.7%) 464 (72.6%)
Age group
 16–19 30 (4.7%) 2 (4.3%) 3 (2.7%) 2 (11.8%) 23 (5.0%)

 20–24 161 (25.2%) 6 (13.0%) 23 (20.5%) 5 (29.4%) 127 (27.4%)

 25–29 181 (28.3%) 14 (30.4%) 29 (25.9%) 2 (11.8%) 136 (29.3%)

 30–34 160 (25.0%) 13 (28.3%) 42 (37.5%) 5 (29.4%) 100 (21.6%)

 35- 43 107 (16.7%) 11 (23.9%) 15 (13.4%) 3 (17.6%) 78 (16.8%)

Marital status
 Unmarried/others 27 (4.2%) 1 (2.2%) 1 (0.9%) 0 (0.0%) 25 (5.4%)

 Married 612 (95.8%) 45 (97.8%) 111 (99.1%) 17 (100.0%) 439 (94.6%)

Education
 Illiteracy /Primary 19 (2.3%) 0 (0.0%) 4 (3.6%) 1 (5.9%) 14 (3.0%)

 Secondary 158 (24.7%) 9 (19.6%) 28 (25.0%) 4 (23.5%) 117 (25.2%)

 High School 336 (52.6%) 22 (47.8%) 68 (60.7%) 5 (29.4%) 241 (51.9%)

 College + 126 (19.8%) 15 (32.6%) 12 (10.7%) 7 (41.2%) 92 (19.8%)

Ethnicity
 Kinh 573 (89.7%) 44 (95.7%) 102 (91.1%) 14 (82.4%) 413 (89.0%)

 Others 66 (10.3%) 2 (4.3%) 10 (8.9%) 3 (17.6%) 51 (11.0%)

Religion
 No 581 (90.9%) 42 (91.3%) 104 (92.9%) 16 (94.1%) 419 (90.3%)

 Yes 58 (9.1%) 4 (8.7%) 8 (7.1%) 1 (6.9%) 45 (9.7%)

Occupation
 Farmer 48 (7.5%) 4 (8.7%) 7 (6.3%) 1 (5.9%) 36 (7.8%)

 Factory worker 413 (64.6%) 27 (58.7%) 87 (77.7%) 8 (47.1%) 291 (62.7%)

 Public officer 42 (6.6%) 3 (6.5%) 4 (3.6%) 4 (23.5%) 31 (6.7%)

 Freelancer 111 (17.4%) 9 (19.6%) 14 (12.5%) 4 (23.5%) 84 (18.1%)

 Others 25 (3.9%) 3 (6.5%) 0 (0.0%) 0 (0.0%) 22 (4.7%)

Houshold income (VND/USD)
 < 2mil/month (80 USD)) 87 (13.6%) 10 (21.7%) 13 (11.6%) 5 (29.4%) 59 (12.7%)

 2–4 mil/month (80–160) 374 (58.5%) 28 (60.9%) 76 (67.9%) 10 (58.8%) 260 (56.0%)

 4–6 mil/month (160–240 USD) 131 (20.5%) 5 (10.9%) 21 (18.8%) 2 (11.8%) 103 (22.2%)

 > 6 mil/month (240 USD) 47 (7.4%) 3 (6.5%) 2 (1.8%) 0 (0.0%) 42 (9.1%)

Gestational age
 1st trimester 86 (13.5%) 12 (26.1%) 11 (9.8%) 2 (11.8%) 61 (13.1%)

 2nd trimester 334 (52.3%) 23 (50.0%) 59 (52.7%) 8 (47.1%) 244 (52.6%)

 3rd trimester 219 (34.2%) 11 (23.9%) 42 (37.5%) 7 (41.2%) 159 (34.3%)

Number of children
 0 184 (28.8%) 12 (26.1%) 27 (24.1%) 6 (35.3%) 139 (30.0%)

 1 child 226 (35.4%) 8 (17.4%) 51 (45.5%) 3 (17.6%) 164 (35.3%)

 2 children 176 (27.5%) 17 (37.0%) 25 (22.3%) 7 (41.2%) 127 (27.4%)

 3 + children 53 (8.3%) 9 (19.6%) 9 (8.0%) 1 (5.9%) 34 (7.3%)
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clinics and hospitals and district hospitals, with few 
women visiting CHCs and the national/provincial hos-
pital (Table  2). About half of the women had 4–6 ANC 
visits during this pregnancy (45.5%), and around one-
fourth had 1–3 or ≥ 7 times (28.5 and 26.0%, respec-
tively). The proportion of women who self-reported 
having mental health conditions was low (10.3%) and, 
of these, only 10.6% reported using mental health ser-
vices. This suggests that a very low number of pregnant 
women with self-reported mental health issues sought 
care from mental health services (about 1% overall and 
10.6% of respondents were experiencing mental health 
symptoms).

Table 3 presents health systems responsiveness by type 
of health facility and self-reported mental health symp-
toms. The overall average score of health system respon-
siveness was 2.86 (SD = 0.14). 30.4% of participants rated 
overall responsiveness as poor, when the cutoff point of 
60 for the total core of all items was used. The domain 
of social support had the highest score as an indicator of 
health systems responsiveness (3.12 out of a maximum 
4) and was ranked as “poor” by only 2.2% of participants. 
This was followed by trust and basic amenities, with 
only 4.9% and 8.9% of participants ranking the domains 
as “poor”, respectively. Choice of provider had the low-
est score (2.63) and was considered as “poor” by 49.8% 
of participants. Prompt attention and communication 
was ranked as “poor” by 49.8% and 54% of participants, 
respectively.

When analysing domain by type of facility, the sig-
nificant difference of health systems responsiveness 
was found in confidentiality (p < 0.05), prompt atten-
tion (p < 0.001), basic amenities (p < 0.05), social support 

(p < 0.05), and choice of provider (p < 0.05). The mean 
HSR score by type of health facility is also presented in 
Fig. 2. Regarding self-reported mental health symptoms, 
the significant difference of health systems responsive-
ness was only observed in the choice of provider domain.

The relationship between participants’ characteristics 
and overall responsiveness performance is highlighted 
in Table  4 through logistic regression. In the univari-
ate analysis, the age groups, education level, household 
economic income, level of health facility (commune 
health center, public district hospitals, public provincial 
and higher and private clinics/hospitals), and number of 
ANC visits were factors associated with poor responsive-
ness, while occupation was not found to relate to poor 
responsiveness performance. In our multivariate analy-
sis, while people aged 20–43  years-old were less likely 
to report the poor responsiveness, a significant associa-
tion was only found in women aged 30–34 (aOR = 0.39; 
95%CI = 0.17–0.93). Similarly, women with a higher edu-
cational level (those who completed secondary school) 
had an odds ratio of approximately 0.3 (aOR = 0.33, 95% 
CI = 0.12–0.90), compared to women who had completed 
high school (aOR = 0.31, 95% CI = 0.12–0.82). As shown 
in Table  4, it was found that women were more likely 
to report the responsiveness of provincial and higher-
level facilities as “poor” (aOR = 8.76, 95% CI = 2.13–
35.96). “Poor” responsiveness was also more likely to be 
reported by women who had seven or more ANC visits 
(aOR = 1.75; CI = 1.07–2.84).

Table  5 shows the association between socio-demo-
graphic characteristics and healthcare setting. The three 
domains of basic amenities, social support, and trust 
were not included in this subdomain analysis due to the 

Table 2 Use of medical services

Frequency Percentage (95%CI)

The most common health facility for ANC CHC 27 4.2 (2.8–6.1)

District hospital 93 14.6 (11.9–17.5)

National/provincial hospital 14 2.2 (1.2–3.7)

Private clinic and hospital 505 79.0 (76.1–82.2)

Health facility for last ANC CHC 46 7.2 (5.3–9.5)

District hospital 112 17.5 (14.7–20.7)

National/provincial hospital 17 2.7 (1.6–4.2)

Private clinic and hospital 464 72.6 (69.0–76.0)

Number of ANC visits during this pregnancy 1—3 times 182 28.5 (25.0–32.2)

4–6 times 291 45.5 (21.6–49.5)

 ≥ 7 times 166 26.0 (22.6–29.6)

Having mental health symptoms Yes 66 10.3 (8.1–13.0)

No 573 89.7 (87.1–91.9)

Use of mental health services Yes 7 10.6 (4.3–20.6)

No 59 89.4 (79.4–95.6)
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small number of women reporting these subdomains 
as “poor”. Therefore, the six domains of responsiveness, 
namely, dignity, autonomy, confidentiality, prompt atten-
tion, choice of provider and communication, were ana-
lysed. Income and level of facility were found to have a 
significant relationship with these domains.

Women in the highest household income group 
(> 6mil/m), which was above the average national 
income, were more likely to report 81% and 70% lower 
odds of experiencing poor responsiveness in the domains 
of dignity and autonomy, respectively, compared to 
women in the lowest income group. Women with house-
hold income similar to national average (2–4 mil/m) 
were more likely to report 55% and 47% lower odds of 
experiencing poor responsiveness in the domains of 
choice of provider (aOR = 0.45, 95%CI = 0.27–0.74) and 
communication (aOR = 0.53, 95% CI = 0.32–0.88), com-
pared to women in the lowest income group (which is 
below the national average). Women in the income level 
(4–6 mil/m) were more likely to report 47% lower odds 
of experiencing poor responsiveness in the domains of 
choice of provider (aOR = 0.53, 95%CI = 0.30–0.95), com-
pared to the lowest income group (Table 5).

Further, using ANC service at the district hospital 
showed reduced odds of poor responsiveness in regard 
to confidentiality (aOR = 0.42, 95% CI = 0.19–0.9), choice 
of provider (aOR = 0.35, 95% CI = 0.16–0.77), and com-
munication (aOR = 0.44, 95% CI = 0.21–0.93) compared 
to commune health centers. Interestingly, we found that, 
when compared with CHCs, women who used ANC ser-
vice at the district-level had over 26 times higher odds of 
experiencing poor responsiveness in the analysis of the 
prompt attention domain (aOR = 26.73, 95% CI = 10.17–
70.27) (Table 5).

Discussion
This study was conducted to determine the level of health 
system responsiveness, within maternal health care in 
Vietnam, with regards to pregnant women’s most recent 
ANC visit. An adapted conceptual framework on HSR, 
drawing on the work of Mirzoev and Kane [4] and Val-
entine et al. [6], framed this study. We found that nearly 
one-third of pregnant women (30.4%) rated “poor” 
HSR in relation to maternal care, which indicates that a 
large proportion (30.4%) of pregnant women viewed the 
maternal health system as unresponsive to their needs.

Table 3 Comparison of poor HSR by health facility (N = 639)

Poor HSR in each domain was defined as the average values of all items (4 scale measures) in the domain below 3

HSR Domain Poor HSR Type and level of Health Facility Having mental health problems 
during this pregnancy

Commune  
health  
centers

Public  
district  
hospital

Public  
provincial  
and higher

Private  
clinics/  
hospitals

P-value Yes No P-value

N = 639
Mean (SD)

N= 46
Mean (SD)

N = 112
Mean (SD)

N = 17
Mean (SD)

N = 464
Mean (SD)

N= 66
Mean (SD)

N = 573
Mean (SD)

Overall 194 (30.4%) 15 (32.6%) 39 (34.8%) 14 (82.4%) 126 (27.2%)  < 0.001 31 (47%) 163 (28.4%) 0.002

2.86 (0.14) 2.85 (0.10) 2.83 (0.14) 2.67 (1.7) 2.88 (0.14)  < 0.001 2.82 (0.16) 2.87 (0.14) 0.150

Dignity 179 (28.0%) 11 (23.9%) 29 (25.9%) 7 (41.2%) 132 (28.4%) 0.544 17 (25.8%) 162 (28.3%) 0.667

2.92 (0.22) 2.98 (0.22) 2.90 (0.24) 2.88 (0.34) 2.93 (0.21) 0.160 2.91 (0.22) 2.92 (0.22) 0.500

Autonomy 160 (25.0%) 11 (23.9%) 28 (25.0%) 7 (41.2%) 114 (24.6%) 0.485 19 (28.8%) 141 (24.6%) 0.458

2.87 (0.26) 2.86 (0.27) 2.88 (0.27) 2.74 (0.36) 2.87 (0.25) 0.214 2.83 (0.31) 2.87 (0.26) 0.282

Confidentiality 172 (26.9%) 20 (43.5%) 24 (21.4%) 4 (23.5%) 124 (26.7%) 0.041 21 (31.8%) 151 (26.4%) 0.343

2.84 (0.33) 2.73 (0.34) 2.85 (0.31) 2.76 (0.44) 2.85 (0.32) 0.075 2.80 (0.34) 2.84 (0.33) 0.338

Prompt attention 355 (55.6%) 15 (32.6%) 104 (92.9%) 17 (100%) 219 (47.2%)  < 0.001 36 (54.5%) 319 (55.7%) 0.862

2.64 (0.45) 2.80 (0.40) 2.4 (0.31) 1.35 (0.29) 2.73 (0.4)  < 0.001 2.58 (0.52) 2.65 (0.44) 0.230

Basic amenities 57 (8.9%) 7 (15.2%) 14 (12.5%) 4 (23.5%) 32 (6.9%) 0.013 10 (15.2%) 47 (8.2%) 0.061

3.02 (0.33) 2.97 (0.32) 2.94 (0.26) 2.88 (0.42) 3.05 (0.34)  < 0.001 3.02 (0.4) 3.02 (0.32) 0.967

Social support 14 (2.2%) 0 (0%) 0 (0%) 2 (11.8%) 12 (2.6%) 0.011 1 (1.5%) 13 (2.3%) 0.692

3.12 (0.33) 3.12 (0.26) 3.11 (0.29) 3.18 (0.5) 3.12 (0.35) 0.885 3.13 (0.34) 3.12 (0.33) 0.817

Choice 319 (49.9%) 32 (69.6%) 52 (46.6%) 11 (64.7%) 224 (48.1%) 0.022 48 (72.7%) 270 (47.1%)  < 0.001

2.62 (0.45) 2.48 (0.47) 2.68 (0.42) 2.59 (0.38) 2.63 (0.46) 0.076 2.46 (0.41) 2.64 (0.45) 0.002

Communication 345 (54.0%) 31 (67.4%) 54 (48.2%) 12 (70.6%) 248 (53.4%) 0.080 38 (57.6%) 307 (53.6%) 0.537

2.69 (0.31) 2.63 (0.29) 2.71 (0.33) 2.59 (0.32) 2.70 (0.30) 0.213 2.66 (0.33) 2.70 (0.31) 0.322

Trust 31 (4.9%) 1 (2.2%) 4 (3.6%) 2 (11.8%) 24 (5.2%) 0.395 3 (4.5%) 28 (4.9%) 0.93

3.06 (0.33) 3.14 (0.38) 3.02 (0.24) 3.09 (0.51) 3.06 (0.34) 0.222 3.03 (0.31) 3.06 (0.33) 0.448
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The lowest-scoring domains in our study were choice 
of providers, prompt attention, and communication. 
In contrast to our study’s findings, communication and 
prompt attention were identified as the highest perform-
ing domains in a study conducted in Thailand [10]. This 
contrast could be attributed to the difference in health 
service delivery in the two countries, where Thailand’s 
health system has operated with a focus on patient-
oriented care longer than Vietnam. The finding of poor 
communication within maternal health care in Vietnam 
could be due to a shortage of staff and a lack of time for 
communication [24]. This highlights the need to improve 
health system performance in terms of both the quality 
and quantity of human resources.

Compared with the first assessment of HSR in Viet-
nam from a Multi-Country Survey Study in 2000, where 
dignity (i.e. having respectful treatment and communi-
cation) was the highest scoring domain, with pregnant 
women scoring choice of provider lower at the fourth 
place [34]. This is also in contrast to other studies con-
ducted in Thailand and Ethiopia, where the domain of 
dignity was scored highest by women receiving care at 
maternal health services [10, 17]. This variation may be 
due to differences in the study setting, design, population, 
year of the study, as well as training on respectful mater-
nity care received by health staff in these study areas. In 
the last 20 years, the growth of the private health sector 
in Vietnam and the emergence of “on-demand” services 
in public hospitals have potentially meant that pregnant 

women now expect more patient-oriented and respect-
ful services from the health system [34, 38]. Neverthe-
less, these results indicate that there is opportunity to 
strengthen the provision of respectful, dignified mater-
nity care in Vietnam, a key element of responsive health 
systems.

The domains of health systems responsiveness were 
rated differently for the various health facilities. Private 
clinics and hospitals were the most commonly used, with 
79% of women visiting private providers for pregnancy 
check-ups. Women visiting private health facilities rated 
the domains of confidentiality and basic amenities par-
ticularly highly compared to public facilities. A similar 
finding has been reported in a study conducted in Ethio-
pia [36]. Although we did not find a significant relation-
ship between private clinics/hospitals and responsiveness 
domains, these findings are consistent with existing lit-
erature which highlights the proliferation of the private 
sector in Vietnam, a trend that can be traced back to the 
Doi Moi reforms of the 1980s and 1990s [38, 39]. Pri-
vate facilities, in particular, aim to maximise their profits 
and, in order to attract more patients/clients, can thus be 
more responsive to their needs.

In our study, we found that household income had a 
significant relationship with all six domains of health 
systems responsiveness—those with income higher 
than 2 million VND (80 USD) were more likely to 
report good health systems responsiveness across all 
six domains. This was similarly reported in Negash 

Fig. 2 Health systems responsiveness score by health facility
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et  al.’s [3] study in Ethiopia [36]. HSR can depend on 
health care expenditure, particularly within the pub-
lic sector and it is possible that, as financial fairness 
improves, ratings of HSR could also improve [5, 6, 40, 
41]. This suggests the need to improve public health 
care expenditure for health service users.

In our study, 10.3% of pregnant women reported hav-
ing a CPMD and, of these, 10.6% accessed mental health 
services, a finding that is lower compared to other 
reported data [18–20]. In our study, pregnant women 
were required to self-report a mental health condition. 
This could result in an underestimate as women may 

normalise poor mental health during pregnancy, while 
also potentially fearing mental health-related stigma 
[24, 27]. Nevertheless, our study reveals that a low pro-
portion of pregnant women with mental health needs 
are accessing care, which indicates that there is room 
for improving the accessibility and utilisation of men-
tal health services at the primary care-level. One of the 
reasons for this could relate to pregnant women’s deci-
sion to seek care in the first place. At an individual-level, 
self-stigma can contribute towards fear of acknowledg-
ing mental health conditions, possibly leading to shame, 
avoidance of sharing information, and delays in seeking 

Table 4 Participants’ characteristics and their relations with experience of HSR

Poor responsiveness was used as reference for all models. The overall HSR was defined as the total score of 21 items (4 scale measures) below 60

OR odd ratio; 95%CI 95% confidence interval; ANC
a Adjusted for age groups, education level, household income, level of health facility, and number of ANC

Characteristics Responsiveness OR (95% CI)

Good Poor Crude OR Adjusted ORa

Age group
 16–19 17 (56.7%) 13 (43.3%) Ref Ref

 20–24 108 (67.1%) 53 (32.9%) 0.64 (0.29–1.42) 0.66 (0.29–1.51)

 25–29 121 (66.9%) 60 (33.1%) 0.65 (0.29–1.42) 0.67 (0.29–1.53)

 30–34 119 (74.4%) 41 (25.6%) 0.45 (0.20–1.00) 0.39 (0.17–0.93)
 35- 43 80 (74.8%) 27 (25.2%) 0.44 (0.19–0.99) 0.42 (0.17–1.02)

Education
 Illiterate /Primary 9 (47.3%) 10 (52.7%) Ref Ref

 Secondary 112 (70.9%) 46 (29.1%) 0.37 (0.14–0.97) 0.33 (0.12–0.90)
 High School 239 (71.1%) 97 (28.9%) 0.37 (0.14–0.93) 0.31 (0.12–0.82)
 College + 85 (67.5%) 41 (32.5%) 0.43 (0.16–1.15) 0.40 (0.14–1.12)

Occupation
 Farmer 29 (60.4%) 19 (39.6%) Ref

 Worker 299 (72.4%) 114 (27.6%) 0.58 (0.31–1.08)

 Public officer 25 (59.5%) 17 (40.5%) 1.04 (0.45–2.41)

 Freelancer 79 (71.2%) 32 (28.8%) 0.62 (0.30–1.26)

 Others 13 (52.0%) 12 (48.0%) 1.41 (0.53–3.74)

Household income (VND/USD)
 < 2mil/month (80 USD)) 52 (59.8%) 35 (40.2%) Ref Ref

 2–4 mil/month (80–160) 267 (71.4%) 107 (28.6%) 0.60 (0.37–0.97) 0.66 (0.40–1.10)

 4–6 mil/month (160–240 USD) 91 (65.9%) 40(30.5%) 0.65 (0.37–1.52) 0.71 (0.39–1.30)

 > 6 mil/month (240 USD) 35 (74.5%) 12 (25.5%) 0.51 (0.23–1.12) 0.49 (0.21–1.13)

Level of health facility
 Commune health centers 31 (67.4%) 15 (32.6%) Ref Ref

 Public district hospital 73 (65.2%) 39 (34.8%) 1.10 (0.53–2.29) 1.02 (0.48–2.18)

 Public provincial and higher 3 (17.6%) 14 (82.4%) 9.64 (2.40–38.76) 8.76 (2.13–35.96)
 Private clinics/ hospitals 338 (72.8%) 126 (27.2%) 0.77 (0.40–1.48) 0.72 (0.37–1.40)

Number of ANC
 1—3 times 135 (74.2%) 47 (25.8%) Ref Ref

 4–6 times 207 (71.1%) 84 (28.9%) 1.17 (0.77–1.77) 1.13 (0.73–1.74)

 > = 7 times 103 (62.0%) 63 (38.0%) 1.76 (1.11–2.77) 1.75 (1.07–2.84)
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healthcare, with only the severely ill seeking care at psy-
chiatric hospitals [27]. In Vietnam, mental health condi-
tions are typically only treated at higher-level psychiatric 
hospitals. The lack of mental health care at the primary 
care-level has therefore been identified as a barrier to 
accessing mental health care by pregnant women [23, 
24]. This can be exacerbated by the siloed provision of 
maternal and mental health care, highlighting the need 
for integrating the maternal and mental health networks 
at primary care-level in Vietnam. Such a strategy may 
not only promote early detection and intervention of 
CPMDs, but can also contribute towards reducing men-
tal health-related stigma [28, 42].

Mirzoev and Kane [4] incorporated the domain of 
trust in their conceptualisation of responsiveness. Our 
results show that trust is an essential element of respon-
siveness, further supporting the theoretical work of 
Mirzoev and Kane [4]. Our analysis also suggests that 
the responsiveness concept can be applied to specific 
domains of the health system, such as maternal and 

mental health care [43]. Further research is needed to 
examine the responsiveness of maternal mental health 
services which takes into account the influence of his-
torical, political, social, cultural, and economic contexts, 
in addition to health system and individual-level factors. 
Future inquiries should also focus on the needs, expec-
tations, and demands that are particularly important to 
pregnant women accessing mental health services with 
consideration of mental health literacy and stigma.

Implications for policy and practice
Our analysis revealed that private clinics and hospitals 
were the most commonly used facility by women for 
ANC check-ups. This is consistent with existing litera-
ture which suggests that private health facilities in Viet-
nam are better able to respond to peoples’ increasing 
expectations, particularly those relating to prompt atten-
tion and communication [39]. There is therefore a need 
to consider investing efforts to improve the responsive-
ness of the public health system in Vietnam, alongside 

Table 5 Association of selected characteristics with the HSR by domain

Poor responsiveness was used as reference for all; aOR adjusted Odd Ratios; 95%CI 95% Confidence Interval
a Adjusted for age groups, education level, household income, level of health facility, and number of ANC

Dignity
aORa (CI 95%)

Autonomy
aORa (CI 95%)

Confidentiality
aORa (CI 95%)

Prompt
aORa (CI 95%)

Choice
aORa (CI 95%)

Communication
aORa (CI 95%)

Age group
 16–19 Ref Ref Ref Ref Ref Ref

 20–24 0.93 (0.38–2.32) 0.59 (0.24–1.43) 1.14 (0.47–2.77) 100 (0.42–2.38) 0.66 (0.29–1.53) 1.03 (0.46–2.28)

 25–29 1.26 (0.51–3.08) 0.72 (0.30–1.74) 1.01 (0.42–2.47) 0.86 (0.36–2.02) 0.61 (0.26–1.40) 1.23 (0.55–2.73)

 30–34 0.82 (0.33–2.06) 0.89 (0.37–2.16) 0.58 (0.23–1.47) 1.07 (0.44–2.58) 0.28 (0.12–0.66) 0.96 (0.43–2.15)

 35–43 0.97 (0.38–2.49) 0.95 (0.38–2.36) 0.76 (0.3–1.96) 1.01 (0.41–2.48) 0.37 (0.15–0.89) 0.97 (0.42–2.25)

Education
 Illiterate /Primary Ref Ref Ref Ref Ref Ref

 Secondary 0.75 (0.28–2.01) 0.75 (0.26–2.15) 0.55 (0.19–1.62) 1.02 (0.35–3) 0.72 (0.26–1.96) 0.82 (0.30–2.19)

 High School 0.52 (0.20–1.37) 0.81 (0.29–2.27) 0.69 (0.25–1.95) 1.18 (0.41–3.39) 0.85 (0.32–2.27) 0.76 (0.29–1.99)

 College + 0.61 (0.22–1.70) 0.94 (0.32–2.76) 1.17 (0.4–3.43) 1.22 (0.40–3.68) 1.21 (0.43–3.38) 0.86 (0.31–2.37)

Household income (VND/USD)
 < 2mil/month (80 USD)) Ref Ref Ref Ref Ref Ref

 2–4 mil/month (80–160) 0.80 (0.48–1.33) 0.74 (0.44–1.26) 0.59 (0.35–0.98) 1.26 (0.75–2.13) 0.45 (0.27–0.74) 0.53 (0.32–0.88)
 4–6 mil/month (160–240 USD) 0.74 (0.41–1.35) 0.82 (0.44–1.51) 0.57 (0.31–1.05) 1.16 (0.64–2.12) 0.57 (0.32–1.02) 0.53 (0.30–0.95)
 > 6 mil/month (240 USD) 0.19 (0.06–0.60) 0.30 (0.11–0.82) 0.44 (0.19–1.02) 0.53 (0.23–1.2) 0.77 (0.35–1.71) 0.60 (0.28–1.29)

Level of health facility for last ANC
 CHC Ref Ref Ref Ref Ref Ref

 District hospital 1.20 (0.52–2.76) 0.91 (0.39–2.10) 0.42 (0.19–0.9) 26.73 (10.17–70.27) 0.35 (0.16–0.77) 0.44 (0.21–0.93)
 National/provincial hospital 2.19 (0.65–7.31) 1.83 (0.54–6.16) 0.35 (0.10–1.27) - 0.59 (0.17–2.03) 1.07 (0.31–3.71)

 Private clinics/ hospitals 1.36 (0.66–2.82) 1.05 (0.50–2.18) 0.49 (0.26–0.94) 1.94 (1.00–3.74) 0.34 (0.17–0.68) 0.56 (0.29–1.08)

Number of ANC
 1—3 times Ref Ref Ref Ref Ref Ref

 4–6 times 0.71 (0.47–1.08) 2.22 (1.38–3.57) 1.04 (0.68–1.60) 0.94 (0.63–1.41) 1.57 (1.06–2.33) 0.87 (0.60–1.28)

 > = 7 times 0.76 (0.47–1.24) 2.24 (1.30–3.86) 0.87 (0.52–1.45) 0.93 (0.58–1.51) 2.00 (1.26–3.16) 1.52 (0.97–2.39)
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private sector growth, to meet peoples’ needs and expec-
tations in LMICs [44]. Only a small proportion of preg-
nant women in our study reported experiencing a mental 
health condition and fewer still accessed mental health 
services. This emphasises the need for better integration 
of maternal mental health at the primary care-level [45]. 
Such an approach should also involve referring women, 
diagnosed CPMDs, to specialised mental health services, 
while also addressing societal and intrapersonal stigma 
towards mental health conditions [19, 46]. More broadly, 
previous studies on responsiveness have focused mainly 
on the evaluation of the responsiveness of entire health 
systems but, as our analysis suggests, there is also a need 
to measure the responsiveness of specific services, such 
as those relating to mental health [43].

This study has some limitations. First, the data was col-
lected only from the patient’s perspective which required 
some recall information and did not include providers’ per-
spectives on what constitutes responsive maternal health 
care. Another limitation of this study is its cross-sectional 
design, so causation cannot be inferred. There might also 
be a possibility of recall bias and reporting bias, which could 
not be avoided for the present design. As Mirzoev and Kane 
[4] argue, health service users’ expectations of care shape 
their experiences of their health system interactions and, in 
this way, evaluations of responsiveness. In particular, expec-
tations that services users deem as ‘legitimate’ [2, 42]. There-
fore, in this study, evaluations of responsiveness are likely 
influenced by what women considered as ‘legitimate’, rea-
sonable expectations of their health systems [42].

Conclusion
This study contributes towards important global 
research on health system responsiveness and sheds 
light on pregnant women’s evaluations of their 
encounters at primary-level maternal health care in 
Vietnam. While nearly two-thirds of pregnant women 
viewed their care as responsive, there is still a need to 
improve the responsiveness of the Vietnamese health 
system to meet the expectations of pregnant women, 
mainly in relation to prompt attention and communi-
cation. Moreover, the finding that private clinics and 
hospitals are the most commonly used facilities for 
antenatal care suggests the importance of specifically 
targeting efforts towards strengthening the respon-
siveness of the public health sector. Finally, integrating 
maternal and mental health at the primary care level 
can be one approach to tackle the mental health treat-
ment gap experienced by pregnant women in Vietnam. 
Such an approach may not only promote early detec-
tion and intervention of CPMDs, but can also contrib-
ute towards reducing mental health-related stigma.
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