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ABSTRACT

Background: Data on disease burden in the community is important for health
planning and policy making. Several developing countries in epidemiological transition
suffer the double burden of infectious diseases and increasing rates of non
communicable diseases. While the health information system in these countries is still
weak, population surveys are rarely conducted.

Aims: To assess the occurrence of self-reported illness, mental distress, alcohol
problems in different groups in rural Vietnam. Specifically, the aims were to (i) evaluate
instruments for monitoring mental health and alcohol problems; (ii) describe and
analyze self-reported illness; (iii) assess level of mental distress and alcohol problems; (iv)
describe use of health services among people with mental distress, and people with
illness reported.

Methods: This work was conducted in a rural district within the framework of a
longitudinal demographic surveillance system. Through household interviews, data were
collected from 11,089 households comprising 48,919 individuals, on self-reported illness
and use of health services during four weeks prior to the interview (paper I). A
Vietnamese version of the SRQ-20 was tested and evaluated in 52 persons in a district
hospital sample and 485 persons from the general population (paper II). The instrument
was used to estimate the prevalence of mental distress in a community sample of 3,425
persons (paper 17). The same procedures were applied to evaluate a Vietnamese version
of AUDIT in a sample of 485 persons (paper I1I), then to estimate alcohol problems in a
sample of 3,423 persons (paper I1/).

Main findings: The prevalence of self-reported illness was 48%. The most common
reported symptoms were cough, fever, and headache (19-22%). Occurrence of illness
was significantly lower in groups with higher education, especially among men. Self-
treatment was very common (68-70%). Those who reported illness used more private
health services than public health services. Use of district hospitals was significantly
higher among employed people (paper I). The selected optimal cutoff points of SRQ-20
in hospital and community settings were 5/6 and 6/7, tespectively (paper 1I). The
prevalence of mental distress was 5.4% (7% in women and 4% in men). Men who were
separated/divorced/widowed or who had unstable employment had higher prevalence
of mental distress. 58% of those with mental distress had no treatment and only 5% of
them sought health care at the health facilities where mental health services are available.
The same pattern of use of health services as in the first study was found among people
with mental distress who had used health setrvices (paper 17). The cut-off point 7/8 of
AUDIT was found optimal (63-100% sensitivity and 76-87% specificity) (paper I1I). The
prevalence of alcohol problems was 25.5% in men and 0.7% women.
Separated/divorced/widowed and high educated women had significantly higher
prevalence of alcohol problems (paper I17).

Conclusions: The surveillance system is a valuable tool for assessment of health
problems and use of health services, which is important for health planning and
prevention. The SRQ-20 and the AUDIT were confirmed to be valid in Vietnam. High
level of alcohol problems among men underlines the need for public health
intervention. Low utilization of public health services and treatment gap in mental
health indicates the importance of monitoring quality of health services as well as
reporting health information from both private and public health services.
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1. BACKGROUND

1.1. Health problems in countries in transition

As the consequences of demographic and socioeconomic transition, several
developing countries are now in the epidemiological transition. The patterns of
health and disease and the interaction between health and sociodemographic
conditions are changed. The epidemiological transition results in a major shift in
causes of death and disability from infectious diseases to noncommunicable
diseases (NCD) (Beaglehole and Bonita, 1997; Omran, 2001; WHO, 1999).

During transition, several developing countries have to face with the double
burden of diseases. The double burden is characterizing by the increase of NCD
(such as cardiovascular diseases, cancer and mental disorders) and the
persistence of infectious diseases (such as respiratory infections, tuberculosis
and HIV/AIDS) (WHO, 1999). At the same time, personal behaviours atre
often changing in ways that increase the chances of developing a chronic disease.
It is reported that underweight, unsafe sex, high blood pressures, smoking, and
alcohol are among the leading risk factors of the world disease burden in 2000,
and the developing and developed countries are alike (Commission on
Behavioral and Social Sciences and Education, 1993; Omran, 2001).

The large burden of neuropsychiatric conditions is one of the most surprising
results of disease burden measurement, which incorporates deaths as well as
time lived with disability (figure 1). The Global Burden of Diseases study has
predicted that neuropsychiatric conditions in developing countries would be
increased from 9% of total DALYs (Disability Adjusted Life Years) in the 1990
to 14% in the 2020 (Murray and Lopez, 1990).

About 450 million people worldwide are estimated to be suffering from
neuropsychiatric conditions. These conditions included unipolar depressive
disorders, bipolar affective disorder, schizophrenia, epilepsy, alcohol and
selected drug use disorders, Alzheimer’s and other dementias, post traumatic
stress disorder, obsessive and compulsive disorder, panic disorder, and primary
insomnia (WHO, 2001c). The lifetime prevalence of mental or behavioral
disorders in both developed and developing countries has been estimated to
25% (Almeida-Filho et al, 1997; Regier et al, 1988; Wells et al., 1989).



According to a WHO survey in 14 countries, the prevalence of mental disorders
was lowest in Shanghai (4.3%), and highest in the United States (26.4%), while
the prevalence of mental disorders in other countries varied between 9.1% and
16.9% (Demyttenaere et al., 2004).
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Figure 1:The emerging challenges - DALY's attributable to noncommunicable diseases in low
and middle income countries, estimates for 1998.

Mental disorders are not the exclusive preserve of any special group; they are
truly universal. Mental disorders are found in people of all regions, all countries
and all societies (WHO, 2001c). Nevertheless, epidemiological studies have
indicated that mental health problems are more common among people in low
socioeconomic status (Patel and Kleinman, 2003).

Alcohol is the one of the leading contributors to the burden of mental health
problems. In developing countries, alcohol dependence is estimated to account
for 10% of the total burden of neuropsychiatric conditions. Globally, the
burden of alcohol use and alcohol problems has been widely recognized.
Alcohol is known to increase the risk for many diseases and has a causal
relationship with more than 60 different medical conditions (Rehm et al., 2003;
Room et al,, 2005). According to the Global Burden of Disease Study, alcohol
causes 3.2% of deaths and 4.0% of DALYs, wotldwide (WHO, 2002). In some
developing countries in America and Asia Pacific, the proportion of total



disease burden that is attributed to alcohol was estimated at 6.2% (Room et al.,
2005).
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Figure 2: Recorded Adult (15+) Per Capita Consumption 1970-1996
by Economic Region (in litres of pure alcohol)- Sonrce: Global Status Report on Aleobol, WHO 1999.

According to a publication by the WHO, while alcohol consumption is going
down in developed countries, it is rising in developing countries, and it is likely
to escalate alcohol-related problems (figure 2) (WHO, 2001a).

1.2. Need for public health data

The major goals in public health are to promote and improve the health of the
population. In order to formulate health strategies and health policies according
to the needs of the population, knowledge about the health situation of the
population is necessary (Allebeck, 1997; Allecbeck, 1998; Basch, 1990;
Beaglehole and Bonita, 1997).

In developed countries, data on health is regularly obtained from health
registers and population surveys. These are often presented in public health
reports, and several countries have developed a solid tradition for reporting not
only mortality and morbidity, but also self reported health, life style and other
risk factors, as well as socio-economic conditions and other structural factors
(Allebeck, 1997). In contrast to developed countries, developing countries have
seriously lacked essential data on health for making health plans and setting



health policy. Health information system in the developing world has been not
adequately organised to provide needed information, while population surveys
are rare (Basch, 1990; WHO, 2001b).

More than 27% of all countries do not have any system for collecting and
reporting mental health data. Those that have such a system often lack
sufficiently detailed information to allow for the evaluation of policy, services
and treatment effectiveness. Apart from that, in many developing countries,
there is a lack of scientific research on mental health epidemiology, services,
treatment, prevention and promotion and policy. “Information for better
decisions” has been a strategy in the efforts recommended by WHO in order to
reduce the burden and problems related to mental health (WHO, 2001c¢).

1.3. Methods for assessing health problems in the community

According to the WHO’s definition, health is defined in very broad term.
Health is not seen to be simply the absence of disease but a state of well-being
at all level of human existence (Beaglehole and Bonita, 1997). Thus, to be in line
with the WHO definition, measures of health status must address the
underlying issues of physical, psychological and social aspects of health.

Traditionally, health status is often described by life expectancy, mortality and
morbidity. However, these classical measures are inadequate for assessing
people’s health since several illnesses or limited function can not be recognized
as a specific disease. The last few decades saw a significant expansion in the
ways population health status can be characterized, particularly by
supplementing mortality data with emerging measures of clinical signs and
symptoms, health related quality of life and functional disabilities (Commission

on Behavioral and Social Sciences and Education, 2001).

Health problem refers to a situation or condition for people and their
environment measured in death, disease, disability, or risk that is believed to
persist in the future and is considered undesirable (MAPP, 20006). Thus, it is also
important to assess the risk factors related to health such as smoking, drug use
and alcohol abuse among others. The traditional approach employing medical

examinations to assess health problems is much more costly and is not always



feasible in population surveys. During the past decades, several instruments
have been developed to measure different aspects of health and to identify
health problems in community and primary care settings (McDowell and Newell,
1996).

Assessing general health

A number of measures have been developed and are used in several countries,
especially developed countries. These instruments are often used to measure
general state of health status in terms of physical, social and psychological
functioning and general health perception. Among them, the commonly used
instruments are the Nottingham Health Profile (NHP), the Sickness Impact
Profile (SIP), the Short Form Health Survey-36 items (SF-36) and the EuroQol
Instrument, etc. In general, these have been thoroughly tested for validity and
reliability and often are generally of good quality (Garcia and McCarthy, 2000;
McDowell and Newell, 1996).

Assessing mental health problems

Two major classification systems of diseases that have been widely used for
classifying mental disorders are the Diagnostic and Statistical Manuals of Mental
Disorders (DSM) of the American Psychiatric Association (AIIPsych online),
and the International Classification of Diseases and Health Problems (ICD) of
the WHO (Janca et al., 1990).

During the past decades, there has been an increase in the use of standardized
diagnostic instruments for psychiatric disorders based on these two
classification systems. Structured interview schedules, uniform definitions of
symptoms and signs, and standard diagnostic criteria have now made it possible
to achieve a high degree of reliability and validity in the diagnosis of mental
disorders. Mental disorders can now be diagnosed as reliably and accurately as
most of the common physical disorders. Among them, the DSM, the ICD-10
Symptoms Checklist for Mental Disorders, the Schedule for Clinical Assessment
in Neuropsychiatry (SCAN), etc. were designed to be used by clinicians to
assess mental disorders in adults. Besides that, some instruments wete

developed for lay administration in epidemiological and public health studies



without requirement of clinician’s judgment to rate respondent’s answers, such
as the Composite International Diagnostic Interview (CIDI), the Clinical
Interview Schedule- Revised (CIS-R), etc. (WHO, 1997). The CIDI and the
CIS-R are two mainly lay administered structured interviews used in mental
health research. The CIDI is highly valid for assessment of common disorders
while the CIS-R is moderately valid (Jordanova et al., 2004).

Apart from diagnostic structured instruments, several instruments have been
developed to investigate the general state of mental health, such as the Self
Reporting Questionnaire (SRQ), the General Health Questionnaire (GHQ), the
Mental Health Inventory, the Primary Care Evaluation of Mental Disorders
(PRIME-MD). These instruments can be self-administered or performed by
interviewers (Abdullah S. Al-subaie, 1998; Garcia and McCarthy, 2000;
Ghubash et al., 2001; Sartorius and Janca, 1996; WHO, 1994). Among them, the
SRQ and the GHQ are very commonly used in epidemiological studies. The
SRQ has been found as adaptable and valid for use in many developing
countries (Araya et al., 1992; Sartorius and Janca, 1996; WHO, 1994).

It is important to distinguish screening for mental health problems in the
general population from diagnosis of mental disorders. From the public health
perspectives, general mental distress in the community is more interesting than
the occurrence of specific psychiatric disorders. These require other methods of

investigation and intervention, mainly in the health services.
Assessing aleohol problems

Alcohol problems, a concept widely used in the literatures, include at risk
drinking, alcohol abuse, harmful use and alcohol dependence (Hasin, 2003;
Room et al,, 1996). A number of diagnostic instruments have been developed
and have been used to identify alcohol problems based on criteria of the DSM
and the ICD. Maisto and McKay have reported 17 diagnostic measures of
alcohol problems, such as the CIDI, the Alcohol Dependence Scale (ADS), the
Alcohol Use Disorders and Associated Disabilities Interview Schedule
(AUDADIS), the Psychiatric Research Interview for Substance and Mental
Disotders (PRIMS or SCID-A/D), the SCAN, and others.



Besides that, several screening instruments have been developed for use in
primary care or population survey, such as the Alcohol Use Disorders
Identification Test (AUDIT), CAGE, Michigan Alcoholism Screening Test
(MAST), the Self-Administered Alcoholism Screening test (SAAST), TWEAK
(Tolerance, Worty, Eye-opener, Amnesia, Kutdown ), etc. (Babor et al., 2001;
NIAAA, 1995). A review done by Fiellin et al. indicated that the AUDIT and
CAGE consistently performed better than other methods, while the AUDIT is
the most effective methods in identifying subjects with at risk, hazardous, or
harmful drinking (Bradley et al., 1998; Fiellin et al., 2000). The AUDIT has been
recommended by the WHO for use in primary care to detect and decide brief
intervention for persons with alcohol problems (Babor et al., 2001; Babor and
John, 2001).

Many assessments have been conducted in different countries to evaluate
validity and reliability of instruments. However, the use of these is particularly
limited in developing countries. There is a need to adapt these and develop
capacity for using these at outpatient and community levels in developing
countries, and in a next step to implement the use of these for secondary
prevention in the health services.

1.4. Vietnham

General description

Vietnam, officially the Socialist Republic of Vietnam, is located on the eastern
coast of the Indochina's Peninsula. L.aos and Cambodia border Vietnam in the
west, China from the north and the South China Sea in the Southern region.
The land area of the country is about 331,000 square kilometers with the see
coast stretches over three thousand kilometers along the East Coast of the
Indochina's Peninsula. Vietnam is made up of equatorial lowlands, high,
temperate plateaus and cooler mountainous areas. Vietnam lies in the
intertropical zone and the climate varies by geographic location. North Vietnam
has two basic seasons: a cold and humid winter from November to April, and a
warm and wet summer for the remainder of the year. The northern provinces of
Central Vietnam share the climate of the North, while the southern provinces

share the tropical weather of the South. South Vietnam is generally warm, the



hottest months being March through May. This is also the dry season in the
South, followed by the April-October monsoon season.

The population of Vietnam in 2004 is about 82 millions, 51.5% of which are
women. Seventy four percents of the population live in rural areas. There are 54
ethnic groups and the majority is Kinh group (87%). In 2004, the Gross
Domestic Product (GDP) per capita was estimated to be 553 USD (UNDP
Vietnam, 2005).

Health care system

Administrative Health Main
Authorities Authorities Health Facilities
Central — Ministry - Departments in the MOH
Government of Health - National medicine/pharmacy
(MoH) training colleges
- Central hospitals

- Central research/professional
institutions

- Central pharmaceutical
companies/ factories

v
Provincial Provincial - Provincial health office
People’s Committee Health - Provincial hospitals
Bureau - Provincial Preventive Medicine
Centre
- Provincial pharmaceutical
companies/ factories
District — > District - District health centre office
People’s Committee Health - District hospital/polyclinics
Centre - District preventive health teams
- Public pharmacies
Commune —» Community - Community health station
People’s Committee Health - Village health workers

Station

Figure 3: The Vietnamese public bealth care system.

In 1986, the government initiated a wide-ranging economic reform program,
known as doi moi. The program put Vietnam firmly on the path of transforming

itself from a planned economy to a market economy. As a positive impact of



the economic reform, the country’s economy has been steadily improved, the
annual GDP growth rate was 6.8% in 2000, 7.2% in 2003 and 7.5% in 2004
(World Bank, 2006). At the same time, there are many changes in the social
contexts, which might affect the health of the population both positively and

negatively.

Since the unification of the country in 1975, the health sector in Vietnam has
been increasingly strengthened and developed to serve the whole population.
Before doimoi in 1986, health care services were provided free of charge at all
levels of the health system, from the central to the grassroots levels.

The doi moi reforms contributed to several changes in the health sector. The
most important health sector reforms were the introduction of user fees for
health services at higher level public health facilities, legalization of private
medical practice, liberalization of the pharmaceutical industry, and deregulation
of the retail trade in drugs and medicines (Ministry of Health of Vietnam, 2002;
World Bank, 2001).

The health system in Vietnam now is a mixed public-private system, in which
the public system plays as a key role in preventive and curative care for the
whole population nationwide. The public health care system consists of four
levels: central, provincial, district and commune levels. The central and the
provincial levels are considered to be the specialised health professional zone,

while district and commune levels belong to the basic health care zone.

The Ministry of Health (MoH) is the main national authority in the health sector
and has the responsibility to formulate and execute health policies and health
programs, to set technical norms and criteria and to monitor preventive and
curative care activities within the country. There are 17 central hospitals that
mainly provide curative care at a higher technical level, conduct technical
supports and supervision to the lower levels and perform professional training

and research.

At the provincial level, there are 64 Provincial Health Bureaux, each of which
serves a population of about 1.2 millions. It is fully under the administration of

the Provincial People Committee, but receives technical guidance and



supervision from the MoH. In each province, there is a general hospital of
around 500 inpatient beds, some specialised hospitals, a Preventive Medicine
Center, a Centre for Maternal and Child Health Care and Family Planning and

some Provincial Pharmaceutical Companies.

In each district, the public health services consist of a district hospital with
around 100 inpatient beds, some intercommunal policlinics, some public
pharmacies and about 15-35 community health stations (CHSs). The district
hospital and the policlinics are mainly responsible for curative care, while the
CHSs are responsible for primary health care that includes essential curative
care and preventive care. The district preventive health team and the Maternal
and Child Health and Family Planning team are responsible for supporting and
supervising health care activities at the commune level. Each CHS has 3-5
health staff and provides health care for a population of 2,000-12,000
inhabitants. Village Health Workers, who are recruited locally and trained on a
number of basic medical topics, are supposed to mobilize and assist with
immunization, antenatal care, and family planning programs, advise about clean

water and sanitation, and offer simple treatments to people in remote villages.

The private sector has steadily developed since 1989. The private medical
facilities account for almost haft of total number of private medical and
pharmaceutical facilities. In 1998, there were 19,836 private health facilities in
the whole country. They are mainly clinics run by general practitioners or
specialised clinics and are only active in curative outpatient care. There are few
private hospitals providing inpatient care and they are all located in the big cities.
It is important to note that there are a number of un-registered private

practitioners, especially in the rural areas (Ministry of Health of Vietnam, 2002).

The governmental health budget in 2003 was 7,751 billions VND and
accounted for 1.3% of GDP and the corresponding health budget per capita
was VND 95,800 ($6.4)(Ministry of Health of Vietnam, 20006). The total health
expenditure was about 4% of GDP. Government expenditure accounts for only
30%, the majority being allocated to treatment, which increased from 71% in
1991 to 85% in 2000 (WHO, 2006).
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Investigations by the MoH have shown that self-treatment is common in the
community, and the use of public health care services is low, while the use of
private health care facilities is increasing (Ministry of Health and General
Statistic Office, 2003; Ministry of Health of Vietnam, 2002).

Health information system

Like in many developing countries, the health information system in Vietnam is
still weak. Health information mainly comes from different levels of public
health services. There has been no regular system to collect and report data on
health and health care activities at private health services. Although there are
some population surveys, data on health problems are mainly based on hospital
statistics, which are not adequate for the development of health policy and
planning health services.

Mental health services in Vietnam

Mental health services in Vietnam are weak compared to other countries in the
region. The specialized mental health services in Vietnam are only available at
central and provincial levels of the health care system. Some provinces still lack
psychiatric care facilities, as well as mental health professionals. Mental health
services are now absent at district and commune levels.

In the whole country, there are two central psychiatric hospitals (one in the
North and one in the South), and one National Institute of Mental Health. In all
of 64 provinces, there are 30 psychiatric hospitals and 21 departments of
psychiatry that belong to general provincial hospitals, with a total number of
5,000 inpatient beds. There are totally 1,500 mental health professionals having
university level or higher and 2,200 psychiatric nurses. Social health workers and
psychologists working for mental health have not been employed in the health
system. Since 1998, a community-based mental health care program has been
implemented in several provinces. However, this has just focused on treatment
and management of schizophrenia patients (Nghi, 2004). As estimated from an
epidemiological survey, only one-tenth of people with schizophrenia are treated
(Ministry of Health of Vietnam, 2002).
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Health problems: double burden of diseases

Despite being one of the poorest countries in Asia, Vietnam’s health indicators

are much better than in other countries with the same level of income per capita.

Table 1: Trends in main health indicators for Vietnam

Indicators 1980 1990 2003
Total population (million) 53 66 81
Infant mortality rate (per 1,000 live births) 57 40 21
Under five mortality rate (per 1,000 live births) 105 81 33
Maternal mortality ratio (per 100,000 live births) - 200 94
Birth weight < 2500g (%0) 25 15 7
Life expectancy (years) 63 67 71

Source: Ministry of Health of Vietnam, 2003.

This is the effect of investing considerable resources in establishing a vast
network of primary health facilities throughout the country and in developing a
number of specific health programs to deal with priority health problems, such
as malaria, diarrheal diseases, and communicable diseases. Apart from that, the
high rate of adult literacy also has been one contributor to the achievement of

the generally impressive health indicators in the country.

The changes in economic and social determinants of health are probably
generating an extremely dynamic epidemiologic and health transition. The
transition period is characterized by the widening gap between rich and poor,
degradation of environment, population ageing and the increase of unhealthy
life styles. During the last 20 years, the disease pattern in Vietnam has
considerably changed.

Despite the decline in their incidence, communicable diseases continue to be
major public health problems in the country. Acute respiratory infections (ARI),
diarrhoea and gastroenteritis with presumed infectious origin, and parasitic
diseases were among leading causes of morbidity in 2003, while new or re-
emerging diseases, such as tuberculosis (ITB), HIV/AIDS, dengue fever and
Japanese encephalitis, are increasing. On average, there are more than 68,500
new TB patients every year. In 2003, 4.3% of TB patients were HIV-positive
(WHO in the Western Pacific, 2000). By the end of May 2005, there had been
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95,871 cases of HIV infection detected, among whom 15,618 cases had
progressed to AIDS, and 8,975 people had died (Ministry of Health of Vietnam,
2005). Severe acute respiratory syndrome (SARS) was detected in its early stages
in Vietnam in 2003 with five deaths out of 63 reported cases. The avian
influenza H5N1 virus causing poultry outbreaks led to the death of 29 out of 37
reported cases of infected persons by February 2005 (WHO, 20006).

While Vietnam continues to struggle with infectious diseases, nutritional
deprivation, and reproductive health risks among children and women, the
chronic and degenerative diseases of diet and lifestyle are clearly increasing
(Chen and Hiebert, 1994).

Hospital statistics show that NCD admissions increased from 39 % in 1986 to
61 % in 2003 and NCD deaths rose from 42 % in 1986 to 59 % in 2003
(Ministry of Health of Vietnam, 2000). Figure 4 and 5 present mortality and
morbidity pattern according to hospital statistics during the period between
1976 and 2003.
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Figure 4 : Morbidity pattern (%o) according to - Figure 5: Mortality pattern (%) according
hospital statistics, 1976-2003. 1o hospital statisties, 1976-2003.

Mental health problems

The magnitude of mental health problems in Vietnam has not been well known.
According to an estimation by the National Institute of Mental Health the
prevalence of mental disorders is around 10-15% of the population, the
prevalence of mental disorders is higher in urban areas (Nghi, 2004). It has been
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suggested that the number of people suffering from mental health problems has
increased in the past years as reverse effect of the economic development, that
creates a lot of work pressures on the population (Ministry of Health of
Vietnam, 2002).

Aleohol problems

The National Health Survey (NHS) in 2001-2002 indicated that neatly one-fifth
of population above age 15 reported being drunk weekly. Forty six percents of
men and 1.9% of women used alcohol weekly. Alcohol use strongly associated
with age (figure 6). It was highest in the age group 35-44 years (Ministry of
Health and General Statistic Office, 2003).
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Figure 6: Aleohol use among men and women in different agegronps.

This survey, however, did not attempt to provide any figure about alcohol
related problems. The Vietnam Health Report published by the MoH (2002)
has indicated that alcohol is the second main reason for traffic accidents and
that drunk driving caused 23% of all accidents. According to hospital statistics
there has been a considerable increase in alcohol-related diseases during the past
decades, particularly alcohol-related psychoses. The proportion of inpatients
who had alcohol related psychoses increased from 0.31% in 1986 up to 9.6% in
1995 (Thiem, 2004). The epidemiology of alcohol problems in the population
has not been well described in community based studies (Ministry of Health and
General Statistic Office, 2003; Ministry of Health of Vietnam, 2002).
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2. AIMS
2.1. General aim

The aim of this thesis was to assess the occurrence of self-reported illness,
mental distress, alcohol problems in different groups of the population in rural

Vietnam.
2.2.Specific aims

= To evaluate instruments for monitoring mental health and alcohol
problems in rural Vietnam. (paper 11, 11I)

= To examine mental distress and alcohol problems in a rural district in
Vietnam. (paper IV, V)

® To analyze self-reported illness in a rural district in Vietnam. (paper I)

= To describe use of health services among people with illness reported,

and people with mental distress. (paper I, V)
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3. METHODS

3.1. Setting

Tas Bmimrmia g s Parm Lmmsmeay ad fam

THAILAKD

Figure 7: Map of V'ietnam, Bavi district and FilaBayi.

The studies were conducted within the framework of a longitudinal
demographic surveillance system (DSS), called the Epidemiological Field
Laboratory of Bavi (Fila Bavi). The FilaBavi is a multipurpose epidemiological
field study. The aim is to provide demographic, health and health care
information for health planning and also to serve as a background for specific
epidemiological studies (Chuc and Diwan, 2003).

FilaBavi is located in Bavi district. Bavi is one of the rural areas of northern
Vietnam, located in Hatay province, 60 km west of Hanoi - the capital of
Vietnam. The district covers 410 km? and has low land, high land and
mountainous areas and ranges in altitude from 20 to 1,297 meters above the sea
level. The population is approximately 240,000 people. Two thirds of
population are farmers, the remaining one third are government staffs, workers,

small traders, etc. The main economic activities of the district are farming,
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forestry, and livestock breeding. During the last few years, there has been a
tendency that people go to the city or other provinces to do temporary works
during leisure period after harvest time. The major ethnic group is Kinh, which
is the biggest group in Vietnam. The average household size is about 5 persons
and there are often 3 generations living together in each household. The
illiteracy of people over 15 years is 0.4%. The crude mortality rate is estimated
at 5.1 per 1000 person-years for both sexes (4.7% for women and 5.6% for men)
(Byass, 2003).

FilaBavi covers 29 communes
in total of 32 communes of the
district. The health care system
in the district has been
organized according to the

general  pattern in  rural

Vietnam.

Bavi life: Working in the field

The public health care services consist of a district hospital with 150 inpatient
beds, 3 policlinics and 32 communal health stations (CHSs). Apart from a drug
outlet that is available in each CHS, there are few private pharmacies located in
this district. There are about 145 private health care providers. Most of them are
assistant doctors, traditional healers and nutses.

The FilaBavi consists of a sample of around 11,500 households with totally
around 50,000 individuals. They were identified by random cluster sampling
from the general population of Bavi district. The sample size was initially based
on requirements to assess the changes in infant mortality rate of 15 per 1000
with 80% probability. This requires a 20% sample of the total district
population. The sampling unit was the village. Among total of 352 clusters, 69
clusters were randomly selected. In this surveillance system, information on
demographic events, health related conditions and use of health services is
collected every 3-month. There are 42 surveyors and six field supervisors
permanently working with the data collection.
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The baseline survey was started in January 1999 to collect background
information of 11,457 households comprising totally 49,893 persons. After the
baseline survey, all households in these 69 clusters were visited every three
months to collect information as described above. Every two years, a re-census
is catried out to update background information of each household. In addition
to the general survey, specific questionnaires are added in different sub-studies.
By the end of March 2006, 27 follow-up rounds and 3 re-censuses have

been completed. This thesis used the information from the baseline
survey, the third follow-up, the first and the second re-census.

3.2. Study design

Five cross-sectional studies were integrated in the general surveys conducted
within FilaBavi.

Paper Paper Paper || Paper || Paper
1l 11 v \Y%
= Baseline/recensus
==> Tollow-up
ATttt 4t 111‘{11‘111‘4
1999 2000 ' 2001 2002 © 2003 2004 2005

Fioure 8: Timeframe of studies included in the thesis conducted within FilaBavi.

3.3. Study subjects, sample size and sampling

Study 1: All persons living in the FilaBavi from September to December in 1999
were included.

Study 2: 52 persons who sought health care at the district hospital during 2 days
and 485 persons from 3 communes were included. To obtain the community
sample, 3 communes representative for highland, mountain and lowland areas
were selected from 32 communes, then 485 persons were selected applying

proportional population to size sampling techniques.
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The figure 9 illustrates the study subjects and sampling.

Bavi district
Paper II About 240,000 persons Paper 111
(substudy) (substudy)

485 and 52 l 485 persons
persons aged 18- 18-60 were
60 were selected FilaBavi selected from
from 3 \ 11,547 households with 3 communes

communes and 49,893 persons (baseline
district hospital | survey)

Paper V Paper IV
(substudy) Paper I: (substudy)
3,425 persons (follow-np 3) 3,423 persons
aged 18-60 all individuals aged 18-60
randomly (48,919) of 11,089 randomly
selected using households from selected using
two- Stage Sept. to Dec. in two- Stage
sampling 1999 sampling

Study 3: 485 persons 18-60 years old were included by applying the same

sampling procedures for the community sample of the study 2.

Study 4: The sampling frame of FilaBavi was used. In the first stage, 69 original
clusters were stratified according to geographical region, 31 clusters (14 from
highland, 9 from lowland, 8 from mountainous areas) were then randomly
selected according to the population size in each region. In the second stage, in
each selected cluster, we randomly selected 115 persons 18-60 years old from
the identity number list of the population. The sample finally comprised 3,423
persons since some clusters did not have 115 persons in these age groups and

16 persons were absent during the data collection.

Study 5: The sample was 3,425 persons 18-60 in FilaBavi. The same sampling
procedures as in the fourth study were applied.
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3.4. Development of instruments

3.4.1. The structured questionnaire used in study I

This questionnaire was developed by the FilaBavi technical committee, which
comprises Swedish and Vietnamese epidemiologists, medical doctors and public
health experts. This has been used in every three - month household visits to
collect information about illness events and use of health services. The
questionnaire was tested in a pilot in the FilaBavi and then revised to be more

appropriate to the local language and to common illness pattern (See appendix

1).
3.4.2. The Vietnamese version of the SRQ-20 (paper II and V)

The English SRQ-20 was developed by the WHO as an instrument to screen
for psychiatric disturbances. It consists of 20 questions, which have to be
answered by “yes” or “no” depending on the presence or not of symptoms.
Each question may score 0 or 1. It means that one can get a maximum score of
20. The SRQ-20 has been found to be reliable, valid and adaptable to screen for
mental disorders in many countries, especially in the developing world (Araya et
al., 1992; Harding T.W, 1980; Mati and Williams, 1985, 1986b; WHO, 1994).

The English version of SRQ-20 was translated into Vietnamese by the principal
investigator together with another Vietnamese medical doctor. A Vietnamese
Bachelor in English language then retranslated the instrument back to English,
and the original questions were identified adequately. The Vietnamese version
was discussed by a group of researchers and psychiatrists to identify questions
potentially difficult to understand in the Vietnamese setting. A few wordings
were thus modified. Pilot testing was performed on patients at the consultation
department of the Vietnam National Institute of Mental Health (NIMH), on
staff and patients at the district hospital and on some persons in the community
of the Bavi District. Finally, a few other modifications of wording were made in
order to make the instrument valid for a Vietnamese rural setting. These
procedures were performed the procedures as described elsewhere (Harding
T.W, 1980; Otley, 1979).
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Some questions about background information, such as education, occupation,
current marital status and employment status during the last 12 months prior to
the interview were added to the original SRQ-20. In paper V, questions about
use of health services were also added (See appendix 4).

3.4.3. The Vietnamese version of AUDIT (paper III and IV) and the
CIDI core version 2.1, section J (paper III).

The AUDIT was developed by the WHO and has been used as a screening
instrument for alcohol problems. It can be used to identify whether a person
has hazardous drinking, harmful drinking and alcohol dependence. The AUDIT
instrument consists of ten questions, with a possible maximum score of 40. The
questions 1 to 8 may score 0 to 4 points, and questions 9 and 10 may score 0, 2,
or 4 points. The AUDIT questions cover three main domains. The first domain
is called “hazardous alcohol use” and includes 3 questions. The second domain
includes three questions and is called “dependence symptoms”. The final
domain includes 4 questions, called “harmful alcohol use”. The AUDIT has
been translated and has been used in several countries. It has enjoyed

widespread use by both health workers and alcohol researchers (Babor et al.,
2001) (See appendix 2).

The Composite International Diagnostic Interviews (CIDI) was developed by
the WHO to assess different mental disorders according to criteria in the ICD-
10 and in the DSM-IV. This instrument can be used by lay interviewers and no
clinical judgment is required to rate the respondent’s answers. Section | consists
of 23 questions regarding alcohol use, alcohol abuse, withdrawal, and alcohol
dependence conditions. It is considered to have high acceptance across cultures

and excellent reliability for the substance use questions (Cottler et al., 1991).

The English version of the AUDIT and the CIDI — 12 months core version 2.1,
section ] were both translated in to Vietnamese. Back-translation procedures
were performed through several steps in order to keep the translated version in
concordance with the original and to be adaptable to Vietnamese culture. We
followed the procedures described by Room et al.,1996. Some questions about
background information were also added to the Vietnamese AUDIT.
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3.5. Data collection

In all five studies we employed interviewers who had permanently worked in
FilaBavi since 1999. All of them were female, aged 25-35 years and had high
school level of education. The interviewers were selected based on their capacity
to do interviews and to sustain a good relationship with the community.

Study 1- Self-reported illness and wuse of health services: In this study we used data
collected in a regular follow-up survey of FilaBavi from September to
December, 1999. Information regarding health events and use of health
services of each household member during four weeks preceding the interview

wetre collected.

Study 2- Validity of SRQ-20: The data collection was completed involving two
steps. Firstly, six interviewers of FilaBavi were recruited and trained to perform
interviews with the Vietnamese version of SRQ-20. Secondly, all study subjects
were examined by a qualified psychiatrist, who is working in the Hanoi Medical
University. The psychiatric assessments were performed without knowledge
about the results of the SRQ assessments. The CIDI was used to facilitate the

psychiatrist’s decision about the presence or absence of the psychiatric disorders

(WHO, 1997).

Study 3- The use of AUDIT in rural Vietnam: In the first step, six interviewers were
trained to conduct interviews with AUDIT. In the second step, eight other
interviewers were trained to assess alcohol use and alcohol problems by
interviews with the Vietnamese version of CIDI 2.1, section J. The CIDI
interviews were performed shortly after the interviews with AUDIT and the
interviewers were blind to the preceding interview results. The interviewers used
hand cards to facilitate the interviewee’s estimation of alcohol intake. The hand
card had pictures of common beverages in the setting and the corresponding

units for standard drinks (See appendix 3).
Study 4: Alcobol use and alcobol problems : Twenty five interviewers were trained to

conduct all interviews using the AUDIT in 31 selected clusters. Some

background information used in this study was taken from recensus 2 in 2003.
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Study 5: Mental distress : In this study we used the SRQ-20 that was assessed in
the study 2 to do individual interviews. The same procedures of data collection
as in the study 4 were applied.

3.6. Data management

The FilaBavi has employed 6 field supervisors to take responsibility in doing re-
interview of 5% of all completed interviews. Field supervisors are also in charge
of checking all interview forms before submitting for data entering. A detailed

description of the procedures for data management can be found elsewhere
(Chuc and Diwan, 2003).
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Table 2: Summary of study design, data collection techniques and variables used in five studies

Study Study Main variables Data
design collection
1- Self- Cross- - Tllness: yes/no - Household
reported  sectional  _ Specific symptoms: yes/no interviews with
illness ’ . structured
- Use of health services questionnaire
- Background: age, sex, education,
economic, occupation
2- Cross- - SRQ-20 scores: ranged from 0 to 20 - Individual
Validity sectional  _ Mental disorder: yes/no interviews
of SRQ- . . using the
20 - Background: age, sex, education, marital SRQ20
status, occupation - Clinical
diagnosis
3- The Cross- - AUDIT scores range from 0-40 - Interviews
use of sectional -\ L drinking: yes/no using the
AUDIT ) AUDIT
in rural - Alcohol abuse/ harmful use according _ Interviews
Vietnam to ICD-10 and DSM-IV: yes/no using the CIDI
- Alcohol dependence according to ICD- 21 section |
10 and DSM-1V: yes/no
- Background: age, sex, education, marital
status, occupation
4- Cross- - Alcohol use: yes/no (yes if AUDIT - Individual
Alcohol sectional score >=8) interviews
leceo;z? - Freque.ncy of alcohol use l:{;% It,};e
problem - Quantity of alcohol use
- Alcohol problems: yes/no
- Background: age, sex, education, marital
status, occupation, location, household
economy
5- Mental ~ Cross- - Mental distress: yes/no (yes if SRQ-20 - Individual
distress sectional interviews

score>=7)
Specific symptoms: yes/no

Use of health services: yes/no and types
of services

Background: same as in paper IV

using the SRQ-
20
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3.7. Main variables and definitions
3.7.1. Terminologies used

»  Validity of an instrument refers to how well an instrument measures what
it intends to measure. There are several facets of validity:

o Face validity simply indicates whether, on the face of it, the
instrument appearts to be assessing the desired qualities.

o Factorial validity is one type of construct validity, which refers to
how well a scale measures the proposed underlying factors or
dimensions. Through factor analysis it can be empirically
demonstrated whether any discernible underlying theoretical
construct exist.

o Criterion validity measures to what extent the instrument
correlates with a “gold standard” supposed to measure the
same characteristic.

®  Reliability of an instrument, or consistency is concerned with error in
measurement. There are several ways to assess reliability of an
instrument. In this thesis, we assessed internal consistency reliability
meaning the consistency between items on a scale.

= ROC curve was obtained by plotting sensitivity against the false positive
(1-specificity) at each cut-off point.

= The area under the ROC curve (AUC) was used as an indicator of test
performance. The values of this area range from 0.5 to 1. A value of 1
indicates that the instrument gives a perfect discrimination between
case and non-case, and a value of 0.5 implies an ability to discriminate
no better than chance (Hajian-Tilaki et al., 1997).

= Cut-off point is the minimum acceptable score to define presence of a
disease or an illness. This is also called the cuz-off score or the threshold score.
For example, the cut-off point 6/7 used in paper V means that those
who have a SRQ score of greater than 6 (>=7) will be defined as
having mental distress.

»  Standard drink refers to the amount of 12.6 g pure alcohol, which
equals to 330 ml of 5% beer, or 40 ml of 40% liquor, or 130 ml of 12%
wine, etc.

®  Binge drinking was defined by having six or more standard drinks in one

sitting.
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3.7.2. Health problems

At-risk drinking was defined as a daily alcohol intake higher than 30 g
(2.4 standard drinks) for a man and 20 g (1.6 standard drinks) for a
woman.

Harmful use was defined according to the criteria for harmful use in the
1CD-10 and refers to alcohol consumption that results in consequences
for physical and mental health.

Aleobol abuse was defined according to the criteria in DSM-1V, which
include both social and medical consequences caused by alcohol
consumption.

Aleohol dependence was defined according to the ICD-10 and DSM-IV
criteria. These include a strong desire to drink alcohol, impaired control
over its use, persistent drinking despite of harmful consequences, a
higher priority given to drinking than to other activities, increase
alcohol tolerance, and a physical withdrawal reaction when
discontinuing alcohol use (Hasin, 2003).

I/lness was defined as a report of at least one of the following conditions:
Staying in bed or being absent from work for at least one day, reduced
working capacity, or having used any kind of treatment.

Aleohol problems was defined by having an AUDIT score greater than 7
(paper 1V) or by having one of three conditions (at risk drinking,
alcohol abuse/harmful use, alcohol dependence) based on results of
interviews with CIDI 2.1 section | (paper I11).

Mental distress was identified by a “yes” response to more than 6
questions of SRQ-20 (having an SRQ-20 score of 6).

3.7.3. Use of health setvices

The following types of health services use were identified:

Community health stations

District hospital/ policlinics (DH)

Provincial/ central hospitals (PH/CH)

Private practitioners: included physicians, private pharmacies and drug
vendors.

Traditional healers: provide traditional medicines

26



Self-treatment included buying/use either modern or traditional

medicines without medical professional consultation.

3.7.4. Socioeconomic status

Household economic status classification was provided by the local authority
according to the guidelines from government and the District People
Committee, which is mainly based on household’s income from rice
production and qualitative assessment. (Paper 1-V)

Eduncation level was identified based on the level of education that the
study subject had performed. (Paper I-V)

Occupation was determined according to the current job that had
occupied the largest time of an individual. (Paper I-V)

Employment statns was identified based on self-reported information
regarding number of month during the last 12 months prior to the
interview that one had been employed and get payment from their
work. (Paper V)

Marital status refers to current marital status at the date of interview,
which includes married, single (never married), and previously married

(separated, widowed, or divorced). (Paper IV and V)

3.8. Statistical analyses

Data analysis was performed with STATA version 7.0 and version 8.0.

Proportions and means were calculated. In paper 11, chi-square test was used to

compare the discriminating ability between case and non-case of the SRQ-20 in

each socioeconomic subgroup by comparing the areas under the ROC curves

(AUC).

In paper III, ANOVA test was employed to test the differences in means of

AUDIT score between socioeconomic groups.

The differences between men and women regarding the proportion of each

SRQ symptom (in paper V) were examined using Z-test.
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To validate the Vietnamese version of SRQ-20 and AUDIT, we calculated
sensitivity, specificity, positive predictive values (PPV) and negative predictive
values (NPV), correct classification rates and misclassification rates (paper 11
and paper III). In paper 11, the psychiatrist’s decision was used as criterion (gold
standard) to validate the SRQ-20. In paper I, both DSM-1IV and ICD-10

criteria of alcohol problems were used as criterion to evaluate the AUDIT.

We used Kappa test to assess the agreements between ICD-10 and DSM-1V in
giving diagnosis of harmful use/alcohol abuse and alcohol dependence (paper
I1I).

Receiver Operating Characteristic (ROC) analysis was applied to assess the
ability of SRQ-20 and AUDIT in discriminating cases and non-cases of mental
disorder and alcohol problems (paper 1I and paper III).

Cronbach coefficients alpha were calculated to assess internal consistency
reliability of SRQ-20 and AUDIT (paper II and paper I1I).

Factor analysis was performed to find out the underlying components of the
questionnaires, to examine the factorial validity of the SRQ-20 and the AUDIT
as additional analyses for paper II and paper IIl. The principal components
technique with varimax rotation was applied. In factor analysis, eigenvalues of

>= 1 was required.

Multiple logistic regression analysis was performed in paper I, paper IV and
paper V. In paper I, logistic regression was applied to examine the association
between background variables and the use of health services. Interactions
between background variables (education, occupation, economic status) were
examined. In paper IV and paper V, logistic regression analysis was applied to
estimate adjusted odds ratios of having alcohol problems and mental distress in
different socioeconomic groups. In these all models, we included all
background variables as independent variables. The Chi-square Goodness-of-
fit-test was performed to evaluate the regression models. Weights for survey
data have been made in our multiple regression analyses in paper IV and paper
V. However, unweighted results have been reported since no significant

difference between the weighted and unweighted results were found.
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3.9. Ethical clearance

All studies conducted within FilaBavi system. This system is supported by
Vietnamese Ministry of Health (MoH) and Sida/SAREC in Sweden. The Mo H
has given ethical permission for this surveillance system. The project was
approved by the Research ethics committee at Umed University (reference
number: drn 02-420). The studies 2-5 were also approved by the ethical
committee at Medical Faculty of Goéterborg University (reference number: O
672-02). The local authority of Bavi district and the Ethical Committee of
Hanoi Medical University approved all of five studies. All participants gave

consent to participation.

4. RESULTS

4.1. Evaluating instruments

4.1.1.The Vietnamese Self — Reporting Questionnaire (SRQ-20)-(paper II)
Face validity

The SRQ-20 had high face validity in our setting. It was found clear and
relevant by staff and it was well understood by subjects.

Factorial validity

Table 3 shows the results of factor analysis using principal components
technique with varimax rotation. Items with factor loadings less than 0.40 were
disregarded. Two main factors were extracted with an eigenvalue greater than 1.
The factor I seemed to present “somatic” symptoms and explains 24.6% of the
variance. The factor II seemed to present “depressive” symptoms and explains

8.8% of the variance.
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Table 3: Factor analysis of the SRO-20 using principal components technique with varimax
rotation

Factor 1: somatic symptoms Factor II: depressive symptoms
Eigenvalue: 4.8, variance 24.6% Eigenvalue: 1.8, variance 8.8%
Question Loading Question Loading
20 Easily tired 075 16 Feeling worthless 0.77
718 Feeling tired all the
time 0.73 717 Having thought of ending life ~ 0.74
7 Headache 0.64 10 Crying more than usual 0.57
8§ Having trouble Being unable to play useful
thinking clearly 0.58 74 partin life 0.47
6 Feeling nervous, Difficult to enjoy daily
tense or worried 0.49 77  activities 0.45
4 Rasily frightened 045 9 Feeling unhappy 0.40
2 Poor appetite 0.44
3 Sleeping badly 0.43

Criterion validity

Validity indices

At all cut-off scores, the validity indices of SRQ-20 in community setting
seemed to be higher than those obtained in the hospital setting. Positive
predictive values were much lower than negative predictive values at all cut-off
points. Misclassification rates varied from 23 to 54% in the hospital setting and
from 9 to 60% in the community setting.

Optimal cut-off point
According to the ROC analyses (figure 10), the selected optimal cut-off point

for case-detection in the community sample was 6/7 with a sensitivity of 85%, a
specificity of 61%, a PPV of 19% and a NPV of 97%. For the case-detection in
the hospital sample, the corresponding cut-off was 5/6 with a sensitivity of 85%,
a specificity of 46%, a PPV of 34% and a NPV of 90%. At the optimal cut-off
point, misclassification rates in hospital and community setting were 44% and

37%, respectively.
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Figure 10: ROC analysis of the Vietnamese SRQ-20 in community sample and
in district hospital.

Discriminating ability

The discriminating ability between case and non-case of the SRQ-20 was
acceptable in both samples. The AUC in the community sample was 0.86
(95%CI: 0.81- 0.93) and in the hospital sample was 0.74 (95%CI: 0.59-0.89).

The comparisons of the AUCs between socioeconomic subgroups revealed that
the instrument performed better in the age group of 18-24 years compared to
other ages (p<0.01), and in single persons compared to married persons
(p<0.05), as well as compared to divorced/separated/widowed persons
(p<0.05).

Internal consistency reliability of the SRQ-20

The SRQ-20 had an acceptable internal consistency with an overall Cronbach
coefficient alpha for all of items was 0.83(>=0.81).
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4.1.2. The Vietnamese Alcohol Use Disorder Identification Tests
(AUDIT)-(paper III)

Means of AUDIT score in different alcobol problen gromps
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Figure 11: Age-adjusted means of AUDIT score in different alcohol
problems groups according to ICD-10 and DSM-11"

Age-adjusted mean scores of AUDIT increased significantly by increasing level
of alcohol problems. Similar results also were found when DSM-IV criteria
were followed (Figure 11).

Face validity

The AUDIT was found to be relevant and cover all important domains of
alcohol problems including at risk drinking, alcohol abuse and alcohol

dependence.
Factorial validity

Factor analysis indicated that with the eigenvalues greater than 1, three principal
factor retained. Factor I presents “hazardous alcohol use” and explains 37.6%
the total variance. Factor II presents “dependence” symptoms and can explain
10% of the variance. Factor III presents “consequences”, explains 14.6% of
variance (Table 4).
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Table 4: Factor analysis of the AUDIT using principal components technique with varimax
rotation

Factor and items Loadings
Factor I: Hazardous aleobol use, eigenvalue: 3.76, variance:37.6%

Q1: Frequency of drinking .80
Q2: Typical quantity .88
Q3: Frequency of heavy drinking 71
Q10: Other concerned about drinking .61
Factor II: Dependence, eigenvalue: 1.07, variance: 10.7%

Q5: Increase salience of drinking .86
QO6: Morning drinking .63
Factor II1: Consequences, eigenvalue: 1.46, variance: 14.6%

Q4: Impaired control over drinking .69
Q8: Blackout .84
Q9: Alcohol related injuries .67

Criterion validity

The agreement between two criteria

The agreement between DSM-IV and ICD-10 in diagnosing harmful
use/alcohol abuse was Kappa equal to 0.68 (SE=0.06) and the agreement
between two diagnostic criteria in diagnosing alcohol dependence was Kappa
equal to 0.98 (SE=0.07).

Optimal cut-off points
The cut-off point 7/8 seemed to be optimal with an acceptable sensitivity and

specificity to detect at risk drinking and alcohol dependence. To detect alcohol
abuse (DSM-1V) and harmful use (ICD-10) the cut off point 9/10 would be
optimal (Figure 12).

Validity indices

The AUDIT had good sensitivity, specificity at the proposed optimal cut-off
point. NPV was very high (91-100%) while the PPV was lower (6.9-55%). The
AUDIT had lower validity indices (62.5% of sensitivity and 83.6% of specificity)
in detecting alcohol abuse according to DSM-1V (Table 6).
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Discriminating ability

The values of AUCs ranged from 0.82 to 0.91, these ate all close to 1 and
significant different from 0.5 indicating a good performance of AUDIT in
discriminating between persons with and without alcohol problems (Table 6).
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Figure 12: ROC curves and AUCs of the AUDIT for detecting alcobo!
problems among men according to ICD-10 and DSM-IT.

Internal consistency reliability

Table 5: Inter-item correlation of the AUDIT questions
Ql Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Towm

score
Ql 1
Q2 64 1
Q3 4 60 1
Q4 32 24 23 1
Q 16 .06 26 19 1
Q6 37 37 48 19 34 1
Q7 38 36 45 39 17 43 1
Q8 26 24 16 51 03 12 38 1
Q 14 08 14 20 01 .03 16 41 1
Q10 55 42 37 28 10 23 42 36 22 1
Total 83 .75 .68 50 27 55 .63 48 20 77 1
score

We found that three first questions and the last had higher correlation
coefficients with the total AUDIT score. The AUDIT had an acceptable
internal consistency reliability with Cronbach coefficient alpha was 0.80

(CI>0.77) (Table 5).
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Table 6: V alidity indices of AUDIT as the predictor of at risk drinking, barmful use, alcohol abuse and alcobol dependence in men according
to ICD10 and DSM-IV" at the cut-off point 7/ 8 and overall AUCs. (Paper 111)

Alcohol problems Sensitivity ~ Specificity PPV NPV Cotrect AUC (95% CI)
(%) (%) (%) (%) classified (%0)
At risk drinking 81.8 76.1 55.2 91.7 77.3 .85 (.78-.93)
Harmful use (ICD-10) 100 83.6 6.9 100 70.6 91 (.84-.98)
Alcohol abuse (DSM-1V) 62.5 84.3 11.1 98.1 77.9 .82 (.72-91)
Alcohol dependence (ICD-10) 93.8 87.4 241 98.6 87.6 .84 (.74-94)
Alcohol dependence(DSM-1V) 88.2 76.9 25.9 98.6 77.8 .85 (.75-.94)
Any alcohol problems (*¥) 70.7 88.3 70.7 88.3 83.3 .86 (.80-.92)

(*) Additional analysis
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4.2. Health problems
4.2.1. Self-reported illness (paper I)
One-month prevalence of self reported illness was 48%. The 4 commonest

symptoms were headache, fever, cough (19-22%), and bone and joint pain
(5.8%). Women reported more illness than men did (Paper I) (Table 7).

Table 7: Summary of prevalence of self-reported illness, mental distress and aleohol problems

(Paper 1, IV and V)
Source Health problems Men Women Overall
Paper 1 Self-reported illness (n1=48,919) 44.2 50.8 47.7
Cough 21.2 21.6 21.4
Fever 19 19.3 19.2
Headache 16.6 24.7 21.6
Bone and joint pain 3.8 7.3 5.8
Paper V Mental distress (n=3425) 3.9 6.8 5.4
Paper IV Alcohol use and alcohol problem (n=3423)
Alcohol use 87.3 10.2 48.4
Weekly binge drinking 5.7 0.06 2.5
Daily binge drinking 3.6 0 1.8
Alcohol problems 255 0.7 13

Among women the presence of common illness was significantly associated
with age. In comparison with persons 0-19 years, the odds ratios of having
common illness was 1.8 (CI: 1.6-2.1) for persons 20-49 years old and 4.3 (CI:
3.7-4.9) for those who were 50 and older.

Among men, common illness was significantly associated with low education. In
comparison with graduates, odds ratios for common illness by illiterates was 1.5
(CI: 1.1.-2.0) and by other level of education was 1.2 (CI: 1.1-1.4).

4.2.2. Mental distress (paper V)

The overall prevalence of mental distress was 5.4%, in women it was 6.8% and
in men was 3,9%. The prevalence increased by age in both men and women
(Figure 13). However, mental distress was only significantly associated with age

among women. Compared to persons 18-24 years old, odd ratios of having
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mental distress were 2.8 (CI: 1.1-2.8) for persons 25-34 years; 3.5 (CI: 1.3-9.5)
for persons 35-44 years; and 6.2 (CI: 2.5-15.7) for persons 45-60 years.

Men who were previously married, illiterate, who had unstable employment and
persons living in the highlands had significantly higher rates of mental distress.
Illiterate men were 8 times more likely to suffer from mental distress compared
to men who had high school or higher education (prevalence: 15.4% vs. 2.8%;
OR=8.0; CI: 1.3-48.5).
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Figure 13: Prevalence of 4 common illnesses, mental distress and alcobol problems

distributed by age and sex. (Paper I, I and 17)

The prevalence of mental distress among men who had been employed for 1-3
months was 9.5%, compared to 4.7% in men who had been employed for 3-6
months and 1.7% in men who had been employed for 7-12 months. These
differences were statistically significant in logistic regression analysis after
controlling for other background variables.

4.2.3. Alcohol problems (paper IV)

The prevalence of alcohol use and binge drinking during the last 12 months
among men were much higher than that among women. The prevalence of

alcohol problems was 25.5% in men and only 0.7% in women (paper 1V).
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Gender was the most important predictor of alcohol problems. The odds ratio
for having alcohol problems among men was OR=51.6 (CL: 25.5-104.4)

compared to women.

Men who lived in mountainous areas had lower rates of alcohol problems
(OR=0.5; CI: 0.4-0.8) compared to those who lived in the highlands.

Separated, widowed or divorced women had significantly higher odds ratio for
having alcohol problems (OR=8.9; CI: 2.3-35.0).

Higher educated women significantly had a higher rate of having alcohol
problems (OR=4.0; CI: 1.2-14.0).

4.3. Use of health services

4.3.1.Use of health services of persons with common illness (paper I)

Self-treatment was the most common measure taken irrespective of symptoms
(68-70%), followed by the use of health services at private providers (18-24%)
(Table 8).

Table 8: Proportion of individuals reporting illness who had taken different bealth care
activities by sex, education level, occupation and housebold economic status. (Paper 1)

Self Traditi Private CHS Policlinic, Provincial,

Treatm -onal district Central
-ent healer hospital hospital

Sex
Men (= 8032) 68.1 1.3 24.9 6.0 4.8 1.6
Women (#=10781) 69.7 2.2 23.9 6.2 3.8 1.6
Education
Illiterate (n=930) 68.2 3.8 24.3 6.7 3.8 0.3
School-leavers (h=10360) 68.4 2.2 23.4 55 4.2 1.9
Graduates (n= 888) 67.3 2.9 18.0 4.3 10.4 5.2
Occupation
Farmer (n=8253) 69.4 2.1 23.1 5.7 3.1 1.8
Employee (n=1105) 61.4 2.9 19.1 4.0 17.8 4.3
Other (n= 2239) 67.9 3.4 25.6 6.1 4.6 2.1
Economic status
Very poor (n=3844) 70.1 1.3 23.1 6.7 3.9 0.7
Poor (n=9777) 70.3 1.8 24.6 5.9 3.6 1.5
Non-poor (n= 4081) 69.8 22 24.0 5.0 5.8 2.4
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We found that in comparison with employees, farmers and other occupations
used significantly less health services at policlinics and district hospital. This is
the same in both men (Farmer: OR=0.2, CI: 0.17-0.3; other: OR=0.3, CIL: 0.2-
0.4) and women (Farmer: OR=0.1, CI: 0.09-0.2; other: OR=0.2, CI: 0.1-0.24).

4.3.2. Use of health services among person with mental distress (Paper V)

The proportion of persons with mental distress using health services was 58%
(in men: 52% and in women: 62%). People with mental distress sought health
care more often because of “somatic” symptoms rather than “emotional and
feeling” symptoms. The proportion of persons who had used health services
was highest among those who had headache (73% and 81%), uncomfortable
feeling in the stomach (29% and 41%), poor digestion (25.8% and 24.4%) or
hands shaking (17.9% and 12.9%).
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Figure 14: Use of health services among persons with mental distress.(Paper 17)

The most common place to seek care was at private health providers (38%).
Very few persons with mental distress (5%) sought health care at district
hospital and at provincial/central hospitals (Figure 14). The pattern of use of

health services did not vary by socioeconomic groups.
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5. DISCUSSION

5.1. Methodological consideration
5.1.1. Study design

All five studies included in this thesis are community based cross-sectional
studies that were conducted within the framework of a DSS. The DSS provided
good sampling frames, data processing and management for these studies.
These are crucial to ensure the validity of the community based studies. The
DSS is a valuable tool for assessing and monitoring the health situation of the
population, especially in the countries where health information system is still

weak.

In a community-based study, all individuals of the community would have an
equal chance to be included as study subjects, then the results can reflect the
situation of that whole community (Gordis, 2000). The advantage of cross-
sectional study is that the observations are done in a certain period of time or in
a point in time, thus the cost can be reduced. However, it is not possible to infer
causal relationship between variables in a cross sectional study (Gordis, 2000).
In paper I, IV and V we just describe socioeconomic differences in self-
reported illness, mental distress and alcohol problems. We did not aim to
analyse the causal relationship between sociodemographic factors and health
problems. Knowledge about the occurrence of health problems and the
association between health problems and socio-demographic status can provide

important background information for health planning.
5.1.2. Internal validity

Internal validity refers to the validity of the inference for the study population.
Three main types of biases may threaten validity in a study: selection bias,
misclassification or information bias, and confounding (Gordis, 2000). The
selection bias should not be serious in our studies. First, because we have a large
randomly selected sample in paper I, and we did consider of design effect in

estimating sample size and in analysing data of paper IV and V. Furthermore,
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high response rates (98-100%) were achieved in all five studies. Confounding
factors were controlled in all papers by using multiple logistic regressions
analyses. Thus, the main possible source of bias in our study would be

misclassification.
Non-differential misclassification: the use of screening instruments

Non-differential misclassification occurs if misclassification is equally
distributed in all groups of exposure or outcome involved in the analysis. It
often leads to underestimation of the association between variables. In the study
where instruments are used to give diagnoses instead of physician’s assessment,
this type of bias is likely to appear when classifying the subjects into disease and
non disease groups. If the instrument has both 100% sensitivity and 100%
specificity, then this bias would not appear (Epidemiologic Research &
Information Center (ERIC), 2001; Gordis, 2000).

Non-differential misclassification seems obvious in our paper IV and paper V
since the SRQ-20 and the AUDIT did not have a perfect sensitivity and
specificity of 100%. The association between socioeconomic factors and mental
distress and alcohol problems may be underestimated. As evaluated in paper 111,
at cut off point 7/8 the AUDIT had 71% sensitivity, 88% specificity and 12%
misclassification to detect alcohol problems. In paper 11, at the cut off point of
6/7 the SRQ-20 had  85% sensitivity and 61% specificity and 37%
misclassification. Thus, the misclassification in paper V would be larger than
that in paper IV. It should be noted that, however, the term “mental distress” is
used in paper V instead of “mental disorder”.

Interview bias

In all five studies we used structured questionnaires and they were all
interviewer administered. The use of face-to face interview was the best choice
in settings where study subjects have poor reading skill and the use of
interviewer-administered questionnaires allows clarification of ambiguous

answers (Babor et al., 2001; WHO, 1994).

Two sources of bias should be considered: interviewer bias and reporting bias.
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In our studies, the use of female interviewers may lead to underreporting
alcohol problems and mental distress among male respondents since a man is
more likely to conceal his feelings, emotions and undesirable behaviours in
front of a woman. Underreporting of alcohol use and alcohol problems among
female subjects might also occur, since these are socially undesirable behaviours
(Mathiowetz, 1999). However, within the context of the FilaBavi system, female
surveyors have been preferred because they normally have better
communication with the community and they are considered more careful

compared to males in doing interviews.

A number of measures have been taken to reduce information bias as well as to
increase the reliability in our studies: questionnaires were developed, tested and
revised before conducting surveys to be sure that the questions are clear and
understandable to the respondents. Protocols were standardised and guidelines
for interviewers and researchers were well developed. Interviewers were
carefully recruited and trained. Five percents of interviews were repeated by
tield supervisors. Respondents were explained about the objectives of study,
and that the confidentiality of the information provided by respondents would

be guaranteed.

Reporting bias is another form of information bias, a common one being recall
bias due to the differences in accuracy of recall between study subjects. The
level of recall bias varies by the length of recall period, by the importance of the
event, and by characteristics of respondents (sex, age, education, etc)
(Epidemiologic Research & Information Center (ERIC), 2001; Fernandez et al.,
1999; Gordis, 2000; Ross and Vaughan, 19806). The length of recall period that
have been used in studies on health status and use of health services quite
varied, however, a 4-week recall period has been commonly used (General
Statistical Office of Vietnam, 1999; Helasoja et al., 2006; Macran et al., 2003;
Zere and Mclntyre, 2003).

In paper I, we decided to use a 1-month recall period based on our observation
in a pilot period in FilaBavi and based on experience from other studies
(General Statistical Office of Vietnam, 1993). In the other four papers, we used
the recall periods as originally designed by the developer of the instruments.
The 12-month recall period used in the paper III and paper IV may be
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questioned. However, the AUDIT questions require the estimations of the
average level of alcohol use and the normal frequency of alcohol related
problems. A shorter recall period could provide a valid picture of the current
situation, which may not be able to reflect the typical pattern of consumption
and alcohol related problems by infrequent drinkers. Furthermore, the 12-
month recall period matches the 12-month reference time period to diagnose
whether one has alcohol problems or not according to ICD-10 and DSM-1V
criteria (Bloomfield et al., 2003; Hasin, 2003).

5.1.4. Generalizability

Generalizability, or external validity, of a study is the validity of the results
applied to persons outside the study population. Our study supports the
generalization for other rural areas in Vietnam and perhaps also in other
developing countries in the region. However, generalization of our findings to
persons in urban areas should be made with caution, since the social contexts in
urban areas are quite different from rural areas. In the urban areas, the
differences in life styles and living conditions between socioeconomic groups
seems to be larger, while gender differentials are smaller.

5.1.5. Choosing an optimal cut off point

Changing the cut off point alters the proportion of well and sick people
correctly classified by the test such that an increase in sensitivity is generally
associated with a decrease in specificity (McDowell and Newell, 1996). The
choice of the optimal cut-off point depends on what one wants to achieve with
the screening. High sensitivity (lower cut-off) should be prioritized if it is
important to detect all cases, but high specificity (higher cut-off) should be

ptioritized if it is important that all detected cases are "true" cases.

The performance of instruments is culturally dependent, the validity as well as
appropriate cut-off points of instrument can thus differ between areas. Even, in
a single setting, the optimal cut off point may differ between different groups in
society. The use of cut-off points for different socio-demographic groups in
community and in primary health care has been demonstrated elsewhere
(Abdullah S. Al-subaie, 1998; Harpham et al., 2003; Sartorius and Janca, 1996).
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We considered the trade-off between sensitivity and specificity to select the
optimal cut-off points, and ROC analysis is useful for this purpose. The ROC
analysis is a valuable method for selecting the optimal cutoff point.
Alternatively, specific likelihood ratio has been used to summarize sensitivity
and specificity across cut off points; their use seeks to avoid the undue reliance
on a single cutting point (Chen et al., 2005; McDowell and Newell, 1996; WHO,
1994). However, as the likelihood ratio indicates how much more likely the test
result occur in persons with disease than in those without, this is more clinically
useful McDowell and Newell, 1996).

5.2. Quality of the SRQ-20
5.2.1. Validity

Factorial validity is a form of construct validity that is established by factor
analysis (Darlington RB, ; WHO, 1994). We did not perform factor analysis in
paper 1I. But, in the additional analysis (table 2), we found two main factors that
the SRQ-20 covers. However, using factors as sub-scales has not been
suggested since the overall correspondence between studies has been not found

(WHO, 1994).

In paper II, aiming at a sensitivity of at least 80% and based on the AUC values,
we found that the optimal cut off point for the community sample was 6 /7. A
range of cut-off points from 3/4 to 11/12 have been used in other studies over
the last three decades (Abdullah S. Al-subaie, 1998; Alem et al., 1999; Ghubash
et al., 2001; Penayo et al., 1990; WHO, 1994). However, the optimal cut-off
point generally reported has been 7/8, as in the studies reported from Kenya,
Senegal, Brazil, Guinea, and Zimbabwe (Harpham et al., 2003; Sartorius and
Janca, 1996; WHO, 1994). In accordance with the study from Ethiopia, we
found higher levels of sensitivity and specificity in the community setting
compared to the hospital setting at each cut-off point (Kortmann and ten Horn,
1988).

In our study, at the optimal cut off point the SRQ-20 had 85% sensitivity and

61% specificity. These indices are acceptable as they are in the normal range of
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other studies. However, some studies found a high sensitivity and specificity at
the optimal cut off point (WHO, 1994).

The ROC analyses revealed that the Vietnamese version of SRQ had a high
ability to discriminate between cases and non-cases. The value of AUC in our
study meant that there was an 86%-likelihood that a randomly selected person
with mental disorder would receive a higher score on the SRQ than a randomly
selected person without mental disorder. This is comparable to findings in other
studies (Ghubash et al., 2001; Mari and Williams, 1985; WHO, 1994).

We found that although persons aged 18-24 years and single persons required
higher threshold scores to be defined as a case, the performance of SRQ, in
terms of AUC, was significantly better in these groups. We do not have any
clear explanation for this finding. Previous studies have not shown any clear
impact of socio-demographic factors on the performance of the SRQ. Mari and
Williams identified different cut-off points for male and female in Brazil but did
not find any effect of socio-demographic conditions on the validity of the SRQ
(Mari and Williams, 1986a, b).

5.2.2. Reliability

The internal consistency indicates the intercorrelation between items in a
questionnaire. The high intercorrelations among items means that it would be
easily to create two versions that are equivalent and therefore reliable. Thus, the
higher the internal consistency, the higher test-retest reliability will be
(McDowell and Newell, 1996).

In paper 11, we did not examine the reliability of SRQ-20. However, we have
added analysis of internal consistency of SRQ-20 in page 31 showing that the
SRQ-20 had a good internal consistency with a Cronbach coefficient alpha of
0.83 (CI>=0.81). Iacoponi and Mari (1989) in Portuguese found a satisfactory
coefficient of 0.81, while other researcher rarely reported this index (Iacoponi
and Mari, 1989; WHO, 1994).

Another indicator often used to examine the reliability of an instrument is the
agreement between instruments that measure the same condition. Several
studies reported a strong correlation between the SRQ-20 and other equivalent

measures, such as the General Health Questionnaire, indicating high reliability
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of the SRQ-20 (Araya et al.,, 1992; Ghubash et al., 2001; Mari and Williams,
1985).

5.3. Quality of the AUDIT
5.3.1. Validity

The AUDIT items were originally developed to cover three main domains that
including hazardous alcohol use (questions 1-3), dependence symptoms
(questions 4-6) and harmful alcohol use (questions 7-10). In factor analysis, we
also found three main factors that can explain 63.1% of the variance. However,
items of three factors extracted in our study have not exactly concurred with the
three original factors. In principal components analysis, Skipsey et al. found a
single factor with the best fit (Skipsey et al., 1997), while Bergman found two
factors explaining 55% of the variance, that were “hazardous alcohol use” and
“alcohol —related problems” (Bergman and Kallmen, 2002).

In paper 111, we selected the cut off point 7/8 as the optimal cut-off point.
This cut off point produced very satisfactory validity indices in detecting at risk
drinking, harmful use and alcohol dependence. The optimal cutoff point of the
AUDIT for alcohol use disorders has varied between studies, such as a score of
5 (Bergman and Kallmen, 2002; Piccinelli et al., 1997) or 8 (Babor et al., 2001;
Volk et al.,, 1997). The cut-off point of 7/8 has been found and used as an
optimal threshold in several studies and has been called as the “standard cut- off
point” elsewhere (Conigrave et al., 1995a). This cut off point has been suggested
for identification of alcohol problems in primary care (Babor and John, 2001).

In several studies from Australia, Bulgaria, Kenya, Mexico, Norway, USA
(Bradley et al., 1998; Daeppen et al., 2000; Fiellin et al., 2000; Reinert and Allen,
2002; Saunders et al., 1993) Hong Kong (Leung and Arthur, 2000), the cut-off
point of 7/8 had a sensitivity and specificity of around 80%. Some studies even
reported such high sensitivity and specificity at a cut- off of 4/5 (Daeppen et al.,
2000; Piccinelli et al., 1997). However, Hans et al. in Germany found a low
sensitivity of 33%; 37% for at risk drinking and for current alcohol misuse at
the cut-off point of 7/8 (Rumpf et al., 2002).
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The validity of the AUDIT has also been proved by ROC analysis that shows
good performance of the AUDIT in discriminating persons with alcohol
problems and those without (Bergman and Kallmen, 2002; Chen et al., 2005;
Conigrave et al., 1995b; Skipsey et al., 1997).

The cultural and social context differences explain the variation in validity of the
AUDIT (Babor et al., 2001; Helman, 2001; McDowell and Newell, 1996). But,
in general AUDIT had a good validity in detecting alcohol problems. The
AUDIT even performed much better than other methods that require the
employment of more costly laboratory tests (Coulton et al., 2000).

5.3.2. Reliability

We found an acceptable Cronbach coefficient alpha of 0.80. Several studies
have reported a comparable reliability of the AUDIT (Bergman et al. (1998),
Bergman et al,, 2002). We did not estimate test-retest reliability of the AUDIT,
but other studies have shown high reliability of the AUDIT for the use in
primary setting, as well as in community setting (Babor et al., 2001; Bergman
and Kallmen, 2002).

5.4. The prevalence of health problems

5.4.1. Self-reported illness

We found a one month prevalence of self-reported illness of 48%. Lower rates
of illness have been reported in other studies in Vietnam (Ministry of Health
and General Statistic Office, 2003; Ministry of Health of Vietnam, 2000;
Ministry of Health of Vietnam and Health Policy Unit, 2002). The VNHS in
2001-2002 conducted in a sample that is representative for the whole country
reported a prevalence of 37%. The reasons for this are unclear. Several factors
could influence to the respondents’ answers, such as study areas, questionnaire
used, interviewers, etc. (Helman, 2001; Mathiowetz, 1999). For instance, in a
sentinel survey 2001-2002 in 7 provinces of Vietnam, the following question

was asked to obtain information about illness: “During the last two weeks, was

47



there any one in your family who got sick? If yes, specify the disease or
symptom/sign". Thus, minor symptoms could be missed. In our survey, after
question about the occurrence of any illness, questions about the presence of
some specific illnesses then continued. Furthermore, the interviewers in our
study were well trained and supervised, which may imply a higher level of
reported illness by the households visited. However, the illness pattern we
found is consistent with other studies in Vietnam (Ministry of Health of
Vietnam, 2000; World Bank, 2001). This is similar to findings in health
interview surveys from other countries, such as Sweden (Bostrom and Persson,
2001), England (Kind et al., 1998) and Spain (Fernandez et al., 1999).

5.4.2. Mental distress

The prevalence of 5.4% found in this study seems low. The median prevalence
of mental distress in developing countries varies from 20% to 30% (Patel and
Kleinman, 2003). The 85% sensitivity of the SRQ-20 used in our study does
indicate a certain underreporting, but even taking this into account, the “true
rate” of mental distress would still be less than 10%. This is also consistent with
findings of 4% to 9% prevalence of depression in Hanoi and some other
provinces of Vietnam (Binh, 2004; Nghi et al., 2004).

Like in many previous studies from different parts of the world, we found a
higher rate of mental distress among women (Alem et al., 1999; Chow et al.,
2003; Good, ; Patel and Kleinman, 2003; Rohrer et al., 2005; Strine et al., 2004).
Binh (2004) in Vietnam reported a higher prevalence of depression among

women, as compared to men (5.8% vs. 2.6%).

We found that the prevalence of mental distress significantly increased with
increasing age in women (Alem et al., 1999; Kebede et al., 1999). Some previous
studies have not found significant differences between age groups (Araya et al.,
2001; Rohrer et al.,, 2005). Some studies even reported less mental distress in
elderly (Chow et al., 2003; Strine et al., 2004). Different classification of age
groups and different inclusion criteria to the studies might explain this
discrepancy. Furthermore, mental distress is a general term comprising several
specific conditions of mental health problems, while the distribution of each

condition by age may be not identical.
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5.4.3. Alcohol use and alcohol problems

Our main finding was a high level of alcohol use and alcohol problems without
any obvious association with socioeconomic background variables. A previous
community-based study in Vietnam reported that the prevalence of alcohol
problems (alcohol dependence and harmful use) varied from 2% to 20%
between areas (Thiem, 2004). Thus, the prevalence of alcohol use and alcohol
problems in our setting is at the same level as in other countries with a high
prevalence of alcohol problems (Chen et al., 2004; Mendoza-Sassi and Beria,
2003; WHO, 2004).

Cautions should be taken when comparing between countries, since alcohol use
and alcohol use pattern have a strong cultural variation. Nevertheless, these
figures are of public health interest and with increasing globalization, drinking
patterns tend to spread across countries (Patel, 2001; WHO, 2001a).

The prevalence of alcohol use and alcohol problems among men was many
times higher than that of women. Also, men drank more heavily than did
women. This is consistent with findings from studies in many countries
(Janghorbani et al., 2003; Lapham et al., 1998; Mendoza-Sassi and Beria, 2003;
Webb et al., 2005), but the gap between sexes in our setting is larger. For
instance, Janghorbani et al. reported an odds ratio for alcohol use of 4.7 (CI:
3.8-5.6) in men compared to women (Janghorbani et al., 2003). Studies from
many countries have discussed gender differences and a possible convergence in
drinking patterns between men and women (Bongers et al., 1998; Demyttenaere
et al., 2004; Nolen-Hoeksema, 2004; Room, 1996; Van Oers et al., 1999). In
Vietnam, it seems obviously that men drank more and had more alcohol
problems than did women. The social and cultural context positively supports
for men’s drinking but not for women’s drinking. A review indicates that gender
difference in drinking and alcohol problems have decreased in recent decades
(Nolen-Hoeksema, 2004) . We have not yet any indication of this in Vietnam,
although it is clear that with socioeconomic development, Vietnamese women
play a more and more important role in society, and the reduced social gap
between men and women would be a potential factor for the increasing
prevalence of alcohol use and alcohol problems among women in the near

future.
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In accordance with the VINHS, we found that alcohol use increased with
increasing age in the first three youngest age groups and then declined in the
oldest age group (Ministry of Health and General Statistic Office, 2003).
Although not statistically significant, the prevalence of alcohol problems was
somewhat higher in older men; these findings concur with findings of studies
from various other countries (Aalto et al, 1999; Janghorbani et al, 2003;
Mendoza-Sassi and Beria, 2003; Webb et al., 2005).

5.5. Health problems in association with sociodemographic factors

It is well known that poor health is associated with low socioeconomic status.
(Alem et al., 1999; Araya et al., 2001; Fernandez et al., 1999; Patel and Kleinman,
2003; Regidor et al., 1999; Stronks et al., 1998; Wagstatf, 2000). In transition
Vietnam, the changes in social contexts have widened the gap between
socioeconomic groups. Thus, health problems are expected to affect different
social groups differently. Knowledge about this is important for organizing
health system as well as planning health activities. In this thesis, we have used
several measures of socioeconomic status: education, occupation, employment

status, household economy, and marital status.
Education

We could only find a significant association between low education and self-
reported illness, as well as between low education and mental distress among
men (paper I and V). Helasoja et al. (2000) also reported higher rates of poor
health in lower education group, the figure was especially statistically significant
among men. This finding has been also pointed out in several studies in Spain
(Regidor et al., 1999) and in Korea (Khang et al., 2004), etc. Regidor et al.
postulated that although the higher educated women have better living
conditions, they may suffer more stress at work due to the pressures of working
life, the relationship with colleagues as well as a numbers of in-door illnesses
such as tiredness and pain due to limited physical activities, etc. However,
several studies have indicated that self-reported illness and mental distress
decline with increasing educational level in both sexes (Alem et al., 1999; Araya
et al., 2001; Good, ; Husain et al., 2000; Kebede et al., 1999; Khe et al., 2003;
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Maziak et al., 2002; Patel and Kleinman, 2003; Rohrer et al., 2005; Strine et al.,
2004; Wagstatf, 2000).

In paper IV, we found that women with higher education were more likely to
have alcohol problems compared to those with lower education. A study in the
USA pointed out that young persons with college educations had 1.5 times
higher risk of alcohol problems compared to those with lower education (Horn
et al., 2002). This also has been revealed by a study in Ukraine (Webb et al,,
2005). In contrast, studies in Taipei and Rotterdam found a negative
relationship between education level and alcohol problems (Chen et al., 2004;
Van Oers et al, 1999), while a study in Hong Kong did not find any
considerable differences between education groups regarding alcohol problems
(Janghorbani et al., 2003). In our setting, there is a possibility that more highly
educated women have more outside-the-home contacts that lead to a higher risk

of drinking and of having alcohol problems.
Occupation and employment status

We did not find any difference between occupational groups in terms of self-
reported illness, mental distress or alcohol problems. Fraser et al. in their review
of 52 related studies have stated that they could not conclude that farmers and
farming families experience higher rate of mental health problems in compared
with non-farming community (Fraser et al., 2005). Thus, we have added one

more study that supports for this finding.

We only found a higher rate of mental distress in men who had unstable
employment. This might be explained by the fact that in rural Vietnam a woman
seems to have less social pressures than a man does if she is unemployed or
illiterate since the household economy is often considered to be the man’s
responsibility. In addition, unemployment and illiteracy is more likely to

threaten a man’s self-confidence than a woman.
Our findings are in agreement with findings from other studies that did not find

any significant association between occupation and alcohol problems (Chen et
al., 2004; Lapham et al., 1998; Van Oers et al., 1999). However, a study in the

51



USA reported a 1.4 times higher risk of having an AUDIT score greater than 7
among unemployed persons (Horn et al., 2002).

Economic status

The association between low economic status and ill health has been well
documented (Basch, 1990; Beaglehole and Bonita, 1997; Fernandez et al., 1999;
Gwatkin et al., 1999; Stronks et al., 1998; Wagstaff, 2000; Zere and Mclntyre,
2003). However, we did not find any significant association between economic
status and health problems (paper I, IV and V). One may argue that our
classification of household economy is not sensitive enough. But, Khe et al.
have shown that other economic classifications (based on income quintile;
wealth index based on assets; housing conditions; and household expenditures)
were not better in assessing household economic status in this setting (Khe et al.,
2003). An explanation could be that the economic gap between groups in this
setting is not large enough to show any disparity in self-reported illness, mental
distress or alcohol problems between economic groups. Another possibility is
that the poor may not report episodes of illness that occur so frequently that
they consider it as a normal part of everyday existence. In fact, many studies
from developing countries have found that richer groups report more ill health.
Studies from Ghana, Jamaica, Peru and Bolivia found that the richest 20% of
the population report more illnesses than the poorest 20% (Wagstatt, 2000).

In summary, we have not evidence for socioeconomic differences in self-
reported illness, mental distress and alcohol problems among women. In
Vietnam, Khe also found that the socio-economic difference in mortality and
morbidity for women was unclear (Khe, 2004). This has also been shown in
studies in Korea, Finland, Estonia, Latvia and Netherlands, as they found that
the socioeconomic differentials in mortality and morbidity were smaller among
women (Helasoja et al., 2006; Khang et al., 2004; Koskinen and Martelin, 1994).
Koskinen and Martelin have agued that the conventional measures of
socioeconomic status are inefficient in describing socioeconomic dimension
among women. In our setting, it is a possibility that women were more
homogenous in terms of occupation and the employment status than were men.
Several women who were government staff still had to do farming to help their

relatives during the harvest time. Furthermore, many male farmers had gone out
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for temporary works but very few women had done that because of their main

role in taking care of house works.
Marital status

Our study found that separated, widowed and divorced women were more
likely to have alcohol problems than women in other groups (paper 1V), while
only indicated a higher rate of mental distress among this group of men (paper
V). It seems that in a community where a woman has lower socioeconomic
status, women often have to learn to adapt themselves to their circumstances,
then they can adapt better than men when being separated, widowed or
divorced.

Regarding alcohol use, a divorced, separated, or widowed woman can drink
more freely when she is not under the control of her husband, his parents and
relatives. It is socially acceptable for a man to be drunk every day, but he would
never want his wife to drink. Studies in Ukraine, Hong Kong and Taiwan (Chen
et al., 2004; Janghorbani et al., 2003; Webb et al., 2005) have indicated that
marital status was not significantly associated with alcohol use and alcohol
problems. In contrast to our study, the studies in Ukraine, Hong Kong, and
Thailand reported lower rates of heavy drinking and alcohol problems in
widowed, divorced and separated persons (Janghorbani et al., 2003; Lapham et
al., 1998; Webb et al, 2005). Could cultural and social variation again be

involved to explain this discrepancy?

5.6. Use of health services

We found a consistent pattern in use of health services in paper I and paper V.
Our results showed that self-treatment was very common, and a large
proportion of those with self-reported illness (paper I) and those with mental
distress (paper V) used private services. On the other hand, public health
services were rarely used. In total, there were about 10% persons with self-
reported illness and 20% persons with mental distress who reported use of
public health services, while the corresponding figures for the use of private
services were 18-24% and 38%. These results are in line with the findings from

other studies in Vietnam in terms of a large share of private sector in the total
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number of health visits among those who reported illness (General Statistical
Office of Vietnam, 1999; Ministry of Health and General Statistic Office, 2003;
Ministry of Health of Vietnam and Health Policy Unit, 2002). Explanations that
are attributable to the changes in social and policy context after the economic
reform in 1986 have been made in several official reports (General Statistical
Office of Vietnam, 1999; Ministry of Health of Vietnam, 2000; Ministry of
Health of Vietnam and Health Policy Unit, 2002; World Bank, 2001). First, the
legalization of private practices has lead to increasing number of private health
providers, and to increasing drug sellers since drugs are widely sold without a
prescription both in pharmacies and in the markets. Second, nowadays the CHS
is not any more an attractive place for the persons who seek health services
since they now have to pay when seeking health care at the CHS.

The similarity in pattern of use of health services in paper I and paper V is
understandable since almost people with mental distress sought health care
because of the occurrence of “somatic” symptoms rather than the occurrence
of ‘emotional” symptoms. People seem not to care about their emotional
symptoms. Perhaps, they do not know that the occurrence of emotional
symptoms may also reflect ill health.

Remarkably, only 5% of persons with mental distress sought health care at the
places where mental health care is officially provided. While it seems that there
is no comparable study in Vietnam, several studies across countries have raised
an issue about the gap between the need for mental health care and the actual
use of mental health services (Bijl et al., 2003; Demyttenaere et al., 2004; Kohn
et al., 2004; Strine et al., 2004). For instance, a study in Chile found that 62% of
the people with a psychiatric disorder did not receive mental health care
(Saldivia et al., 2004). Jorm discussed public knowledge and beliefs and meant
that “mental health literacy” is important since the recognition of mental
disorders can influence mental health care seeking (Jorm, 2000). Furthermore,
the stigmatization of people with mental illness may reduce the propensity to
health care (Angermeyer and Dietrich, 2006; Ekeland and Bergem, 20006;
Jamison, 2006). In our setting, there is also a possibility that people either did
not recognize their problems as mental health problems or did not know that
they get help if they seek care at a special mental health care service. Finally,

there are some issues related to the current health system in this setting that
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limit the use of mental health services among people with mental illness such as
the lack of a community based mental health care in each commune, the

inadequate capacity of private providers and staff at CHSs regarding diagnosis
and treatment of mental illness.
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6. CONCLUSIONS AND RECOMMENDATIONS

This thesis has provided additional understanding about self-reported illness,
mental distress and alcohol problems in rural Vietnam. We believe our findings
are relevant for other developing countries. Our findings point to a number of

suggestions for public health measures.

Conclusions and recommendations for public health policy and action

e We confirmed the value of the SRQ-20 and the AUDIT for use in
developing countries. The optimal cut-off limit has to be assessed and
determined according to local conditions and different cut-off points could
be used for different purposes. These two instruments could be used in
primary health care settings as cost-effective methods for early detection of
mental distress and alcohol problems. The instruments can also be used to
collect and report data on mental health problems in epidemiological
surveys and public health reports.

e The high level of alcohol problems among men across all socio-
demographic groups underlines the need for intervention programs to
reduce the burden of alcohol in society. The interventions would require
policy measures as well as better competence and routines in the health care
system.

e The prevalence of mental distress is low in our setting. However, the low
rate of using health services among persons with mental distress again
indicates a treatment gap in mental health care. Persons with mental distress
more often sought health care because of “somatic” symptoms rather than
“emotional” symptoms. Apart from making community mental health care
services more available and accessible, actions should be taken to increase
the awareness in the population about mental health problems.

e We confirmed a higher rate of self-reported illness and mental distress
among women compared to men, as well as a stronger association between
health problems and socio-economic factors among men. Education was
an important predictor of reporting mental distress and general illness

among men.
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e The private sector was used to a larger extent than the public health
services. To make the best use of public health setrvices, efforts should be
continued to improve the availability, accessibility and quality of the public
health services, particularly mental health services. Interventions should also
be made to build up capacity of private health services in providing health
care. Monitoring the quality of private health services and reporting health
information from the private health services are as important as they are for

the public health services.
Future research

This thesis can serve as a background for further research in these areas. Future
public health research should continue to monitor changes in health problems
among different sociodemographic groups under the influences of other factors
in society, such as culture, economy, education, environment, health policies

and other policies. This work is particularly important in countries in transition.

Apart from developing new and better methods for detecting health problems
in the community, continuing research should also focus on building up
valuable technical guidance and protocols to effectively organize health services
in order to meet the population’s need for health care.
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9. APPENDICES

Appendix 1: Questionnaire used in paper I
Household information (New household)

1. Name of HH head: oo

HH

2. Cluster number: number:

3. Name of
INEEIVIEWET e

4 Name of
respondent

5. Date of interview: | | / | | ‘ /1999

Interviewer's remarks Supetvisot's remarks
Signature of interviewer Signature and name of supervisor
Stamp after 1st data entered:
Form-page-Question Request

Stamp after 2nd data entered:
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Individual information (New household)

HH Nr. ’7

=} ision-
Full name | Date oy 5 Occupation L |R «| Name Name Name Dec1s1o‘n
. 9 B -1 = B maker in
Nr | (Start with of Sex = ‘g” S g of of of
oldest) birth S g 5 | %| spouse | father | mother househol
B | & | Major | Minor | @ d
1
2
3
5
6
7
Enter crischial . .
calendar only If not available, write X Markf\mth
_ p — N X for
_ _ 1=Married 2=Separated 3=Divorced
1=Male 2=Female 4=Widowed 5=Single PCIEOH
1=Kinh 2=Muong 3=Dao MC=Illiterate DV=Read/write 1-12=Grade n?;k(;s
4=0Other (Specify) TC=Professional school DH=University decisions
_ _ o . 1=Farmer 2=Gov. staff 3=Worker 4=Handicraft maker 5=Trading for the
1=None 2=Catholic 3=Buddhist 6=Retired 7=Preschool 8=Pupil 9=Housewife 10=Jobless household

4=0Other (Specify)

11=Elderly 12=Other (Specify) 0=No minor occupation
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Health events during the last 4 weeks

12 | During the last 4 weeks, is there anyone in your household got sick, accident
or being injured?
- Yes O 1 & Continue
- No O 2 = Stop
If yes, please tell us each illness episode of each person
E1|E2|E3|E4|E5|E6|E7|ES8
Name of person
ID code
13 | Diseases /symptoms:
- Cough 1 1 1 1 1 1 1 1
- Fever 2 2 2 2 2 2 2 2
- Difficult breathing 3 3 3 3 3 3 3 3
- Headache 4 4 4 4 4 4 4 4
- Colic 5 5 5 5 5 5 5 5
- Digestive disorders 6 6 6 6 6 6 6 6
- Bone and joint pain 7 7 7 7 7 7 7 7
- Injury/ accident 8 8 8 8 8 8 8 8
- Hypertension 9 9 9 9 9 9 9 9
- Cardiovascular disorders 10 | 10 | 10 | 10 | 10 | 10 | 10 | 10
-Others 11 11 11 11 11 11 | 11 | 11
14 | Have ill person had any examination or used any kind of medicines since
he/she got sick?
- Yes 1 1 1 1 1 1 1 1
-No = Swp 2 2 2 2 2 2 2 2
15 | Where was the first place of visit to seek health care? (Select one only)
- Self-treatment 1 1 1 1 1 1 1 1
- Traditional bhealer 2 2 2 2 2 2 2 2
- Private sector 3 3 3 3 3 3 3 3
-CHS 4 4 4 4 4 4 4 4
- DH/ policlinics 5 5 5 5 5 5 5 5
-PH/CH 6 6 6 6 6 6 6 6
- Others 7 7 7 7 7 7 7 7
16 | Up to now, which places ill persons has visited since she/he got sick?
- Self-treatment 1 1 1 1 1 1 1 1
- Traditional bealer 2 2 2 2 2 2 2 2
- Private sector 3 3 3 3 3 3 3 3
-CHS 4 4 4 4 4 4 4 4
- DHY/ policlinics 5 5 5 5 5 5 5 5
- PH/CH 6 6 6 6 6 6 6 6
- Others 7 7 7 7 7 7 7 7
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Appendix 2: THE AUDIT
(Used to interview adults aged 18-60 years in Bavi district )

ADMINISTRATION

Date of interview: .../.../2003 Date of supetvision:.../.../...
Name of interviewer:. .. Name of supervisor.........
Interviewer’s observation: Supervisor’s observation:

SECTION I: BACKGROUND INFORMATION

COMIUNEC. e, Cluster....... HH Nt
1. Individual- ID numher: .........eeeeeeeeeeeeeeeeeeeeeerenenns
2. Al e, Sex: 1.Male 2.Female
3. Marital status:
1. Currently married 3. Separated
2. Widowed 4. Divorced
5. Never married (single)

4. If, you are married, do you currently live with you husband/ wife?
1. Yes 2. No
5. Ifyou have children, how many children you haver...........................
(Don't count children who died )
6.  During the past 12 months, how many months have you been employed and got
salary? ...
7. Currently, what is your occupation?:

1. Farmer 2. Govert. 3. Worker 4. Artisan 5. Trading
staff
6. Retired 8. Pupil 9. Housewife  10. Jobless 11. Very old
12. Building  13. Doing services (hair 14. Other (specified)
worker stylist, tailor, etc. )
8. What level of education have you finished?....................c.ccc...... (specified 10 or 12
_years systen )
9. What is your highest level of specialty:
1. No 2. Primary level 3.Secondary level
4. University level 5. Higher
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SECTION II: ALCOHOL USE AND ALCOHOL PROBLEMS
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Appendix 3:

Calculation of alcohol intake

The number of standard drink is calculated based on the level of ethanol and the volume of glasses people used to drink.

Beer: almost at 5% Standard Liquor 30% Standard
drink drink

A can of beer 333 1 A Lipton glass 130 ml 2.5
A glass of beer 500 ml 1.6 A tea cup 80 ml 1.5
A Kodak glass 350 ml 1,1 A typical green tea leaf glass 200 ml 3.8
A typical green tea leaf glass 200ml 0,6 A small cup 40 ml 0.8
Wine 12 % Liquor 40%

A Lipton glass 130 ml 1 A Lipton glass 130 ml 33
A tea cup 80 ml 0,6 A tea cup 80 ml 2.0
A typical green tea leaf glass 200 ml 1.5 A typical green tea leaf glass 200 ml 5.0
A small cup 40 ml 0,3 A small cup 40 ml 1.0
Liquor 50% Liquor 50%

A Lipton glass 130 ml 4.1 A typical green tea leaf glass 200 ml 6.3
A tea cup 80 ml 2.5 A small cup 40 ml 1.3

1. A can of beer, 333 ml

2. A glass of beer, 500 ml

3. A medium glass, 350 ml

4. Green tea leaf glass, 200 ml
5. A Kodak glass, 350 ml

6. A Lipton glass, 130 ml

7. A tea cup, 80 ml

8. A small tea cup, 40ml

3 8600..
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Appendix 4: THE SRQ
(Used to interview adults aged 18-60 years in Bavi district )

ADMINISTRATION

Date of interview: .../.../2003 Date of supetvision:.../.../...
Name of interviewer:. .. Name of supervisor.........
Interviewer’s observation: Supervisor’s observation:

1. Individual- ID numiber: ...eeeeeeeeeeeeeeeeeeeeeeeeeeeenn
20 AGEr e Sex: 1.Male 2. Female
3. Marital status:

1. Currently married 3. Separated
2. Widowed 4. Divorced
5. Never married (single)

4. If, you are married, do you currently live with you husband/ wife?
1. Yes 2. No
5. Ifyou have children, how many children you haves...........................
(Don't count children who died )
6.  During the past 12 months, how many months have you been employed and got
salary? ...
7. Currently, what is your occupation?:

1. Farmer 2. Govert. 3. Worker 4. Artisan 5. Trading
staff
6. Retired 8. Puplil 9. Housewife  10. Jobless 11. Very old
12. Building  13. Doing services (hair 14. Other (specified)
worker stylist, tailor, etc. )
8. What level of education have you finished?....................c.cccu..... (specified 10 or 12
_years systen )
9. What is your highest level of specialty:
1. No 2. Primary level 3. Secondary
4. University 5. Higher
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SECTION II: MENTAL HEALTH

The following questions are related to certain pains and problems, that may have bothered you the
last 30 days. If you think the question applies to you and you had the described problems in the
last 30days, answer YES. If not, answer NO.

Questions

Yes

No

If you have this problem, did
you seek help?, If yes,
where did you go?

0: No

1: Traditional healer

1. CHS

2. Private sector

3. DH/policlinic

4. PH/CH

6. Other(specified)

1 Do you have headache?

2 Is your appetite poor?

3 Do you sleep badly?

4 Are you easily frightened?

5 Do your hands shake?

6 Do you feel nervous, tense or
worried?

7 Is your digestive poor?

8 Do you have trouble thinking
clearly?

9 Do you feel unhappy?

10 | Do you cry more than usual?

11 | Do you find it difficult to enjoy
your daily activities?

12 | Do you find it difficult to make
decision?

13 | Is your daily work suffering?

14 | Are you unable to play a useful
part in life?

15 | Have you lost interest in
things?

16 | Do you feel that you are a
worthless person?

17 | Has the thought of ending your
life been in your mind?

18 | Do you feel tired all the time?

19 | Do you have uncomfortable
feelings in your stomach?

20 | Are you easily tired?
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