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ISHCs scaling up — Heathy Aging Model in Vietnam

Policy context - Orientation
Policy orientation towards NCD and Population Aging

SUNISEA Synergy Approach via — Filling the gaps
Lesson-learnt/Policy Implication
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Setting the scene - Vietham
Rapid population aging

One of countries having the fastest aging rate

Rapid Ageing in
Vietham

Number 60+

31.7 million

wmerst  27.1%0

28-6 mi"ion of total population

Number 60+ 24 - 9 O/o

17.3 mi"ion of total population

wmerso+  16.5%

1 1,4 million of total population

11.9%

of total population

2029

2019 Source: Vietnam population projection 2019-2069. GS0




What is Intergenerational Self-help Club
(ISHCs) in Vietham?

ISHC objective

* Provide opportunities for their members, majority of
them are older people, to promote their role in
improving their food and income security, and health
status

* Provide opportunities for their members to promote
their roles and contributions in helping others and
local development

* Improve the interaction between community and the
local authorities and other organizations, pushing for
the better implementation of the rights and
entitlements of older people and other marginalized
groups and creating an age-friendly environment
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50-70 in one village
“““““ |

Membership:

ISHC Members:

70% +/-5% OP

70% +/-5% Women |

70% +/-5% social/

economically poor) :

Book-keeper ™

Chair

Vice Chair

Treasurer

ISHC organization structure

ISHC Management Board Members
* At least 50% are female
* Elected every 2 years

| Attractive to:
1+ Young & old

I« Men & women

: * Poor & non poor
j ¢ Rural & Urban

=~ CMB Members

Group 1 Leader

Group 1

| I I I
Group 2 Leader Group 3 Leader Group 4 Leader Group 5 Leader
Group 2 Group 3 Group 4 Group 5

8 - 12 members

8- 12 members

8 -12 members

8 -12 members

8-12 Members

| Interest groups | | I
Social and Physical exercise || Homecare Livelihood Resource mob. Community Emergency
cultural group and sport group volunteer group support group group devt. group respon. group
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Monthly meeting and many other activities during
the month

* Quarterly communication on
Income Generating activities (IGAs)
* Livelihood input/Revolving fund

* At least 5 Economic Development
Volunteers and 2 IGA groups

* Quarterly communication on health
* Regular health check, twice a year

* Regular physical exercise, 5 times/
week

*Access to health insurance
*Healthcare Volunteer Group

security
> Right and At least 5-10 volunteers, 2
Entitlemen home-visits per week/each

Income

* 2 communication sessions
on R&E per year

* 2 dialogues with local
authorities per year
*Monitoring system,
protection of rights Resource

*1 Cultural Group

. *Cultural exchange&
and social _
Membership fee; IGA mobilization bonding perfo.rmance in monthly
profit/revolving fund meetings N
interest; local donation; *Regular home visits
ISHC’s collective IGAs

Support at least 1 case per
month (labor, cash, in kind,
technigues) and community
support

1 paid care assistant/ISHC,
pilot in some payable ISHCs
only

Piloted in some natural
disaster-prone areas

Information, communication&
education in monthly meetings
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Healthy & Active Ageing Component

2) Monthly health screening

Monthly weight and blood pressure measurement and
recording

1) PhyS|caI exercise & sport_

At least one a month for
ISHC members and OP =
receiving health screening ==

Weight pressure and
BP monitoring booklet
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5) Health insurance
6) Referral
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Impact level results
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Sustainability




Setting the scene - Vietham
High burden of NCD but poor and delayed access to care

_ ® 75.3% of total national BOD

41% of NCD dealths

¢ A major risk factor of CVDs*

® HTN Prevalence (18-69 yrs)
® Untreated/HTN patients (18-69 yrs)

® Uncontrolled/HTN patients (18-69 yrs)

Source: Vietnam BOD study (2017), VN STEPs (2021); *Flévio D. F, Paul K. W,, (2019)
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Setting the scene - Vietnam
A gatekeeping role of grassroots health level

People healthcare needs

Severe
Iliness

= The
grassroots
health
facilities are
responsible
for providing
PHC services

International

Grassroots
level




Setting the scene — Vietnam
Designated roles of CHSs in NCD prevention and control

Healthy people

B
Early
diganosis

First-line
treatment,
long-term

case
magement
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Setting the scene — Vietham
Urgent need for health system transformation

Budern of Disease

Health system
orientation

Role of patients

Health personnel




Policy response

Central
Party’s
orientation

Government’s
strategy on NCD
and population

aging

Health sectors’s
PHC-oriented
policy and
guideline on NCD
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SUNI-SEA - Filling the gaps

Government and NGO Funding Social Health Insurance Funding

Early

Screening diagnosis

Primary

Health .
it |Community Healthcare
Sl (ISHCs) Facilities
(Commune health

station)

Life-style Medical
intervention treatment

Poverty Reduction, Social Protection
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SUNISEA Vietnam
Intervention framework

@ 1. Enhancing

COMMUNITY

3. Strengthening @
community

political _
commitment and capacity ISHCs and their engagement
in monitoring and members and actions

supervision of policy
implementation

2. Improving capaci 4. Developing

for supporting the re- personal skills
orientation of health INDIVIDUAL for the prevention
services to greater PATIENTS and management

health promotion of chronic
and disease conditions
prevention
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Continuous collaboration and stakeholder
enagement

Early stakeholder Written collaboration agreement Periodical stakeholder
engagement between health sector and meetings

elderly assomatlons
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Comprehensive intervention package
across intervention groups

/ Capacity building for \ / Training in clinical knowledge and \ / Providing health \
ISHCs proffessional cskills education
o . Improving quality of face-
Provision of technical Tra|n|r_19 in plapnlng, NCD managemept, P to-fgcqe pat)i/ent
guideline, IEC materials, health information management, reporting counselling
health equipments for health
screening and monitoring Training in behavioral change communication Providing health
and health education skills education material
Supportive M&E — . . . enhancing disease self-
Providing technical guidance, practical t
. k manuals and health education materials / managemen |
v ¥ v
ISHCs <€ > PHC <€D Patients
Health education Screening for Better quality ifgif;t;;:eae::jh
arr:gaﬁ)trr?n;gggp IEr A i) D15, diagnosis, patient Improving patients’ KAP in
and tr)(/aatm e}/]t fostering access treatment and counselling for hypertenson treatment and
adherence via to diagnosis and management of behavi g I self-management
' treatment at PHC HTN and DB ehaviora
monthly meetings change
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Three-dimension scaling-up outcomes

MORE
# ISHC implemented screening for NCD risks and health education

# ISHCs and CHS established collaboration
. i # CHSs conducted NCD community screening
service delivery ,| # CHSs provided regular treatment for hypertension

BETTER
- Knowledge and skills of ISHCs health volunteers

- KAP of ISHCs members in NCD prevention

X - Knowledge and practice of PHC staff
S - KAP of patients in medication adherence and healthy
lifestyle
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y # ISHCs members attending health education

S # more people screening via ISHCs and CHS

o 4 : )

o / A . # newly diagnosed patients

Reaching # visit by hypertensive patients to CHS # patients with
hypertension treated by CHS

# patients received health education by CHS

y \l INCREASE
/

Coverage more people

6‘; # high-risk people referred from ISHCs to PHC for

[l WX \’ % La . .
m K\‘/\/ “..~2# further diagnosis and treatment



Q KEYS TO SUCCESS @

= Favourable policy context support synergy scaling-up:
NCD and population aging strategies.

&7y Nationwide network of CHSs and on-going national
scaling-up of ISHCs

Existing political and administrative arrangements of
health sectors and elderly association at all levels

&

@ Proative roles of elderly association in facilitating
synergy approach and stakeholder interaction
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Continuous stakeholder engagement from the beginning




