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EXECUTIVE SUMMARY

EVALUATION OBJECTIVES

The United States Agency for International Development (USAID) aims to test the effectiveness of the
Nutrition and Community Sanitation Activity (USAID Nurture, referred to throughout the document as
“the Activity”) in reducing child stunting in targeted provinces, districts, and villages in Lao People’s
Democratic Republic (Laos) through a targeted, integrated, and multi-sectoral nutrition intervention
approach that could be replicated and potentially scaled-up in other settings across the country. Social
Impact, Inc. (SI) will investigate the success of this integrated intervention model by evaluating its
effectiveness in changing Infant and Young Child Feeding (IYCF) and hygiene and sanitation outcomes
and ultimately achieving the overall intended impact: reduced child stunting. This report provides
evaluation results at midline.

The impact evaluation questions are as follows:

l. What is the effectiveness of the USAID Nurture approach in improving the nutritional status
of children under two (CU2) in target areas!?

2. To what extent did each of the individual components of the USAID Nurture approach
(maternal, IYCF, and WAGSH) contribute to the effectiveness of the overall approach?

PROGRAM BACKGROUND

The Activity focuses on improving the nutritional status of women and children to reduce stunting in
targeted provinces, districts, and villages in Laos. The program, implemented by Save the Children (Save),
works to improve nutrition; water, sanitation, and hygiene (WASH) practices; and behaviors at the
household and community levels. It concentrates on child and maternal nutrition during the ‘window of
opportunity’ — the first 1,000 days from pregnancy until a child’s second birthday. Households with women
in their third trimester of pregnancy or CU2 are referred to as “1,000 days households.” This is considered
a critical period for children during which the most cognitive and physical damage can occur. The primary
target beneficiaries of the program include women of reproductive age (WRA), pregnant and lactating
women (PLW), CU2 (and their caregivers and caregivers’ households), and adolescent girls. While these
are the primary targeted populations, many of the program components such as the mass media campaigns,
greater social mobilization, CLTS, etc. will involve the larger community including older children.

EVALUATION DESIGN

The first evaluation question was examined primarily through a quantitative impact evaluation approach.
In order to answer the second question, qualitative data were collected on stakeholders’ perceptions of
which program elements most effected change. Key indicators are detailed in Annex C and data
collection tools are included in the Annex F and Annex G.

The Activity is evaluated through a mixed methods quasi-experimental approach, incorporating elements
of coarsened exact matching (CEM) to identify a comparison group for the evaluation. Under this design,
by 2020, SI will have collected data from treatment (referred to throughout the remainder of the
document as “Nurture”) and control households at baseline (completed in 2018) and two annual follow-
ups, the first of which is detailed in this report. The sampling approach was designed around our primary
unit of analysis: 1,000 day households with pregnant women or women with CU2 years of age. At



midline, we completed household surveys including anthropometric measurements with 2,767
households in 346 villages.

The midline qualitative evaluation team (ET) conducted a total of 53 interviews, including 41 key
informant interviews (KIl) and 12 focus group discussions (FGD) with national, provincial, district
officials, village-level volunteers and beneficiaries, and USAID Nurture staff. The ET interviewed a total
of 98 respondents between June 17 — July |, 2019. Data were collected in Vientiane and four districts in
Khammouane and Savannakhet provinces. The districts were purposively selected based on the
following criteria: (a) implementation status (ensuring selected locations are at advanced program
implementation stages, (b) geographic representation across both provinces, and (c) access feasibility
during field work. The qualitative team collected data in at least one remote district in each province.
For each selected district, KIl were conducted with government officials, healthcare and WASH
providers, and implementation staff.

KEY FINDINGS AND CONCLUSIONS

EVALUATION QUESTION |

Child Anthropometry

Overall, the ET found that at midline, the Activity had a number of significant positive impacts on
secondary outcomes, although no significant impact on the primary goals of stunting, wasting, and
underweight prevalence among CU2. While changes in the primary outcomes in anthropometric data
between Nurture and control groups are insignificant, that is perhaps to be expected at this stage given
that the Activity has been implemented for less than one year in the target communities.

IYCF Practices

Results from the evaluation suggest some positive IYCF impacts, particularly among younger children. At
midline, 38.3 percent of infants under six months were exclusively breastfed (EBF), although we do not
find differences in EBF rates or overall rates of breastfeeding between the treatment and control groups.
The Activity increased EBF duration, though this is only significant for children under 6 and 12 months of
age. Since the Activity has only been implemented for one year, we would not expect to see impacts in
older children who may have already stopped EBF before the Activity started. The Activity had a
significant impact on children’s minimum meal frequency (MMF), with children in treatment areas 1.35
times more likely to receive the MMF. The significant impact on MMF contributes to a significant
increase in the likelihood of achieving the minimum acceptable diet (MAD), with treatment children |.67
times more likely. Overall, micronutrient adequacy as measured by MAD-WV, was very low with only 5.9
percent of female caregivers in the sample having consumed the minimum acceptable diet at midline.
However, the Activity had a significant positive impact in self-reported nutritionally adequate diets for
WRA, increasing the odds of consuming an acceptable diet by 2.8 times.

WASH Practices

In examining WASH outcomes, we found evidence of positive impact for some, but not all, indicators,
with greater impacts seen on indicators requiring fewer external resources for achievement. The
program did not have an effect on soap presence at 1,000 days households’ handwashing stations,
households’ possession of a basic sanitation facility, caregivers giving safe drinking water to children 6 -
23 month of age, use of an improved drinking water source, using a clean play space for children, or
open defecation. The data did, however, reveal some significant positive effects. Treatment households
were almost two times as likely to use recommended household water treatment technologies. We also
found positive effects on indicators related to handwashing and hygiene.



GMP Services

The percent of CU2 receiving Growth Monitoring and Promotion (GMP) services increased in both the
Nurture (75.7 percent) and control (77.9 percent) villages. Despite the large percentage of GMP
services accessed, the Activity had a small negative impact on CU2 receiving GMP services. Yet, this
diminished for younger children to the point of finding no effect on children under 12 months.

Antenatal Services

Based on several antenatal care (ANC) outcomes measured, the Activity had a significant positive impact
on seeking and obtaining ANC services. This was also mirrored in the qualitative evidence which
showed increased learning of both ANC practices, particularly with regards to pregnancy registration
and utilizing health care centers, and breast-feeding practices. We did not, however, find evidence of
impact on indicators related to information received from a health care provider about breastfeeding or
positioning and attachment.

Outcomes for Boys Versus Girls

On most outcomes, we did not find evidence of significant differences, or differential program impact,
for boys compared to girls. We did, however, find important differences with respect to
anthropometrics and complementary feeding. Specifically, we found that boys had significantly higher
rates of stunting, underweight, and wasting than girls. Both the qualitative and quantitative evidence
suggest that this may have been due to gender-based differences in complementary feeding. We found
that girls had significantly longer EBF durations and received significantly fewer solid and semi-solid food
feedings.

EVALUATION QUESTION i

Overall, qualitative interview participants noted observed progress and high levels of satisfaction with
the Activity. Nevertheless, the study also uncovered strong barriers to achieving progress and intended
outcomes.

Components | & 2: Community Nutrition/Health and Wash Services & Quality Service
Delivery

National, provincial and district level officials, village level volunteers and beneficiaries, and Activity staff
noted that the Ministry of Health and other donor-funded programs have a long history of promoting
nutrition and WASH knowledge in the past, and many individual practices were familiar. However,
adoption of practices and access to services remains a challenge.

Respondents stated that the Activity funds not just the technical assistance, but also the cascade training
approach logistics, including additional staff, transport, provincial and district level trainer per diems, and
other costs associated with delivering the training and services. This support has enabled advisors and
healthcare providers to access remote locations to conduct the series of technical training visits, provide
routine visits, and facilitate periodic prompting and reminders to promote the nutrition and WASH
practices among 1,000 day households and communities. Some remote locations received minimal or no
service before the Activity.

One overarching success reported is that the Activity instigated a transformational shift from using old
training and health extension techniques that previously relied on instructional approaches to a system
of facilitated learning that fosters, self-reliance, demonstrations, and small doable actions (SDA).

Component 3: Demand Creation for Use of Nutrition, Health, and WASH Services and
Products



Demand creation for nutritious products was detected through apparent increased knowledge of the
five food groups, optimal complementary feeding practices, and efforts to overcome some food taboos
and cultural practices that negatively impact infant and young child nutrition. Similarly, ANC service
demand creation was reflected in the reported increases in maternal nutrition service utilization; though,
many constraints were still reported. Village level beneficiaries also discussed wanting more services
from Community Facilitators (CF) such as continuous tool improvement, childcare, transportation to
health service providers, and breastfeeding related products such as breast pumps and bottles.

Communities widely reported improvement in a range of WASH and baby WASH behaviors and an
increase in toilets due to the presence of WASH agents. However, while there are marked
improvements detailed in this report, knowledge and understanding of the overall integrated nutrition
and WASH (iNuW) approach itself, what was supposed to happen, and knowledge of the modified
community-led total sanitation (CLTS) approach as a program component were only mentioned by a
few respondents at the national and district levels.

4. Improved Enabling Environment

Respondents reported that the Activity made significant contributions to executing actions listed in the
National Nutrition Strategy (NNS) to 2025, the National Plan of Action for Nutrition (NPAN) 2016 —
2020, and the National Social and Behavior Change Communication (SBCC) Plan. The iNuWV toolkit,
notably, the Pink Book, was mentioned as supplying tools and materials at the national, provincial, and
district levels that have improved the quality of health and nutrition service delivery and shaped the new
National SBBC Plan. There were two main challenges noted: National, provincial, and district level K|
expressed some concerns with the role of the Activity as a project that implements activities and
reports back to the government versus supporting government systems. Secondly, at the provincial
level, respondents indicated they do not receive systematic feedback or interim monitoring data showing
program results, such as birth registration rates, how many women are visiting health centers, rates of
EBF, etc.

RECOMMENDATIONS

Based on these findings, the principal recommendations of this midline evaluation are:

I.  The Activity should continue the work on knowledge dissemination, capacity building, facilitation
improvement, and technique teaching. There is evidence of positive program impacts, particularly
among intermediate outcomes that may lead to impacts on higher level outcomes with sustained
implementation.

2. The Activity should develop an incentive and compensation system for the CF and Village iNuW
Committees (VIC) to increase coverage and motivation. The CF and VIC play a critical role in the
Activity but require assistance to compensate them for their personal costs, ensure they can serve
as role models in the community, and to increase motivation, thereby to reducing turnover and
encouraging sustainability. Moreover, additional support should be provided to the CF and VIC at
the community level to improve capacity and monitoring, especially with regard to implementing
the iINUW comprehensive toolkit.

3. The Activity should consider ways to address food access and availability to meet nutritional needs
for PLW, CU?2, children under five (CU5), and households year-round.

a. In the immediate term, continue to develop the agriculture and food and nutrition
security component to the extent possible without a Memorandum of Understanding
(MOU) with the Ministry of Agriculture and Forestry, focusing on home food
production and access to seeds, livestock, and technologies to promote a diverse and
nutrient-dense diet throughout the year for women, children, and all family members.



b. Look for ways to collaborate with other agriculture, food and nutrition security, and social
protection programs if possible, such as other USAID and United States Department of
Agriculture funded programs, International Fund for Agricultural Development (IFAD),
the Food and Agriculture Organization of the United Nations, and the World Bank (VWB).

c. USAID should consider a more comprehensive nutrition and food systems approach as
a long-term strategy. Future nutrition programs should include, or be linked with, full-
scale agriculture, natural resources, marketing, social protection, improved agricultural
and health technologies, such as improved storage of breast milk, and integration of
other nutrition-sensitive components to complement the current scope.

The Activity should emphasize the benefits of EBF and delayed initiation of complementary
feeding, particularly among boys. Awareness of benefits may help bridge the observed gap in EBF
duration and complementary feeding between boys and girls that is hypothesized to contribute
to differences in stunting and underweight outcomes. The Activity should also conduct an in-
depth behavioral study to further ascertain the behavioral and biological causes for differences in
stunting rates between girls and boys, particularly among lower-income quintiles.

The Activity should revisit and engage in policy dialogue to discuss and evaluate the efficiency
and effectiveness of promoting CLTS as an integrated approach with nutrition as opposed to a
separate program as it is promoted elsewhere in the country. This would help the government
determine if this practice should be adopted and scaled as a national strategy, or if the Activity
should continue to promote CLTS separately.

The Activity should develop a cost-sharing mechanism to ensure that the poorest households
can be assisted in accessing WASH products and services in a timely and efficient manner. The
types of toilets promoted should also be further evaluated and expanded, such as waterless
composting toilets that can be used where water supply is a challenge.

The Activity should improve planning and coordination for the iNuW visits, trainings, and
activities at the village level by providing sufficient advance notice and meeting schedules. The
Activity should invest in strengthening local social accountability systems, to increase inclusion,
increase capacity of the community-level to understand and fully participate in the project
activities, and establish a grievance redress mechanism that enables a transparent case
management system and feedback loop. For example, community committees and members,
should be aware of what services the project is supposed to deliver and know their
responsibilities, such as how may visits are planned, the topics, who should participate, and also
be able to report suggestions and grievances. The practice of having meetings and only reaching
people who happen to be available will likely result in exclusion and lack of continuity.

The Activity should explore other opportunities for collaboration. For example, the new WB
financing will adopt a multi-sectoral approach to social protection and strengthening nutrition
systems in line with helping the government implement the NNS. A WB-funded water supply
project was also mentioned as a potential opportunity for coordination, as water supply in some
remote mountainous locations is a clear barrier for communities to build and use toilets and
access potable water year-round.

In future programming, USAID should integrate or coordinate with cash transfer programs, and
activities that provide income generating opportunities, access to informal and formal finance, and
improved technologies. Access to income resources, as well as sufficient time was a consistent
barrier for households in implementing improved WASH and nutrition behaviors.



I.INTRODUCTION

I. PURPOSE

The United States Agency for International Development (USAID) Nurture Impact Evaluation Midline
Report documents a mixed-methods quasi-experimental approach that is studying the efficacy of a
USAID-funded Improving Nutrition and Community Sanitation Activity (USAID Nurture, referred to
throughout the document as “the Activity”). The Activity focuses on improving nutrition and water,
sanitation, and hygiene (WASH) practices and behaviors at the household and community levels in Lao
People’s Democratic Republic (Laos). The evaluation is being implemented by Social Impact, Inc. (SI) in
cooperation with local data collection partner IndoChina Research Laos (IRL) between 2016 — 2020.
This document provides an overview of the program theory of change, summarizes the evaluation
methodology, and presents the study’s findings, conclusions, and recommendations at midline.

1.2 EVALUATION OBJECTIVES

USAID aims to test the effectiveness of the Activity in reducing child stunting in targeted provinces,
districts, and villages in Laos through a targeted, integrated, and multi-sectoral nutrition intervention
approach that could be replicated and potentially scaled-up in other settings across the country. Sl is
investigating the success of this integrated intervention model in terms of its effectiveness in changing
infant and young child feeding (IYCF) and hygiene and sanitation outcomes and ultimately achieving the
intended overall impact of reduced child stunting.

Sl is conducting an impact evaluation by combining quantitative and qualitative data collection and
analysis, including collection of anthropometric data from household surveys and qualitative key
informant interviews (KIl) and focus group discussions (FGD) with stakeholders. The impact evaluation
questions are as follows:

l. What is the effectiveness of the USAID Nurture approach in improving the nutritional status
of children under two (CU2) in target areas?

2. To what extent did each of the individual components of the USAID Nurture approach
(maternal, IYCF, and WAGSH) contribute to the effectiveness of the overall approach?

At each stage of the evaluation, Sl is addressing the first question primarily through a quantitative impact
evaluation approach. In order to answer the second question, Sl relies on qualitative data that capture
stakeholders’ perceptions of which program elements most effected change. Sl is investigating how
maternal, [YCF, nutrition, and WASH behaviors have changed over time and gathering input from
stakeholders on contributing factors and barriers that have inhibited behavior change.

1.3 NUTRITION AND WASH CONTEXT

Over the last decade, Laos has experienced a sustained increase in per capita Gross Domestic Product
(GDP) as well as a significant decrease in the Poverty Headcount Ratio!. Unfortunately, these strides in
economic growth have not been accompanied by advancements in other key development areas -
particularly maternal and child health and nutrition advancements. On the contrary, Laos sustains one of

' World Bank. "GDP per Capita (current US$)." World Bank: GDP per Capita (current US$). World Bank Group,
2016. Web.



the highest rates of chronic malnutrition in Southeast Asia; approximately 44 percent of children under
five years of age (CU5) suffer from chronic malnutrition and stunting?2. In Laos, of the estimated 17,300
CUS deaths, 6,015 (40 percent) are related to malnutrition3 with some studies attributing as much as 60
percent of child deaths to malnutrition.* Additionally, the rate of CU5 who are moderately to severely
stunted is 35.6 percent nationally and as high as 60 percent in certain provincess. To address concerns
and increase child and maternal nutrition across six Districts of two Provinces in Laos, the Activity
outlines a set of multi-sectoral interventions that aim to reduce CU5 stunting, wasting, and underweight
status.

Stunting, defined by the World Health Organization (WHO) as “low height for age”, occurs in
approximately 33 percent of CUS5 in Laos.¢ Residents of certain regions, such as inhabitants of
mountainous “upland” areas and minority ethnic groups (Hmong-Mein and Chinese-Tibetan Laotians)
display disproportionately high stunting rates: 50 percent and 61 percent, respectively’. Additionally,
children of mothers with lower income and less access to education are also subject to higher
prevalence of stunting; 61 percent of children from the lowest wealth quintile are stunted compared to
just 20 percent in the highest8. Moreover, 20 percent of children aged 0-6 months are already stunted,
indicating that poor nutritional practices are adopted immediately following birth.? In addition to the
negative mortality and quality of life outcomes that stem from malnutrition, stunting is also closely linked
to low education levels and incomes and decreased national revenues. Laos’ malnourished population
costs the country approximately $197 million United States dollars per annum, which equates to 2.4
percent of the nation’s GDP'0. These statistics display a need for cross-cutting, multi-sectoral
interventions that are designed to target the root causes of poor child and maternal nutrition.

Wasting, defined as “low weight-for age,” affects, on average, 6 percent of CU5 in Laos, though this
statistic hides variations by “age (I3 percent of children 6—11 months of age are wasted), province (21
percent of CU5 are wasted in Luangnamtha Province), and ethnic group (I3 percent of Hmong-Mien
children are wasted)”!!. Though Laos has seen incremental progress in other nutritional outcome
indicators since 2012, the wasting rate (also known as the sudden malnutrition rate) has stagnated at 6
percent, indicating that barriers to reducing wasting may be particularly challenging'2. Furthermore,
natural disasters (relatively common in Laos) can act as catalysts for increased wasting in children and
across the population, especially for disadvantaged groups.'3

2 Ministry of Health and Lao Statistics Bureau. 2012. Lao PDR Lao Social Indicator Survey (LSIS) 201112 (Multiple
Indicator Cluster Survey/Demographic and Health Survey). Vientiane, Lao PDR: Ministry of Health and Lao
Statistics Bureau.

3 Ibid

* USAID Nurture RFP

3 Ministry of Health and Lao Statistics Bureau. 2012. Lao PDR Lao Social Indicator Survey (LSIS) 201112 (Multiple
Indicator Cluster Survey/Demographic and Health Survey). Vientiane, Lao PDR: Ministry of Health and Lao
Statistics Bureau.

¢ Ibid

7 Ibid

¢ Ibid

? Ibid

' Ministry of Health and Lao Statistics Bureau. 2012. Lao PDR Lao Social Indicator Survey (LSIS) 201112 (Multiple
Indicator Cluster Survey/Demographic and Health Survey). Vientiane, Lao PDR: Ministry of Health and Lao
Statistics Bureau.

" Ibid

2 |bid

'* WFP. WFP Lao PDR Country Strategy 201 1-2015. Vientiane, Laos PDR: World Food Program, Laos PDR



Another key indicator among CUS5, the underweight malnutrition rate, fell from 32 percent in 2006 to
27 percent in 20124, Despite this marginal progress, the chronic and underweight malnutrition rates of
the 6-24 month age group are “markedly higher than those of other age groups”'s. Relatedly, the depth
of food deficit is significantly higher in Laos than the regional average or in low-middle income countries.
Depth of food deficit is a crucial catalytic factor behind overall malnourishment among children and
adults alike.'s

Laos continues to face challenges in economic and social integration, with rural residents - and ethnic
groups and women within these regions - facing greater constraints to inclusion and access to services
than those in urban areas. Health sector improvements include increased coverage of antenatal care, and
an increase in the number of births attended by skilled medical staff. However, women’s biological role
in reproduction continues to place women at particular risk. This is illustrated by the country’s high
malnutrition rates where an estimated 37 percent of women of reproductive age suffer from moderate
anemia. Moreover, early marriage and pregnancy continue to place young women at risk of health
complications'”.

Ethnic minority groups in Laos other than the majority Lao-Tai have a higher incidence of poverty and
lag behind in many indicators of welfare's. The welfare gap between ethnic minorities and majority can
be attributed to differences in education levels, amount of land owned, income sources, access to
electricity, and other economic opportunities which leads to a vicious poverty cycle. For instance, the
fertility rate among adolescent girls of Lao-Tai headed households is about half the level observed among
girls of other ethno-linguistic groups. More than half of women in Lao-Tai headed households were
assisted by a health professional, compared with only one in five women in other ethno-linguistic
groups!?. This ethno-linguistic dimension has implications for nutrition and WASH outcomes, although
there is limited empirical reporting. This report notes significant differences for outcomes in the
population sample between Lao and non-Lao mother tongue speakers.

1.4 PROGRAM BACKGROUND

The Activity focuses on improving the nutritional status of women and children to reduce stunting in
targeted provinces, districts, and villages in Laos. The program works to improve nutrition; water,
sanitation and hygiene practices; and behaviors at the household and community levels. The program
focuses on child and maternal nutrition during the ‘window of opportunity’ — the first 1,000 days from
conception until a child’s second birthday. This is considered a critical period for children during which
the most cognitive and physical damage can occur. The program encourages uptake of nutrition, health,
and WASH services including community led total sanitation (CLTS) through social and community
mobilization via a targeted advocacy and social and behavior change communication (SBCC) approach.
Community work is organized around a series of nine visits, during which community support groups and
Community Facilitators (CF) are identified, organized, and trained. The primary target beneficiaries of the

'* Ministry of Health and Lao Statistics Bureau. 2012. Lao PDR Lao Social Indicator Survey (LSIS) 201112 (Multiple
Indicator Cluster Survey/Demographic and Health Survey). Vientiane, Lao PDR: Ministry of Health and Lao
Statistics Bureau.

' Fanta Program. Laos Nutrition Profile. Rep. Fanta Program, Apr. 2014. Web.

' World Bank. "Lao PDR." Lao PDR | Data. World Bank Group, 2016. Web.

"7 World Bank. “Country Gender Assessment for LAO PDR Reducing Vulnerability and Increasing Opportunity.”
World Bank Group, 2012. Web.

'® World Bank, “Lao Poverty Policy Brief: Why Are Ethnic Minorities Poor?” LAO PDR. World Bank Group 2017.
Web.

" DHS. “Lao Social Indicator Survey (LSIS) 2011 — 12”.2012. Web.



program include women of reproductive age (WRA), pregnant and lactating women (PLWV), children under
two years of age (and their caregivers and caregivers’ households), and adolescent girls. While these are
the primary targeted populations, many of the program components such as the mass media campaigns,
greater social mobilization, CLTS, etc. will involve the larger community including older children.

The program integrates four strategies designed to improve nutritional status of women and children,
especially of CU2 years of age and pregnant and lactating women (PLW). Strategies include:

Improved Community Nutrition/Health and WASH Services: After conducting a
participatory needs assessment and village mapping exercise, Save the Children (SC) identified a
core group of female Nutrition Facilitators (NF) to lead community support groups and link with
the health centers. The NF promote community growth monitoring, use of health services, use
of antenatal care (ANC) and postnatal care. The program aims to register all WRA, PLW, and
CU2. The NF are expected to facilitate community support groups linked with regular growth
monitoring, peer and group counseling, and support sessions to improve child growth. The
program is intended to help beneficiaries form peer-to-peer support groups among mothers and
adolescents to help reinforce improved nutritional behaviors and practices. The program seeks
to provide appropriate materials and train mothers to facilitate support group sessions. SC strives
to work in close collaboration with the government of Laos (GolL) and other partners to integrate
support initiatives. Lastly, to address WASH needs, SC encourages micro-, small-, and medium-
sized enterprises to make WASH products available. This may include identifying supply chain
barriers and connecting WASH input suppliers to households and village groups.

Capacity Building to improve quality service delivery: The NF, along with training,
mentoring, and guidance from the implementer and health center workers hold primary
responsibility for providing mothers and other caregivers with timely and relevant information
and support. The program trains NF to conduct regular home visits with PLW with newborn
babies and infants, as these households require more intensive follow-up. The program supports
development of village-level WASH and nutrition action plans that align with the Provincial and
District Food and Nutrition Security Action Plans (FNSAP) and build overall capacity. Rural
Development Agency (RDA) has already trained some Master Trainers for CLTS and continues
to build Master Trainer capacity to support community level WASH needs (e.g. Support to
product suppliers). Additionally, RDA provides guidance and technical assistance in WASH
enforcement and monitoring, including CLTS and Open Defecation Free (ODF) certification
through local government authorities.

Demand Creation for Use of Nutrition/Health/ WASH Services and Products: In order
to build local capacity, the program works toward creating and reinforcing demand for improved
IYCF and WASH services and products. The program initiated the creation of a SBCC campaign
focused on the reduction of stunting targeted to 1,000 day households to improve their IYCF and
WAGSH behaviors including regular attendance for community growth monitoring and promotion,
WASH committees, and participation in local initiatives including the Multi-sectoral Nutrition
Committees. During quarterly meetings through existing Village Development Committees or
Multi-sectoral Nutrition Committees, the Activity intends for communities to review village-level
data based on summary tools provided by the program. The program strives to build leadership
and empower communities to manage the CLTS, collaborating with village authorities, who act as
the main change agents and develop village action plans and monitor progress. To support social
behavioral change, SC and RDA develop IYCF and WASH evidence-based (based on identified
barriers and motivators) promotional materials to encourage and reinforce good IYCF and WASH
practices and behaviors. Through the SBCC social mobilization component, the program supports



social changes such as gender equality and better WASH practices, such as use of hand-washing
stations.

4. Supportive Enabling Environment: Finally, the Activity serves to strengthen the enabling
environment for multi-sectoral nutrition programs and their integration at all levels by supporting
a focused advocacy, SBCC and social mobilization campaign to reduce stunting while also
strengthening the capacity of local government authorities to manage, coordinate and collaborate
in order to increase government resource allocation and improved multi-sectoral coordination.

The program model is anchored by a set of strategies that take into account the realities of Lao’s
institutional context, put ownership for responses in the hands of the community, respond to cultural and
language challenges and opportunities, support female empowerment and address equity issues, and draw
on global, national, and local experiences and innovations including those in the private sector.

1.4.1 Theory of Change and Results Framework

The Activity develops and tests a model to reduce stunting in children while strengthening local village
development committees and provincial, district, and national-level institutional and human resource
capacity to implement community-level nutrition and WASH services. The USAID Nurture Results
Framework (Figure 1) outlines the logic underpinning the program.

Figure |: USAID Nurture Results Framework

Goal/Vision: Reduced child stunting in Lao PDR

Strategic Objective: Improved nutritional status of children under 2 years in targeted

districts and villages
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Gender; Social Behavior Change Communication; Monitoring, Learning and Evaluation; Capacity Building

Source: Improving Community Sanitation and Nutritional Status in Key Vulnerable Areas in Laos, Save the Children, AID- 486-A-15-00006



The Activity envisions impacting its overall goal of improved child health outcomes by achieving its
strategic objective of improved child nutrition through two main intermediate outcome areas:

- IYCF practices and behaviors, including early initiation of breastfeeding, exclusive and continued
breastfeeding, complementary feeding, and dietary diversification; and

- Hygiene and sanitation behaviors, including improved hand washing with soap, safe water access and
use of improved sanitation (latrines).

The Theory of Change (TOC) acknowledges the integral importance of gender equity and women’s
empowerment in achieving improved nutritional status. Figure 2 below illustrates how program activities
contribute to program outcomes and impacts.

Figure 2: USAID Nurture Theory of Change
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Source: Request for Task Order Proposal (RFTOP) SOL-486-17-000002 Impact Evaluation of USAID Nurture in Laos. USAID.

2. EVALUATION DESIGN

2.1 RESEARCH METHODOLOGY

At midline, the first evaluation question was examined primarily through a quantitative impact evaluation
approach. The impact evaluation uses a quasi-experimental approach since random assignment was not
possible, incorporating elements of coarsened exact matching (CEM), to identify a comparison group for



the evaluation. Specifically, the ET used matching with secondary data to identify a similar set of 346
Nurture and control villages prior to baseline. The ET sampled a random cross section of 1,000 day
households in each sampled village at baseline and midline. This design allowed us to compare outcomes
of those who participated in the Activity to those of a similar comparison group used to estimate the
counterfactual. To estimate program impacts, the ET developed a difference in differences (DiD)
regression model including covariates not influenced by the program. More detail on the quantitative
methodology is in the design report and Annex A.20

In order to answer the second question, qualitative data was collected on stakeholders’ perceptions of
which program elements most effected change. Sl investigated how maternal, IYCF, nutrition, and VWASH
behaviors have changed over time and gathered input from stakeholders on the contributing factors and
barriers that have inhibited behavior change. Key Indicators definitions are explained in Annex B and
findings are in Annex C. Balance checks and regressions are located in Annex D and Annex E, respectively.
Data collection tools are included in Annex F and Annex G. The field-based data collections teams for
both quantitative and qualitative comprised of different ethnicities and with a consideration for gender
balance to avoid potential biases?!. The field-based data collection teams were 46 and 50 percent female
for quantitative and qualitive work, respectively.

2.2 DATA COLLECTION

For quantitative data collection, a cross section of female primary caregivers in sampled villages were
surveyed at two distinct times: (1) a baseline completed May through June 2018 and (2) a midline
completed May through June 2019, with (3) an endline to occur after program completion in May
through June 2020. Qualitative data collection occurred at midline after quantitative interviewing in July
2019 as shown in Figure 3.

Figure 3: Evaluation Timeline
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2 Social Impact. Impact Evaluation of USAID Nurture in Laos Evaluation Design Report. USAID 2017.

2! Previous research has shown that survey responses are associated with enumerator characteristics such as
gender (Flores Macias and Lawson, 2008; Huddy et al., 1997), religion (Blaydes and Gillum, 2013; Benstead, 2014),
ethnicity (Adida et al.,, 2016), experience and personality traits (Jackle et al., 2013), differences in social status with
the respondent (Kane and Macaulay, 1993), or even physical attractiveness (Jeeger, 2016).



QUANTITATIVE DATA

Our primary unit of analysis around which the sampling approach was designed was 1,000 days
households of pregnant women or women with CU2. To generate our sample, we incorporated
multiple stages of sampling. Villages were selected based on the matching noted above. Within each of
those villages, we developed a list of households with CU2 and randomly selected eight households with
pregnant women or CU2. Through this sampling approach, we sampled about 3,000 households with
CU?2 and completed interviews with 2,767 households in 346 villages. While this process generated
representative data on the targeted 1,000 day households with either pregnant women or women with
CU?2 years of age, the target of the program and evaluation, the data may not be representative of all
other households in targeted communities.

Within each selected household, we collected data on all pregnant women and CU5 disaggregated by
CU2 years of age (children 0-23 months of age) as well as children 6 to 23 months of age. This allowed
us to generate some information, though with less precision and representativeness, on indicators
related to CUS.

At baseline, Sl interviewed a total of 2,770 WRA primary caregivers with CU2 years of age in
Savannakhet and Khammouane provinces from May to June 2018. One year later from May to June

2019, midline data collection occurred with a total sample size of 2,767 households.

The table below provides descriptive statistics for CU5 in the sample population. Means are calculated
by individual child under five.

Table I: Children’s Descriptive Statistics

Midline Village Assignment

CUS Descriptive Statistics Control Nurture
Child N=3,906 1,928 1,978
Child Gender, %

Male 52.75 50.61
Female 47.25 49.39
Child Age, Mean

Children Under 5, Years 1.08 1.05
Children Under 2, Months 10.24 9.85
Non-Lao Household Head, % 38.49 36.20
Child with Disability, % 0.36 0.86
Child Province, %

Khammouane 41.75 39.99
Savannakhet 58.25 60.01
WRA Primary Caregivers

Child’s Primary Caregiver

Education, %

Never Went 26.87 23.75
KG/Preschool 0.26 0.05
Primary 44.09 38.738




Lower Secondary 16.08 21.06
Upper Secondary 8.04 10.58
Vocational School .19 1.47
College 2.39 2.58
University 1.09 .77
Primary Caregiver Relationship

to Child, %

Mother 94.87 96.00
Grandmother 3.63 2.84
Aunt 0.88 0.56
Stepmother 0.62 0.61

Primary Caregiver Mother

Tongue, %

Lao 70.75 68.60
Khammou 6.67 1.72
Hmong 0.00 0.37
Leu 0.28 0.47
Tri 1.22 0.05
Phoutai 6.73 10.33
Makong 9.68 12.73
Katang 1.06 0.83

Thaimeuy 1.84 .41

Phong 0.39 0.78
Vietnamese 0.78 224
Chinese 0.6l 047

QUALITITATIVE DATA

The midline qualitative evaluation team (ET) conducted a total of 53 interviews, including 41 key
informant interviews (KIl) and 12 focus group discussions (FGD) with national, provincial, district
officials, village-level volunteers and beneficiaries, and USAID Nurture staff. The ET interviewed a total
of 98 respondents between June |17 — July I, 2019. Data were collected in Vientiane and four districts in
Khammouane and Savannakhet provinces. The districts were purposively selected based on the
following criteria: (a) implementation status (ensuring selected locations are at advanced stages of
program implementation), (b) geographic representation across both provinces, and (c) access feasibility
during field work. The qualitative team included at least one ‘remote’ district in each province. For each
selected district, KIl were conducted with implementation staff, government officials, and healthcare and
WASH providers.

Completed Kll and FGD are presented by category in the table below, including a description of
informants (column 2) and final sample size (column 4). This informant list is based on interviews
conducted in the field. In general, the selection of informants was primarily purposive, with elements of
random, snowball, and convenience sampling based on the established sampling frame. Village level
beneficiaries participated in single-sex FGDs in order to better facilitate responses and capture differing
views across genders.



Table 2. Qualitative Sample

QUALITATIVE SAMPLE

INFORMANT TOTAL NUMBER TOTAL NUMBER OF PARTICIPANTS

CATEGORY INFORMANT DETAILS OF INTERVIEWS

SC staff who manage
Save the Children  implementation of the 6 6
USAID Nurture program

Officials from the
Ministry of Health, Social

National-Level and Behavioral Change
Officials Committee, health 6 6
communications,
nutrition, WASH, and
environmental sanitation
departments.
Provincial healthcare and
Provincial-Level WAGSH providers; the 12 16
Officials provincial FNSAP
District Nutrition
- Committee (DNC)
District-Level members, SC District 12 12
Officials Project Officers, and
WASH Marketing
Officers
cub-District Health Center 5 5
. Community Facilitators,
\gil#%iil_evel village health workers, 4 FGD 13

WASH sales agents

40
) USAID Nurture program
\églr?egﬁé!j\{ssl beneficiaries 8 FGD
(disaggregated by sex)
Other donors with
programming in the
Other Donors nutrition/VWASH sectors 0 0
in Laos
Total 53 interviews 98 participants

2.3 ANALYTICAL APPROACH
QUANITITATIVE



The ET used a DID regression approach to estimate impacts on program outcomes. This DID approach
uses baseline and follow-up data for both the treatment and comparison group in order to control for
time-invariant outcome predictors. The regressions also control for child and household attributes
hypothesized to affect outcomes of interest. Table 3 summarizes the outcomes and controls. Although
the evaluation used the DID model as the primary analytical approach, and present results from this
model, because it makes optimal use of the baseline data to provide additional controls, we also tested
ten additional models as follows: DID with kernel density propensity score matching (PSM) (baseline and
midline), DID with no covariates (baseline and midline), multiple regression using midline data only (with
standard controls and with standard controls plus baseline village level outcome means), CEM (one CEM
model was selected based on testing of a variety of bin coarsening levels, and this model was used with
and without the standard set of controls), and PSM (four models including one with nearest neighbor
matching, one with regression adjusted inverse propensity weighting, and two with kernel density
matching). In general, the results across the models are consistent with minimal to no variation on 33
out of 43 outcomes tested. Moreover, there are no outcomes where the results of the two alternate
approaches using baseline data both differ from the primary model. There are some, however,
outcomes where estimated impact (and significance) varies when compared between the models
incorporating baseline data and those that do not. We include footnotes for results where the models
provide differing results, although we maintain our primary DID model for analysis and conclusions, as it
is the most rigorous approach. Further details on the methodology, outcomes, treatments, and analysis
are in the design report.22

Table 3. Regression Variables

Controls Goals

Child Demographics * Stunting
. Age * Wasting
* Sex * Underweight

* Age of Household head . .
* Early initiation of breastfeeding
* Education level of household head . .
* Exclusive breastfeeding
* Household head gender (dummy) . . . . .
* Minimum dietary diversity for children
* Household head non-Lao mother tongue (dummy) » .
* Minimum meal frequency for children
* Household member with disability . . .
* Minimum Acceptable Diet for children
* Number of people living in home

* Sex of Household head
* Wealth (Asset index)
Household Environment

* Minimum Acceptable Diet for mothers

* Safe drinking water

* Use water treatment technologies

. - * Hand Washing and hygiene
* Dwelling has electricity

. * Basic Sanitation Facility
* Dwelling has roof

. * Seeking antenatal services
* HH owns dwelling

* Iron folic acid supplements for mothers
* Household member farms or gardens

. * Participate in GMP
* Legal land ownership

. . * Information received during ANC
* Number of rooms in dwelling

* Information received post-delivery

* Province

22 Social Impact. Impact Evaluation of USAID Nurture in Laos Evaluation Design Report. USAID 2017.



The above table lists all controls. To the extent that specific regression models differ, deviations are
specified in the body of the report.

The ET disaggregated indicator data by sex to identify context-specific gender barriers and
opportunities. Further, we also performed two additional forms of statistical analysis. First, we
performed tests for differences in means of outcomes for males versus females, which demonstrates
whether males or females have higher levels on outcomes, irrespective of the intervention. Next, we
also implemented a technical approach to asses gender-related impact. Specifically, with the quantitative
data, we preformed additional regression analysis including an interaction term between sex, treatment
and time which allows us to estimate any differential program impacts on males versus females.

QUALITATIVE

All interviews were recorded using digital recorders and detailed notes were created. The notes were
used to analyze data and apply thematic codes via excel. Coding refers to marking meaningful segments
of transcript text with a term that captures the overall ideas contained therein. The ET developed a
preliminary code list based on emergent findings from interviews, as well as the intended outcomes of
the Activity. This code list was further refined as additional interviews were coded; emergent codes not
included in the preliminary list were added. The final list had 32 codes. One of the most frequently
applied codes was “Access - Barriers” — this code also had four different sub-codes including: poverty
conditions, physical/transportation barriers, food availability, and dietary practices. After coding was
completed, greater attention was given to the codes that were both applied most frequently and related
to predefined program impacts.

3. FINDINGS

The following sections present the findings for each of the two evaluation questions by noting both
statistically significant23 changes in outcomes from baseline to midline measured quantitatively and
detailed qualitative findings. Key indicators tables can be found in Annex C and regression tables can be
found in Annex E.

3.1 CHILD ANTHROPOMETRY

As part of the household survey, enumerators collected anthropometric measures (height and weight)
for available children using Laos Ministry of Health and WHO?2* prescribed techniques. Anthropometrics
were collected for 3,396 children under the age of five as a standard assessment of nutritional status to
identify individuals at risk of nutritional deficiencies and evaluate the effect of care and services. These
measures permit the calculation of stunting, wasting, and underweight prevalence in both treatment
(referred to throughout the remainder of the document as “Nurture”) and control districts. Stunting is

2 Al findings displayed are based on multivariate regression analysis, including controls. Significant throughout this
report refers to statistical significance. It is the likelihood that a relationship between two or more variables
represents a true difference, rather than just random differences between the samples used in the evaluation.
Statistical hypothesis testing is used to determine whether the difference between two groups is statistically
significant. These tests provide a p-value, representing the probability that random chance could explain the result;
In this report, a p-value of 10 percent or lower is considered to be statistically significant. In other words, when
the report notes a finding is statistically significant, it means that we are at least 90 percent confident that the
result is valid, representing a true difference between the two groups rather than differences due to chance or
sampling. In the body of this report, we only present p values for highlighted findings where the confidence level is
less than 90 percent (p>0.1). P values for all findings can be found in Annex E.

 Age-adjusted length and weight Z-scores were calculated using the 2006 WHO Child Growth Standards. WHO.
Indicators for assessing infant and young child feeding practices: Part 3 country profiles. Geneva: WHO, 2010.



defined as low height for age, and underweight is defined as low weight for age. Wasting is defined as
low weight for height. As the Nurture program ultimately aims to reduce the prevalence of wasting,
underweight, and stunting among children in Laos, these measures are especially important to monitor.
Child anthropometry key indicators can be found in Table 4; regressions can be found in Table 12.

Over the time period measured, there were no significant differences in stunting, wasting, and
underweight prevalence among CU2 in Activity villages compared to control villages?s. There was a
small decrease in stunting prevalence across both Nurture and control districts between baseline and
midline. As shown in Figure 4, at baseline 19.2 percent of CU2 in the USAID Nurture and 17.5 percent
in the control areas were stunted. One year later, 18.9 percent of Nurture children and 15.3 percent of
control group CU2 were stunted. Certain demographics also had a statistically significant correlation
with stunting rates. CU2 who came from households with more members and fewer productive assets
were more likely to be stunted. Moreover, there was a lower stunting prevalence among girls compared
to boys and younger children.

There was a small increase in underweight and wasting prevalence from baseline to midline among
Nurture participants, however the difference is not significant. Figure 4 shows that at baseline about one
fifth of CU2 in both Nurture (20.1 percent) and control (19.9 percent) groups were underweight. At
midline, underweight figures for CU2 increased to 21.7 and 20.6 in Nurture and control villages,
respectively. Belonging to a household with more members, a younger household head, or less wealth
was associated?¢ with being underweight. CU2 who are younger or from households with a household
head who speaks Lao as their mother-tongue were less likely to be underweight. Within this age group,
underweight prevalence was lower for girls and children who live in Khammouane province.

Figure 4. Prevalence of Stunting in CU2 Figure 5. Prevalence of Underweight
in CU2
Treatment Status 21.7%
20% M Control 20% | 20.1% s
. e e—— X
:;gé\lsg% M Nurture 19.9% 20.6%
15% 15.3% 15%
10% 10%
5% 52
0% 0%
Baseline Midline
Baseline Midline

2 We do find evidence of a small but significant increase in stunting in some of the alternate model specifications
that do not use baseline data. However, we do not believe that this reflects a significant impact of the program on
stunting but rather reflects the initial differences between the treatment and comparison groups.

% |n statistical terms "association" between two variables means the values of one variable correlate in some way
to the values of the other. Essentially, association means the values of one variable generally co-occur with certain
values of the other, but we do not have evidence to assess causality.



Figure 6. Prevalence of Wasting in CU2
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Finally, CU2 in Nurture and control groups experienced insignificant increases in wasting prevalence,
from baseline to midline. At baseline, 12.3 percent of Nurture CU2 and 14.2 percent in the control
groups presented with wasting. A year later, wasting prevalence was comparable between CU2 Nurture
and control groups at 15.5 percent and 15.8 percent respectively. Specific characteristics associated with
increased wasting prevalence included belonging to a household with more members or that owns
fewer assets and having a household head who is younger or has a non-Lao mother-tongue. Analogous
to the relationships between both stunting and underweight and sex, girls were less likely than boys to
classify as wasted. Figure 7 contrasts stunting, wasting, and underweight prevalence at midline between
boys and girls in Nurture districts. While we see that girls have lower rates than boys on each indicator,
we do not find any significant differential impacts from the Activity on boys or girls stunting, wasting, or
underweight rates, regardless of age group tested.

Figure 7. Stunting, Wasting, and Underweight Comparison of Nurture Boys and Girls at
Midline
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ANALYSIS: CHILD ANTHROPOMETRY

While changes in anthropometric data between Nurture and control groups were insignificant, that is



perhaps to be expected at this stage given that the Activity has been implemented for less than one year
in target communities. Qualitative findings suggest that community members notice some marked
improvements in children’s health when caregivers attend the Nurture trainings and follow
recommendations as directed. Village level female participants that had given birth both before and since
the Activity started, and who had adopted some of the 1,000 day practices reported that their babies
grew faster, had no tummy aches, were not skinny, and overall, were healthier.

Interviews and focus groups highlighted that though the Nurture program may contribute to decreased
stunting, wasting, and underweight prevalence if received and acted upon as intended, challenges in
realizing CF suggestions and attending health clinics may undermine Activity success in terms of these
three anthropometric outcomes. According to qualitative findings, the insignificant changes, could be
attributed to cultural practices, primarily women’s work responsibilities, or a lack of motivation to adopt
healthy practices. Cultural practice and work responsibility implications are described in more depth in
the following sections that discuss specific health choices that affect stunting, wasting, and underweight
prevalence.

The difference in stunting, wasting, and underweight prevalence between boys and girls is especially
noteworthy. While the anthropometrics identified significant differences in stunting, wasting, and
underweight prevalence in boys versus girls, focus group and interview participants?’ could not recall
notable differences in feeding practices for boys as compared to girls. There were no clear cultural
preferences for one sex over the other or trends in which sex respondents deemed healthier. Contrary
to the quantitative data, some respondents stated that boys eat more or receive more food because
they may be louder or more active. Nevertheless, the differences in behavioral patterns suggested in this
study align with those found across related literature. This study did not analyze biological differences in
growth rates between girls and boys in Laos that would contribute to stunting; however, as explained
below, global data indicates that a combination of biological and behavioral differences are contributing
factors.

Global data show that among poor households in low-income countries, boys often have
higher stunting rates than girls. According to the 2016 Global Nutrition Report, a comparison of
Demographic and Health Surveys (DHS) surveys in over 50 low-income countries as shown in Figure 8
below, shows that there are almost always higher stunting rates among boys as compared to girls.
However, the disparity is relatively small compared to other predictors. The report also finds no major
gender disparities in exclusive breastfeeding (EBF) or under five overweight children in the surveyed
countries.28

»n

7 In qualitative reporting, generalized conclusions noting qualitative “caregiver,” "respondents," or “participants”
mean that the analysis was drawn from both male and female interviewees. If there were responses specific to one
sex, this is noted as such in the text. Sex disaggregation is not always noted for high-level respondents to prevent
re-identification. In contrast, for the quantitative reporting, “caregiver” refers to WRA as described in the sampling
protocol.

%8 International Food Policy Research Institute. 2016. Global Nutrition Report 2016: From Promise to Impact:
Ending Malnutrition by 2030. Washington, DC.
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Figure 8. Global Nutrition Report 2016
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Other studies reaffirm biological differences between boys and girls that can be attributed
to growth rates and are less favorable to boys than girls. A meta-analysis of 16 different DHS
surveys in Sub Saharan Africa suggests that girls are viewed as more vulnerable at a younger age, so they
are fed more, which could possibly contribute to the stunting gap.2? Another study from Senegal studied
complementary feeding intake between sexes from ages 2 to 29 months and drew on previous studies in
the Philippines and Guatemala. These findings show that boys are more at risk of stunting than girls from
infancy. In all three studies, boys were also more likely to have received larger quantities of
complementary foods prematurely at two to three months of age but not between four to five months.
Higher rates of premature complementary feeding were associated with lower height for age at two to
three and four to five months in both boys and girls. Cultural practice was the main driver behind
premature complementary feeding practices, namely the mother and family must feed the “small weak
infant” and perceive breastmilk to be insufficient.3°

These findings from related studies suggest that reasons behind the gender disparity in
Laos stunting rates may be similar to the suggestions made by the women’s FGD
participant in Savannakhet who suggested that boys might receive more complementary
foods prematurely, due to the strong cultural practice of feeding the baby rice when they
fuss, cry or societal notions that boys are more active or picky. Other FGD respondents also
suggested that infant girls are frequently bigger than boys. We found additional supportive evidence of
this hypothesis in the quantitative data; girls were exclusively breastfed for significantly longer than boys
(though no difference in overall duration of breastfeeding or likelihood of being exclusively breastfed for
the first six months) and had a significantly lower likelihood than boys of receiving the MMF. This
contributes to girls’ significantly lower likelihood of meeting the dietary diversity thresholds. These
relationships are further explored below in the relevant “Findings” sections.

*? Boys are more stunted than girls in Sub-Saharan Africa: a meta-analysis of 16 demographic and health surveys, Henry
Wamani*|,2, Anne Nordrehaug Astreml|, Stefan Peterson3, James K Tumwine4 and Thorkild Tylleskar

3% Boys are More Stunted than Girls from Early Infancy to 3 Years of Age in Rural Senegal, Kirsten A Bork and Aliouma
Diallo, IRD, UMI 233, Inserm U 1175, University of Montpellier, Trans VIHMI Research Unit, Mmonpellier, France;
and IRD UMR 198, International Researach Campus IRD/University Cheikh Anta Diop at Hann, Dakar, Senegal.
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3.2 IYCF PRACTICES

IYCF practices are increasingly recognized as major contributors to poor infant nutrition and growth
faltering.3! The Activity, through its SBCC campaign, promotes EBF (defined as no other food or drink
except for medicines and/or nutritional supplements) for the first six months of life, followed by
introduction of complementary foods from age six months, with continued breastfeeding until the child
is at least two years of age.

Breastfeeding
Results from the evaluation suggest some positive impacts from the Activity, particularly among younger

children. We also found indications that perhaps the Activity needs more time to demonstrate impacts
across all CU2.

Figure 9. Median Duration of EBF in Months
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At midline follow-up, 38.3 percent of infants under six months were exclusively breastfed (EBF),
although we do not find differences in EBF rates between the treatment and control groups. Nor do we
find significant differences in overall rates of breastfeeding. However, we do find Activity impacts on
higher duration of EBF, though this is only significant for children under 6 and 12 months of age. For
children under 12 months, the Activity increased median EBF duration by 0.48 months. We found
similar trends for other indicators related to breastfeeding.32 While we did not see a significant impact
on all CU2, the Activity generated a significant increase in the likelihood of children under 12 months
(and under six months) being breastfed within one hour after birth. Children under 12 months in the
treatment area were |.32 times more likely to be breastfed within the first hour than similar children in
comparison areas. We also found that the percent of children 12 to |15 months of age who are fed
breastmilk was significantly higher in Activity villages as compared to those in control villages, as shown
in Figure I'l. The figure below shows that the Activity significantly increased the percent of children 0 to
23 months of age fed using a bottle from a nipple or teat in the past 24 hours.

3" Onyango AW, Borghi E, de Onis M, Casanovas Mdel C, Garza C. Complementary feeding and attained linear
growth among 6-23-month-old children. Public health nutrition. 2014;17(9):1975-83. Epub 2013/09/21.
pmid:24050753.

32 In relation to breastfeeding, we find some differences in the models that do not incorporate baseline data.
Specifically, in those models, we do find small, significant impacts on the likelihood of CU@ being breastfed within
the first hour, the likelihood of exclusive breastfeeding for six months, and the likelihood of being breastfed for
children 0-23 months.
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Figure 10. Percent of Children 0-23 Months
Fed using a bottle with a nipple or teat in the past 24 hours
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While we did not find evidence of differential Activity impacts by sex, we do find evidence of differences
between boys and girls in both the Activity and control areas. Specifically, while we did not find evidence
of significant differences in breastfeeding likelihood or duration or EBF for 6 months likelihood, we do
find evidence that girls are exclusively breastfed about 0.8 months longer than boys.

Figure I 1. Percent of Children who are fed breastmilk
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Households with a household head with a lower education level or located in Khammouane were
associated with stopping EBF at younger ages, while households with electricity, who farmed, or who
had greater wealth were associated with longer EBF duration. The ET also found that having a
household member who participates in farming or home gardening was associated with a higher
percentage of children under 6 months of age being exclusively breastfed. More detail on breastfeeding
indicators is located in Table 5; breastfeeding regressions are in Table 13.

Complementary Feeding

The Activity provided training on the five food groups, food preparation, ANC, and post-natal care
through technical visits and encouraged women and men to visit health centers through monthly follow-
up home visits from the CF at the village level. Appropriate timing of complementary food introduction
and optimum quantity and quality of consumed foods were examined. According to WHO
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recommendation, complementary feeding should start when a child reaches six months and continue
until 23 months and beyond.33

The ET measured complementary feeding practices through three main outcomes: minimum meal
frequency (MMF), minimum dietary diversity (MDD), and minimum adequate diet (MAD). These are
defined in the figure below. These findings supplement the findings presented above on the duration of
EBF. All complementary feeding indicators are described in Table 6; regressions are in Table 14.

Figure 12. Complementary Feeding Indicators and Definitions for CU2

Minimum dietary diversity (MDD): Proportion of children 6-23 months of age who receive
food from four or more of seven food groups (grains, roots, and tubers; legumes and nuts; dairy
products; meat, fish, and poultry; eggs; vitamin-A rich fruits and vegetables; and other fruits and
vegetables).

Minimum meal frequency (MMF): Proportion of breastfed and non-breastfed children 6-23
months of age who receive solid, semi-solid, or soft foods (but also including milk feeds for non-
breastfed children) a minimum number of times or more (two times for breastfed infants 6-8
months, three times for breastfed children 9-23 months, and four times for non-breastfed
children 6-23 months).

Minimum acceptable diet (MAD): Proportion of children 6-23 months of age who receive a
minimum acceptable diet (apart from breast milk). The indicator is a composite of MDD and
MMF.

Approximately half of surveyed children 6 to 23 months of age met MMF (50.9 percent), 4.25 percent
met the minimum acceptable diet, and 8.9 percent met minimum dietary diversity criteria at midline.

The Nurture Activity had a significant impact on MMF, with children in treatment areas 1.35 times more
likely to receive the MMF. This significant impact held for children 6 to 23 months and for all CU5. The
ET also detected that girls are significantly less likely to receive the MMF (88 percent as likely as boys),
particularly at younger ages. Similarly, the ET found that girls in both areas received 0.09 less solid, semi-
solid, or soft feedings the previous day as compared to boys’ feedings. The ET did not find any significant
impacts or differences between boys and girls in likelihood of achieving the MDD threshold. However,
the significant impact on MMF contributed to a significant increase in likelihood of achieving MAD, with
treatment children 1.67 times more likely. The ET also uncovered that girls are 0.78 times less likely
than boys to achieve MAD, though, did not find any differential impacts by child sex. The ET noted that
midline rates of MAD are still very low: 5.09 percent in the treatment group and 3.44 percent in the
control group. This is largely driven by low rates for MDD (9.64 percent in the treatment group) rather
than MMF (53.25 percent in the treatment group).

Having greater wealth, as measured by household assets, had a significant association with all three
outcomes (MMF, MDD, MAD). This highlighted the fact that resource constraints posed by wealth serve
as a key barrier to improving these outcomes. There is also no significant impact indicating change in any

33 World Health Organization/United Nation Children’s Fund. Global Strategy for Infant and Young Child Feeding.
Geneva: WHO Press: WHO/UNICEF (2003).
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of the six foods group categories used for calculating the dietary diversity component of the MAD
indicator for non-breastfed children. Food groups include grains, roots and tubers; legumes and nuts;
flesh foods; eggs; vitamin-A rich fruits and vegetables; and other fruits and vegetables. This may be
explained by the fact that while income is necessary and can be attributed to improved expenditure on
nutritional needs, it is modified by other determinants, such as nutritional knowledge, cultural practices,
women’s control or influence over income, and affordability and convenience of recommended foods,
and non-food items.

Caregiver Dietary Diversity

The ET examined changes to micronutrient nutrition for WRA as an intermediate outcome since
insufficient nutrient intake before and during pregnancy and lactation can affect both women and their
infants. The Minimum Dietary Diversity for WRA (MDD-W) indicator defined and described in this
document is a food group diversity indicator that has been shown to reflect one key dimension of diet
quality and micronutrient adequacy summarized across | | micronutrients.3* MDD-W is a dichotomous
indicator of whether or not WRA have consumed at least five out of ten defined food groups within the
previous day or night.

Figure 13. Percent of Pregnant Women and WRA who have an Adequate Diet
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Overall, micronutrient adequacy as measured by women’s MAD-W was very low with only 5.9 percent
of female caregivers in the Nurture sample having consumed the minimum acceptable diet at midline.
However, the Activity had a significant positive impact in self-reported nutritionally adequate diets for
WRA, increasing the odds of consuming an acceptable diet by 2.8 times. While Figure 13 shows a
dramatic decrease in MAD-WV, it is important to note that this does not reflect similarly dramatic
changes in the number of food groups consumed, which went from 3.1 to 2.8 groups on average for the
control group and from 3.0 to 2.9 in the Nurture group. This is illustrated in Figure 14. This represents
a significant impact on the diversity of MDD-W food groups consumed, where with caregivers who
participated in the Activity consumed an additional 0.27 food groups relative to the control group.

* The I | micronutrients were vitamin A, thiamine, riboflavin, niacin, vitamin Bé, folate, vitamin B12, vitamin C,
calcium, iron and zinc. See Arimond et al., 2010, and Martin-Prével et al., 2015, for the rationale for selection of
micronutrients and for methods and results of a multistage research process assessing and comparing candidate
indicators. See http://www.fantaproject.org/monitoring-and-evaluation/minimum-dietary-diversity-womenindicator-
mddw for a description of a 2014 consensus meeting where stakeholders reviewed results and finalized

indicator selection.
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Figure 14. Average Number of Food Groups Consumed by Female Caregivers
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Interestingly, household head language and a wealth indicator based on household assets were both
highly correlated with the MDD-W outcome. WRA from more wealthy households had higher
micronutrient adequacy as measured by MDD-VV, while household heads with a non-Lao language as
their mother tongue conversely had lower micronutrient adequacy. More information on caregiver
dietary diversity can be found in Table 7 and Table 15.

ANALYSIS: IYCF PRACTICES

IYCF practices significantly improved across a few key indicators for Activity participants as measured by
EBF for children under 12 months, children under 12 months (and under six months) breastfed within
one hour after birth, MMF for CU2, child MDD, and MDD-W for mothers.

Similarly, qualitative interview discussions on the impact of EBF practices were mixed with
respondents discussing results in terms of adoption rates. Trainers reported that training of
nurses at the provincial and district level was very successful because nurses easily grasped the
importance of EBF from zero to six months. Many village-level responses from CF, Village iNuW
Committees (VIC), and women’s and men’s groups indicated a perception that EBF training was
successful with villagers as well. Trainers and caregivers have received feedback from mothers
highlighting successful practices, such as breastfeeding right away before cutting the umbilical cord,
feeding colostrum, cleaning breasts, and switching sides. Women caregivers at the village level
emphasized that breastmilk is cheaper because it is free and makes babies strong and more time efficient
than cow milk. Additionally, women caregivers were aware that baby bottles can be difficult to clean and
consequently cause babies to become sick. Trainers have promoted EBF by showing examples of babies
that had been exclusively breastfed for six months alongside babies who were given food to show how
EBF babies are healthy and stronger.

Challenges with EBF (and other IYCF and maternal
nutrition) are largely related to women’s workload and
cultural infant feeding practices. Moreover, mothers
don’t always practice the information they are given.
Between the demands of caregiving, leaving the home to look for
food, and agricultural work, women are overburdened with work. | — Village level respondent, Tham Pha
This is further complicated by the fact that the farm environment Village, Savannakhet

“l can go buy milk and feed it to the
baby; then | can go somewhere for a
short period of time, and then come
back and give more breast milk.”

is not conducive to practicing EBF. This barrier was mentioned

almost 30 times during qualitative data collection. Women reported bringing babies to the field if it is
sufficiently close, and children are watched by grandmothers. However, this is not always possible.
Sometimes fields are far away and women have to spend the night. Women also described shelters that
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are built around fields; these are places where a woman can sometimes bring her baby and another
caregiver to watch the baby while she works. Aside from not always being able to bring children to the
field, respondents also noted challenges such as not having access to breast pumps or means for storing

breast milk.

During the women’s FGD, some female respondents began by saying that they always
practice EBF; however, comments made while discussing challenges and during the
conversation on complimentary feeding made it apparent that most women and
caregivers introduced rice to babies earlier than six months. Women and some men are very
knowledgeable of the benefits of EBF and have tried to increase the practice. Some reported succeeding;
however, this is still challenging due to work demands and cultural practices among women,
grandmothers, and husbands who care for children.

“People believe that when the baby eats
“food” [synonymous for rice in Lao food
culture], it will feel full and won’t cry, and
then the mother can work more.”

— Provincial level government official,
Savannakhet

While respondents reported increased knowledge of
optimal complementary food, availability and access
limits adoption of recommended complementary
food practices. Access to optimal complimentary
foods is intermittent depending on seasonal
variations in availability and affordability at the
village level. This is especially salient among the
poorest population, isolated villages, and ethnic

minority groups. Therefore, the qualitative findings suggest that while households have increased
capacity and knowledge, it is unlikely that most households are able to adopt optimal infant
complementary feeding practices or meet dietary diversity recommendations on a regular basis. These
responses can explain some of the reasons for the higher rates of MMF as compared to

very low rates of MDD and MAD.

Other major barriers include traditional infant feeding practices. There is a very deeply
seeded belief in Laos that when the baby cries or fusses it should be given food, often rice,
to mabke it feel full. Respondents also noted that it was very hard to change traditional infant feeding
practices among grandmothers who often care for babies while mothers work. Both men’s and women’s
FGD also indicated that men care for babies while women work, and they tend to follow traditional rice
feeding practices. Feeding babies rice when they cry was mentioned almost 30 times and at all levels

during the interviews. In fact, during the FGD, women with
babies expressed feeling that they had to leave the meeting
because their baby had started to fuss. Birth spacing was
mentioned as a factor impacting feeding practices because if
babies are born too close together, resources are
constrained, and the youngest baby gets priority. The older
baby may stop receiving breast milk and consume a simple
and inadequate complementary diet. Another comment
made indicated that after one year, feeding practices and

“Before [the USAID Nurture Program] women
are the ones who have to find food in the
jungle. Now men are the ones. Especially
during pregnancy and breastfeeding men will
find frogs and insects as a protein for the
family. When | visit, they always make food,
and have many dishes of bamboo, fish, and
mushroom, so not only bamboo.”

dietary diversity recommendations are not always — District healthcare provider,

maintained.

Xaybouathong District, Khammouane.
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Respondents at all levels shared many comments regarding male involvement in maternal
nutrition and IYCF including helping with cooking, fetching water, helping with childcare,
and assuming the women'’s traditional rice cultivation roles to allow wives to rest during
pregnancy and breastfeeding. Respondents reported that men were involved in foraging for food,
such as frogs, crickets, mushrooms, vegetables and buying food from the market when income was
available. One reason cited for men becoming more involved is the initial visit to the healthcare clinic
where they learn how to support their wives through pregnancy, birth, and post-natal care.

As with IYCF practices, the primary cited challenges to improving maternal nutrition are

that women, especially from poorer households, do
not have sufficient access to diverse affordable foods in
quantity and quality or knowledge on how to cook with
certain nutritious ingredients. One national level
government official said, “They find food day by day and they
don’t know how to manage the food and dietary
recommendations. They forage in the forest until it is finished,
and then they get more.” Data revealed that women were
already overburdened with the demands of agricultural labor
and caregiving responsibilities in the household. One women’s
FGD village-level participant said, “Even if | had the ingredients,
| would not have the time to cook them.”

3.3 WASH PRACTICES

“The program is changing behavior of pregnant
women. Before they believed in food taboos
and were told to avoid sweet and fatty food to
avoid having a big infant and make delivery
easier; however, after project visits, we found
they have let these taboos go and women did
not feel as bloated during pregnancy.”

- District level government official, Mahaxay
District, Khammoune

Global evidence shows that water, sanitation, and hygiene (WASH) practices are a critical underlying
determinant reducing malnutrition. The evaluation examined rates of essential hygiene practices,
including handwashing, open defecation, use of a basic sanitation facility, and baby VWASH practices that
impact nutritional outcomes for 1,000 days households. The evaluation also examined the enabling
environment and approaches for promoting the Activity’s integrated nutrition and WASH (iNuW)
approach. A full breakdown of WASH indicators and regressions is provided in Table 8 and Table 16.
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Figure 15. Percent of Caregivers in 1,000 day Households Washing Hands Before Eating
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While there was a positive directional improvement in WASH outcomes measured, only a few
outcomes showed significant impacts from the activity. This may be indicative of the delayed
implementation of WASH activities; the scaling up of WASH agents and promotion began in 2018. The
program did not have an effect on whether 1,000 day households had soap at handwashing stations,
whether the household had a basic sanitation facility, caregivers giving safe drinking water to children 6
to 23 months of age, use of an improved drinking water source, use of a clean play space for children, or
open defecation.3>

3 A basic sanitation facility as defined by the WHO/UNICEF Joint Monitoring Program, is one that hygienically
separates human excreta from human contact (flush or pour-flush toilets to sewer systems, septic tanks or pit
latrines, ventilated improved pit latrines, pit latrines

with a slab, and composting toilets) which is not shared with other households and where excreta are safely
disposed in situ (e.g. in a sealed latrine pit until they are safe to handle and re-use, such as an agricultural input ) or
transported to a designated place for safe disposal or treatment (e.g. treatment facility or hygienically collected
from septic tanks or pit latrines by a suction truck or similar equipment that limits human contact and thereafter
transported to a designated location such as a treatment facility or solid waste collection site).
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Figure 16. Percent of caregivers washing hands after cleaning an infant’s bottom and
disposing of child’s feces
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There were, however, some significant positive WASH effects. Despite the lack of evidence of impacts
on other indicators related to safe water, Nurture households were almost two times as likely to use
recommended household water treatment technologies when compared to control households, as seen
in Figure 17. There were also positive effects on indicators related to handwashing and hygiene.
Specifically, Figure 19 shows that households in Nurture areas are almost twice as likely to properly
dispose of infant or young child feces. Nurture caregivers are more likely to wash their hands after they
defecate or attend to a child who has defecated (Figure 21) or before preparing a young child’s food
(Figure 18). Household demographics related to wealth were most closely related to these outcomes. A
wealth indicator based on household assets correlated with lower percentages for four of these
outcomes: caregiver washing hands after they defecate or attend to a child who has defecated, safe feces
disposal, caregivers washing hands before preparing young child’s food, caregivers washing hands after
cleaning an infant’s bottom and disposing of their feces. This was also noted and discussed in the
qualitative interviews.
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Figure 19. Percent of Caregivers in
1,000 day Households Practicing Safe
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Figure 18. Percent of Caregivers Washing

Hands Before Preparing Young Child’s Food
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Figure 20. Percent of Households Practicing
Key Hygiene Behaviors (Feces Disposal,

Treating Water, and Handwashing)
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Figure 21. Percent of Caregivers in 1,000 day Households Washing Hands After Defecating
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“People are used to using the woods, and
ANALYSIS: WASH PRACTICES it is easier. For a poor household, and
Research suggests WASH interventions, such as CLTS for many wealthier households, the
and those that involve a reduction in open defecation, investment in a toilet is not worth it.”
can improve child nutrition, by reducing exposure to — District government official, Phine
disease-causing bacteria, which contribute to diarrhea, District, Savannakhet
acute and chronic forms of malnutrition, stunting, and
child mortality.3¢ The program’s positive results for low “The trainings recommended boiling
implementation cost WASH outcomes indicate that a water for the baby, but for mothers, we
key barrier for achieving WASH results is limited drink from other sources— from the river,
financial and other resources. For instance, a significant the rain. We are busy, and don’t have
positive impact was seen in implementing recommended | time to boil water. Boiling water for the
water treatment technologies; the most common baby is also not always practiced
method was boiling water. Other low implementation because it takes time to boil using a
cost indicators include caregiver washing hands after charcoal stove or fire, and only a small
they defecate or attend to a child who has defecated, pot.” Only one women said she does
practicing safe disposal of infant/young child feces by boil water because she is afraid of
using a toilet, and caregiver washing hands before disease.
reparing a young child’s food.

preparing a young — Women’s FGD, Savannakhet.

3¢ The pathways to linking WASH and stunting however, are not entirely understood. While previous research
suggested that diarrhea was the pathway, recent more rigorous studies suggest that addressing environmental
enteric dysfunction (EED) may be a more direct link between improving WASH and better nutrition outcomes.
EED is characterized by the inflammation of the gut causing a loss of villous surface area, possibly associated with
the presence of abnormal gut bacteria (microbes), which prevent proper absorption of nutrients. Although the
exact cause of EED is not clearly understood, evidence suggests that it results from repeated infant exposure to
poor environmental health conditions, resulting in repeated contact with, and ingestion of, fecal bacteria, including
from chickens and other livestock. Additional evidence shows that poor food safety practices, and an unhygienic
environment are causes of increased exposure to bacteria. Since the Activity had only some impact on these
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KIl respondents reported having knowledge about sanitation practices such as boiling
water for household consumption and babies or handwashing. However, they did not
always practice these, despite awareness of communicable diseases. This is supported by the
low frequencies for relevant outcomes in the quantitative analysis, even for significantly positive
outcomes. Overall, FGD participants reported adopting sanitation practices sometimes yet not
consistently as many barriers existed. Boiling water takes too much time; this includes both boiling and
cooling time. Furthermore, it requires charcoal wood as the fuel wood. The ET noted that no
respondents mentioned boiling small amounts of water only for the baby. Visited villages also
emphasized the importance of a clean and healthy environment and said the community was maintaining
this by sweeping, cleaning garbage, safely disposing of nappies, and promoting ODF. The ET also noted
that visited villages were swept and tidy with little garbage on the ground.

“My hope and my determination is that
| want this program to promote and
advocate against open defecation within
the 100 villages in Phine District through
a large-scale coordinated information
campaign. | really want this to happen.
There are many programs that have
tried to solve this problem, but no
program has achieved it. None of the
programs have implemented an
advertising and information campaign
against open defection — the USAID
Nurture program needs to do it.”

— District government official,
Savannakhet, Phine District.

provinces.

“A water tap would also address other
workload and time barriers women face
with balancing collecting water, cooking,
caregiving, and farming. If there was a
tap, then the operator could charge a
user-fee per | cubic meter of water.
This has worked before in another
project.”

— KII District level respondent,
Savannakhet

Access to ground water and water supply either all or
part of the year was mentioned at the local and national level
as a challenge six times in Savannakhet and Khammouane,
especially in mountainous villages. This means that during a
year, toilets are either not used at all or only partially used due
to lack of water. The ET also found that other toilet models,
such as composting waterless toilets, were not mentioned and
could be considered for promotion. Respondents indicated
that if there were piped water access (a community water
point with a tap), then every household would use a toilet.

Respondents were aware that addressing access to water
supply is beyond the scope of the Activity; however,
coordination with other projects, such as the World Bank
(WB)-funded water supply project mentioned and others,
could be an option to explore to address this issue. An analysis
of the data available on land use and water supply in Laos
would provide information on the scope and need in both

3.4 GROWTH MONITORING AND
PROMOTION (GMP) SERVICES

As part of the Activity’s delivery of SBCC, CF and VIC
encouraged beneficiaries to participate in GMP services to
improve health outcomes in Sub-Intermediate Result (IR) I.1
and Sub-IR2.1. These involve monthly monitoring and support
sessions for caregivers and CU2.

At baseline, about two thirds of CU2 in both the Nurture
(69.6 percent) and control (65.6 percent) groups received

GMP services. At midline, the percent of CU2 receiving these services increased in both the Nurture
(75.7 percent) and control (77.9 percent) villages. Despite the large percentage of GMP services

related outcomes at midline, further exploration of practices that would cause EED will be examined at endline.
Further analysis might include a closer analysis of exposure of children to animal feces around households,
separation of water for human, animals, and agriculture, and food and hygiene safety practices in the household and
especially during food storage and preparation.
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accessed, the Activity created a small decrease in the percentage of CU2 receiving GMP services. The
ET noted, however, that the negative impact diminished for younger children and found no effect on
children under 12 months.

Receiving services did not appear to be affected by sex. However, having fewer household members, a
household head with higher education, a household head of older age, a household head with Lao as
their mother tongue, and having a household member who participates in farming or gardening were all
associated with CU2 receiving less GMP visits. Notably, CU2 in Khammouane were more likely to
receive GMP services than those in Savannakhet.

Figure 22. Percent of CU2 who received GMP services
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69.6%7";175.7'% B Control
65.6% M Nurture
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Tools and materials included in the iINuWV toolkit are intended to be central components to the
provision of quality services. Among these, CF strive to promote use of the national mother/child
mobile health record (commonly referred to as the Pink Book in the Lao context), a well-established
tool historically used in the GoL maternal and child health programs. This book provides information to
caregivers about pregnancy and taking care of babies up to age five.

The Pink Book is also designed to provide a space to record babies’ vaccinations. At baseline, 55 percent
of CU2 in Nurture districts were fully vaccinated according to their GMP Pink Books as compared to
43.1 percent in control districts. At midline, these figures showed a meager and insignificant increase
with 56.8 percent of CU2 in Nurture districts and 51.3 percent of CU2 in control districts fully
vaccinated as stated in Pink Books. Across both Nurture and control groups at baseline and midline,
province proved to be highly associated with full vaccination. As recorded in Pink Books, CU2 in
Khammouane were more likely to be fully vaccinated than those in Savannakhet. Household factors
associated with full vaccination among CU2 included having fewer household members, legal land
ownership, a female household head, a household head with higher education, and more household
assets. Table 9 and Table 17 offer GMP service indicator averages and regressions.

ANALYSIS: GMP SERVICES

While quantitative data did not show marked increases in GMP service or full vaccination receipt among
CU?2 in Nurture districts as compared to control districts, there was an overall trend toward growing
receipt. Qualitative findings highlighted the importance of household visits in reinforcing healthy
practices and motivating caregivers.

One reported difficulty in ensuring that CU2 receive GMP services was scheduling household meetings.

CF, particularly those in Kyhoud village, noted that while they try to plan meetings around community
members’ schedules, this has been hard during the intensive agricultural season.
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Since full vaccination is measured using Pink Books, CF and VIC knowledge and ability to explain the
purpose of the Pink Book is essential for ensuring buy-in. Teaching aids, and in particular using video,
were largely touted by beneficiaries as means for increasing comprehension and breaking down language
barriers. Yet, some CF and VIC reported that it can be difficult for them to remember how to properly
use the Pink Books and complementary pictorial counseling cards. This may affect their ability to teach
household members to properly maintain Pink Books. Additionally, even the improved Pink Book still
requires some level of literacy, which could prevent some mothers from completing the information.

3.5 ANTENATAL SERVICES

Under Sub-IR2.1, the Activity intends to improve availability and quality of nutrition services, including
maternal and child health through the promotion of ANC services. WHO recommends that women
start antenatal care at a gestational age of less than 12 weeks — this is referred to as “early antenatal
care.” Early antenatal care is critical for the health of the mother and unborn child. It provides
opportunities for health providers to deliver care and support and to give information to pregnant
women in the first trimester of pregnancy. Detailed ANC indicator information is located in Table 10.
Regressions are in Table 18.

Figure 23. Percent of women with a live birth who received at least four antenatal care
visits
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Based on several ANC outcomes measured, the Nurture program had a significant positive impact on
seeking and obtaining ANC services. This was also mirrored in the qualitative evidence which showed
mothers are learning ANC practices, especially pregnancy registration, health care center utilization, and
breast-feeding practices. There was a significant difference for female caregivers in Nurture villages
receiving at least four antenatal care visits as compared to control villages (1.34 times more likely).
Households with fewer assets, more household members, lower household head education level, no
electricity in the home, and having a non-Lao mother tongue were all associated with having less than
four antenatal visits. Of those women who sought antenatal care from any service provider, the majority
of women caregivers at midline reported receiving at least four antenatal care visits (70.9 percent across
both treatment and control areas).

There was a positive and significant increase in routine ANC in the first trimester, shown in Figure 23.
The figure below shows that Nurture caregivers were |.5 times as likely to receive ANC in the first
trimester. Other factors that negatively impacted this outcome included having a larger household,
having a lower income, fewer rooms in the household, and a non-Lao language being the household
heads mother tongue. Additionally, mothers in the treatment group were significantly more likely to
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receive iron and folic acid (IFA) during ANC, though this indicator was very high in both groups (95.14
percent in control and 96.17 percent in treatment). The ET did not find evidence of impact on indicators
related to information received from a health care provider about breastfeeding or positioning and

attachment.3’

Figure 24. Percent of Women with a Live Birth who received ANC Within the First 12

weeks of Pregnancy
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ANALYSIS: ANC SERVICES

Increased access to ANC services, in particular, increased
pregnancy registrations and giving birth in a health center, as a
result of the Activity was mentioned over 60 times in qualitative
interviews. Increasing access to ANC services was noted in the
qualitative data as one of the strongest program accomplishments
based on responses at all levels, especially at health centers and
among beneficiaries. The responses also suggested that child
vaccination rates climbed as a result of increased visits to health
centers. Some reasons cited for this success included:

. Prompting and reminders through the trainings,
community mobilization, and monitoring by the VIC
and CF household visits;

“Communities know how to make a
pregnancy and birthing plan, and are
having more babies in a public health
center. Maternal and child’s health are in
good condition due to regular
dissemination of knowledge, especially
through households monitoring visits by the
CF”

— Provincial level Government Official,
Khammouane

. Building awareness among husbands and breaking down traditional norms that inhibit
women from visiting health centers, for example, not being able to get undressed in front of
a doctor was mentioned consistently. Increased awareness and demonstration of the linkage
between formal healthcare and decreased mother and child mortality rates have spurred
change and encouraged husbands to bring their wives to health centers to access ANC

services.

. Increased awareness that the government family planning services are free.

37 The models without baseline data do show positive impacts on provision of information about breastfeeding

from health care providers.
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“Before USAID Nurture maybe 10
pregnant women came to the health center
at a time even to bring children for
vaccinations. Now numbers are up to 80,
and more women are exclusive
breastfeeding.”

— District government official,
Khammouane

The main challenges female and male respondents identified in
accessing ANC services were physical access to the clinic, lack
of income for transport, and traditional practices that dictate
women’s movements such as lack of support from her husband.
This is consistent with the quantitative data finding that
households with fewer resources were less likely to access
ANC services.

3.6 PROVINCE LEVEL VARIATION

At midline, there was notable outcome variance between Khammouane and Savannakhet provinces.
Across various significant indicator categories, data indicated that mothers and CU2 in Khammouane
were exercising improved WASH, breastfeeding, and nutrition practices as compared to those in
Savannakhet. Among significant WASH indicators, all but one (improved drinking source during the rainy
season) were likely to be higher in Khammouane than Savannakhet. Similarly, two of the four ANC
indicators, percent of women with a live birth who received at least four antenatal care visits and
percent of women with a live birth who received ANC within the first 12 weeks of pregnancy, were
significantly predicted by household province. In both cases, percentages were higher for women in
Khammouane than those in Savannakhet. CU2 in Khammouane were significantly more likely to receive
GMP services and be fully vaccinated according to GMP Pink Book records as compared to those in
Savannakhet. Anthropometric indicators for CU2 followed a similar trend. Underweight and wasting
were both significantly predicted by province. CU2 in Savannakhet were more likely to be underweight
and wasted than those in Khammouane. Stunting was not significantly predicted by province. However,
there were some breastfeeding and complementary feeding indicators for which Savannakhet mothers
and children appear to fare better than those in Khammouane. While Khammouane children show
higher percentage of healthy behavior practice across the majority of indicators, Savannakhet children
are more likely to have been bottle fed within the last 24 hours, meet the MMF standard, have been
breastfed at 20-23 months, and eaten fruits or vegetables. Indicators pertaining to mothers’ diet were
not predicted by province. Potential explanations for provincial level differences were not articulated by
KIl or FGD participants at midline data collection. This will be further investigated in endline data
collection, both quantitative and qualitative.

3.7 EVALUATION OF USAID NURTURE PROGRAM COMPONENTS

This section responds to the second evaluation question by examining, primarily through the qualitative
data, the extent to which each of the following components of the Activity’s approach contributes to
the effectiveness of the overall approach:

AW —

Improved Community Nutrition/Health and VWASH services

Capacity Building to improve quality service delivery

Demand Creation for Use of Nutrition, Health, WASH Services and Products
Improved enabling environment

This analysis draws on responses from stakeholders at all levels, each with different types of engagement
with the activity. The responses at each level of government and among beneficiaries focused on the
following roles as respondents described them:
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* National level government officials contributed information primarily related to the
program planning, coordination, development of the USAID Nurture MOU, and review of
reports. Some of these stakeholders were also involved in developing and reviewing USAID

Nurture program tools and materials.

* Provincial level government officials also reported being involved in the Memorandum of
Understanding (MOU) development, facilitating coordination with the Activity DPOs, supporting
implementation of the promotion of WASH products, participating in capacity building and
trainings, and delivering counseling and training to district and village level officials, CF, and VIC.

* District level government officials reported being engaged in trainings for participants,
health service providers, and trainers and counselors, primarily for the CF and VIC at the village
level. During the nutrition and WASH promotion visits, they also interacted with direct
beneficiaries and meeting participants. Additionally, the WASH officials were involved in
promoting WASH products and assisting with order and procurement coordination for toilets

and water filters.

* The CF and VIC were involved in training at the district level, organizing and facilitating the
nutrition and WASH promotion village meetings, using the iNuWV tools WASH product manual,
providing ongoing support to 1,000 day households through home visits, and coordinating
community training and activities to promote WASH practices.

* The FGD respondents at the village level included women and men beneficiaries who were
actively engaged in Activity nutrition and WASH activities to those who had only recently heard

of the program.

| & 2: IMPROVED COMMUNITY NUTRITION/HEALTH AND WASH SERVICES &
CAPACITY BUILDING TO IMPROVE QUALITY SERVICE DELIVERY

National, provincial, district officials, village-level
volunteers and beneficiaries, and USAID Nurture
staff noted that the Ministry of Health and other
donor-funded programs have a long history of
promoting nutrition and WASH knowledge in the
past. Many individual practices were familiar;
however, adoption of practices and access to services
remains a challenge. Respondents recognized the 1,000
day approach supported through the Activity as a new way

“The program has helped raise the awareness
and knowledge in the village on the 1000-day
practices. This is a success because of the CF

and VIC, and their visits that are personal and
one on one with households.”

— District level government official,
Savannakhet, Phine District

of promoting mother and child health. For example, trainers, health service providers, and FGD
respondents recalled learning and teaching practices in a three-stage approach — ANC, giving birth, and
IYCF — and that learning in stages helped them retain knowledge and remember what they needed to
do. FGD participants also reported learning a range of new ANC, IYCF, CF, and WASH practices
detailed in the Findings section for Evaluation Question | in this report. Doctors and nurses and
women, men, and village committee FGD groups perceived an increase in the number of ANC visits,
registration of pregnancies, births in health centers or hospitals, and awareness that the government

services are free of charge.

iNuW Village Visits

The iNuVV Village Visits facilitate entry and access to beneficiary communities and enable support
provision to VIC and CF. VIC oversee the overall community effort, and CF mobilize community

members for meetings and conduct household visits.
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With regard to the iNuW strategy, a contribution

noted by respondents is that the Activity has funded “I used to stay in public health care clinic
not just technical assistance through trainings and for the whole day and no one came to use
improved tools, but also the logistics of the cascade our service. Now every month, a DHO
training approach, including additional staff, official will visit and lead the activities. We
transport, per diems for provincial and district level have chance to learn and teach new
trainers, and other costs associated with delivering things. We feel that we have better work,
training and services. Some respondents at all levels and lots of work to do, more patients
offered that without the technical assistance and logistical which makes it worth it to work.”
support, some remote communities would have no access to | — District level government official
services. This support has enabled advisors and healthcare Xaybouathong District; Khammouane

providers to access remote locations to conduct the series
of technical training visits, provide routine visits, and facilitate periodic prompting and reminders to
promote nutrition and WASH practices among 1,000 day households and communities. Some remote
locations received minimal or no service before the Activity.

However, respondents at national, provincial, and district levels stated that the Activity per diem policy
is problematic because it is not aligned with government policies. Both government officials and trainers
raised this issue; yet, in one location the government trainers and specialists nominated one person to
speak on their behalf because others were reticent to speak up. Specific problems mentioned included
that trainers were sometimes paid 150,000 kip rather than the government policy amount: 250,000 per
day. Additionally, they were not given the per diem until the last day of the training as what they felt
implied that they could not be trusted to deliver the training. Respondents repeated several times that
this was unacceptable since it was not in line with the GoL policy. Trainers felt that they should not have
had to use their own funds to cover travel expenses. They were required to sleep at health centers
when they would prefer to sleep at the district urban centers where possible.

The program has established and trained the community-

based CF, VIC, and WASH agents who provide monthly “The CF taught me everything from the
household visits and organize meetings to promote time | gave birth, taught me how to hold
nutrition and baby WASH practices among 1,000 day the baby and squeeze milk.”
households, predominantly engaging PLW with CU2 and — Village FGD respondent, Kyhoud
their households. At the village level, the CF and VIC have Village, Savannakhet

played a role in engaging husbands, grandparents, and

siblings. Grandparents are highly engaged in caring for

infants, toddlers, and young children, but were not included in the selection of FGD participants.
Respondents indicated that since WASH agents have been established, they have been instrumental in
promoting and increasing access to VWWASH products.

Training

An overarching reported activity success is the

transformational shift from old training and health “This is very hard for me because | am
extension techniques that previously relied on used to giving instructions, but | am
instructional approaches to a system of facilitated changing slowly.”

learning that fosters self-reliance, demonstrations, — Provincial government official,
and small doable actions (SDA). Prior to the start of the Savannakhet

Activity, health educators used to tell doctors what to say and

do. In turn, doctors would then give mothers and caregivers a
long list of practices dictating a prescriptive list of what they should do following exams. Respondents
noted a change in response to the Activity toward teaching and learning based on SBCC. This relies on
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explaining, listening, and breaking concepts down into more manageable segments coupled with constant
reminders and support through the CF, VIC, and WASH agents at the community level. Among the 207
positive comments about capacity building, many respondents acknowledged this positive shift. Yet,
work remains as respondents noted that model adaptation continues to be very challenging because old
ways of teaching are deeply engrained. Respondents recognized that this shift in approaches and
techniques takes a long time and therefore, seeing it come to fruition now through the Activity is a

significant accomplishment.

The trainers and health service providers, and village-
level volunteers commended the new training
techniques and tools that promoted counseling,
listening, praise, self-reliance, continuous reminders
and prompts through visits and CF home visits, VIC,
and SDA. Other tools mentioned included storytelling,
demonstrations, the Pink Book, pictorial counseling cards, and
videos that were praised for ease of use, comprehensiveness,
and utility in breaking down language barriers for indigenous
populations and illiterate individuals.

The importance of using video was emphasized by
several respondents as has been the most effective
tool for addressing language barriers. While videos
have been adapted for some of the numerous ethnic
languages spoken in Savannakhet and Khammouane,
they could still be further adapted for use in other
regions of Laos. Video was also noted as the most effective
tool for ensuring that training quality does not get diluted
through the cascade training approach. It was cited once at the
provincial level as one of the most successful program
practices. Specifically, showing the community story video as
part of Documentary day (Visit 6) before and after a
community participated in the program was reported as
especially useful. This allowed the beneficiaries to better grasp

“The best thing about this project is that
it is strengthening people’s knowledge to
act on their own and not rely on other
people. For example, making toilets,
understanding of disease transmission
through fecal-oral contact, and villages
knowing they have to clean up. Even the
kids understand. He has seen that if
one house has a toilet, then the
neighboring house sees this and wants a
toilet too.”

— District level government official,
Savannakhet, Phine District

“One of the main challenges is the
language barrier because the ethnic
groups speak different languages.
Additionally, some villages are huge, and
the CF can’t monitor and support all of
the households.”

— District government official, Phine
District, Savannakhet

the importance of improvements in physical conditions and behaviors related to sanitation, clean
environments, and knowledge of the 1,000 days period. Seeing their own village as an unkempt and
unsanitary environment in a video was a strong driver for change. One respondent suggested making
instructional videos for trainers and village facilitators to use as well.

Challenges

While there are important accomplishments and successes tied to the Activity’s training

component, a number of key challenges remain.

CF Motivation and Compensation

Principally, a high turnover rate for CF was reported in interviews as a major challenge. This was mainly
due to issues with compensation, CF marrying or moving, and workload that spanned a large geographic
coverage. The high turnover meant some individuals took on both roles as CF and VIC at the request of
the village chief. CF, health and nutrition trainers, and promoters at the provincial and district level also
have other jobs and obligations. So, they are not always able to focus on specific villages, districts, or
areas or work with other trainers to plan visits’ technical content so that it builds on past visits and
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learning. Consequently, some trainers at the provincial level have gone to all villages but have had to
return to the same villages to follow-up, address challenges, and support implementation of practices
promoted through previous training.

CF and VIC also reported lack of motivation because although the roles are substantial, they received
no compensation and even used their own resources to pay for phone credit and fuel to carry out
responsibilities in villages. Respondents also noted that some CF and VIC are low income and do not
have access to the products and services they aim to promote. They assert that it is difficult for a VIC to
promote ODF environments when they do not have access to a toilet themselves. Overwhelmingly,
respondents at all levels in Savannakhet and Khammouane indicated that the CF and VIC should receive
some form of compensation to motivate them because the entailed time commitment is significant.
Respondents suggested some ideas for compensation including a monthly stipend, phone credit, toilet,
and water filter for their household and additional training materials and opportunities. Currently, SC
has suggested that CF and VIC should be offered a certificate of recognition signed by the Provincial
Government. While respondents noted that this could be valuable as a potential first step, this
recognition may not be enough. A long-term approach is needed, especially if the CF role is intended to
continue and become integral to government services in the form of a volunteer program or
institutionalized as a paid position. Further complicating this matter, provincial level, district level, and
SC respondents stated that increased coverage is need since there are not enough CF.

Planning and Coordination

The coordination of the eight iINuW visits at the national level posed challenges for
effective outreach and planning. Provincial, district, and village level stakeholders described having
the schedule of visits in advance but not knowing who would be conducting which trainings as
participation was based on who is available at the time. The CF, VIC, and WASH agent FGD participants
reported full participation in district level trainings and were highly appreciative of the Activity and
training and capacity building opportunities. However, for technical visits planned at the village level,
participants reported not being aware of who was conducting the visits and did not mention having a full
schedule or activity plan for how and when the eight visits would be conducted and what each would
include.

There were cases where the Village Chief, CF, and VIC had very little time to organize a
meeting. One CF in Savannakhet reported getting one day’s notice to organize a technical
visit, which was very difficult because she also has to work in her own fields, and it takes a
lot of time to mobilize the community. Additionally, when the village bell rings in the morning
calling people to a meeting with no advance notice, participation is limited to whoever is available at the
time, and whoever can get to the meeting point. This process could easily lead to exclusion and
inconsistent participation. Indeed, some FGD participants only attended one meeting, and were not
aware there had already been eight technical visits.

Collaborative Learning and Dissemination

At the provincial level, respondents indicated that they do not receive systematic feedback
or interim progress data showing training results through reports or interim monitoring
outcomes such as birth registration rates, number of women visiting health centers, rates
of EBF, etc. This data is consolidated and reported up to the national level on a regular basis; however,
based on the responses there is a gap in dissemination and user distribution at the district and provincial
levels. Quarterly meetings and quarterly reports are process related and do not discuss or reflect
project data and outcomes. District level data and clinic data is available, but this is not digitized or
consolidated, so it is hard to utilize. The project reporting systems delivered through USAID provide
updates on each IR; but these reports are not disseminated through government channels (and are not

41



intended to be). Moreover, they do not include government
health and nutrition statistics. Further detailed review of data activities, then we have to explain why.
reporting structures, required formats, and dissemination is The government side, including the sector
needed to provide trainers and service providers with a specidlists and the USAID Nurture
“dashboard” of monitoring data they can readily access and program staff come together to

utilize to prepare for field visits, document lessons learned, and understand the challenges and they
adapt training as needed. Without this data, they do not know
the status of outcomes and activities in villages where they
provide training, nor do they know if their past training has
been effective.

“If we can’t promote the planned

resolve the issues. The role of the district
office is not to give instructions, but to
allow them to promote activities.”

— District government official,
Mahaxay District, Khammouane

There were more positive sentiments articulated

pertaining to reporting structures and receiving

feedback at the district level. District Kll indicated that they provide a summary of
activities submitted to the head of the district, Ministry of Public Health (MPH), and the
provincial level officials. According to participants, every activity is reported to the province on a
monthly basis. The district office has also received feedback from villages to understand their needs and
other implementation aspects they do not understand.

A key challenge is that CF lacked comprehensive understanding of nutrition and WASH
topics discussed in the iINuW Community Toolkit. CF had difficulty recalling all components of
the tool kit, although they spoke highly of the home visit guide, Pink Book, and job aids for care
providers. However, the job aids for CF were now so simple that they had an onerous time
remembering how to describe each practice based on the picture.

3. DEMAND CREATION FOR USE OF NUTRITION, HEALTH, WASH SERVICES AND
PRODUCTS

Nutrition

Demand creation for nutritious products was reported as increased knowledge of the five
food groups and optimal complementary feeding practices and efforts to overcome some
food taboos and cultural practices that negatively impact infant and young child nutrition.
Some successes cited by trainers include the fact that using video has helped beneficiaries surmount
taboos around mixing eggs and vegetables. Overcoming this taboo was also mentioned by village FGD
respondents. Likewise, in 2018, the Activity introduced training on drying and grinding fish and meat to
produce a powder that could be added to babies’ porridge and stored in hygienic containers.
Households members mentioned that they are learning to keep frogs and fish. Notably, respondents said
that they were not aware they could mix pumpkin and eggs, both of which are grown and purchased
locally.

As noted previously, demand creation was also noted for ANC services, reflected in reported increases
in maternal nutrition service utilization, though many constraints were still shared. Beneficiaries
discussed wanting more services from CF such as continuous improvement of tools, childcare,
transportation to health services, and breastfeeding related products like breast pumps and bottles.
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While demand creation for nutrition services and products has grown, data showed that
the Activity lacked strong visibility and broad outreach. Participants in the women’s and men’s
FGD were not fully aware of the USAID Nurture name despite most having participated in one or more
associated activities. The word “Nurture” is not understood in Lao or other local ethnic languages, and
visibility through marketing, branding, and other materials was not apparent in the villages. Yet, CF had
materials such as cloth bags and t-shirts that displayed the Activity brand and indicated that they passed
these out during meetings. The men’s FGD participants in Tham Pha and Kyhoud villages in Savannakhet
were vaguely aware of the program, and some had only heard of it the morning of the interview when
they were mobilized to participate in the FGD. However, based on their responses to questions, it was
clear that some had participated in village meetings, household visits from CF, WASH product
marketing, or purchase of toilets and water filters without knowing that an event or action was Activity-
supported. Men reported becoming engaged in activities through the larger village meetings and then
later seeing the CF household visits occur, participating only if they were available. They did not report
being specifically invited. SC did not finalize development of an annual communication plan until program
Year 3 (2018), so additional efforts are anticipated for this year.

WASH

Communities widely reported improvement in a range of WASH and baby WASH
behaviors and an increase in toilets resulting from the presence of WASH agents.
However, while there are marked improvements detailed in this report, knowledge and
understanding of the overall iNuW approach, what was supposed to happen, and
knowledge of the modified CLTS approach as one component were only mentioned by a
few respondents at the national and district levels. Among CF and VIC respondents at the village
level, only a minority of respondents were aware of the WASH approach. The translation of “CLTS”
into Lao was not widely known among trainers and WASH agents and not recognized at all at the village
level. In the Activity’s approach, CLTS was not treated as a separate activity, and therefore, the
terminology may not have been used consistently.

Notably, the qualitative interviews suggested that since
WAGSH agents have increased coverage and coordination to
help households purchase WASH facilities, more households
are building toilets and using water filters. Awareness of other
WASH practices, as shared with the qualitative team, was

high as well. According to three district officials and one
provincial official, WASH agents’ attempts to facilitate access
to suppliers who can provide and install toilets was stated as
being more effective than the project providing them directly.
They noted failures from other projects that have purchased — District level government official,
toilets which were not used or maintained because they were | Khammouane

““We found there were projects that
provided toilets, but communities did not
install them. USAID Nurture provided
knowledge and connection to suppliers
which increased the communities’
interest in building and maintaining their
own toilets, and some of them spent
their personal money to install it.”

not valued by benéeficiaries. This said, the challenge in
accessing toilets remain significant, especially for poor households. Several respondents in Khammouane
indicated that since beneficiaries had received or seen others receiving toilets for free, they were more
reluctant to invest in their own.

Challenges

One women’s FGD group reported that they were not directly asked to be in the program
because none of them were pregnant at the time and their children were nearing or over 2
years of age. Yet, the program is still relevant for them as they could benefit from training on using the

43



Pink Book, counseling cards, and dietary diversity guidelines up to 5 years of age. A few male FGD
participants also indicated that they were encouraged to attend meetings and the CF home visits;
however, the home visits were not planned around their schedules, so they were a not able to fully
participate. Several men had never participated in meetings or home visits. The CF in Kyhoud village
reported trying to plan schedules around people’s availability, but his is very hard, especially during the
intensive agricultural season because people are working in the field. Trainers at the provincial and
district levels also reported arriving in villages to hold meetings only to find no attendees. Consequently,
they had to wait and conduct trainings in the evening.

“When USAID Nurture was introduced
4. IMPROVED ENABLING ENVIRONMENT during the MOU development it was
under the Nutrition Center, and then
moved under the Department of Health
and Hygiene as the anchor ministry. This
was difficult in the beginning because the
project approach was not well-
understood. Many people on the national
Nutrition Committee assumed that social
behavior change was only about “talk
talk talk talk...and there was nothing
else to provide. Other Committee
members from didn’t see the benefits of
the program. Now they see the benefits
of the trainings, seminars, meetings, etc.
that the program provides at the
provincial, district, and community
levels.”

Respondents reported that USAID Nurture had made
significant contributions to the National Nutrition
Strategy (NNS) to 2025, the National Plan of Action
for Nutrition (NPAN) 2016 — 2020, and the National
SBCC Plan. Comments primarily from KII at the national and
provincial levels applauded the program’s contributions to
helping the government coordinate and guide technical content
of the National Nutrition Coordination Committee, provincial
level meetings, coordination of technical assistance in the fields,
and strategy implementation. The Activity is in a unique
position to support integration nutrition and WASH at all levels
and therefore foster a feedback loop. This is because the
program advocates for strategic implementation approaches at
the national level and helps provincial, district, and community
level trainers, healthcare service providers, and community
support mechanisms increase capacity, document learning, and
improve service delivery. — Kll Respondent

The iNuW toolkit, and notably the Pink Book, were mentioned as tools and materials at
the national, provincial, and district levels that have improved the quality of health and
nutrition service delivery and shaped the new National SBCC Plan. The Pink Book is a well-
established tool historically used in the GoL MCH programs that respondents suggest has been
improved through USAID Nurture. Respondents related that the improvements were highly supported
and recognized by provincial and district-level counselors, and health clinic staff as being a critical
capacity building tool because it provides information on women’s pregnancy and how to take care of
the baby until the age of five. USAID Nurture has improved the Pink Book through developing a more
user-friendly format that utilizes pictures and is thus easier for illiterate groups to understand and use.
However, some respondents noted that the Pink Book is also limited in that it still relies on printed
text, which is hard to understand for some, especially the ethnic groups with high rates if illiteracy. The
Pink Book is also difficult to translate into other local
languages and adapt. The copy in circulation shared with the
ET was not the most recent version of the Pink Book;
however, it was still viewed by government officials,
caregivers, and women as an improvement on older versions.
The Activity and Gol are still reviewing a more recent
version. One comment made by national level government — Provincial government official,
officials, further discussed below in the overarching Kammounane Province
challenges section, is that the newest version of the Pink
Book has taken the Activity a long time to review and

“This program responds to government

policy and strategies to change behavior,
provide a public health care model, stop
excrement and improve good sanitation

and there is a very good result.”
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approve. These comments implied the existence of a similar trend for other project systems such as the
CF support at the community level. Overall, the respondents related that the GoL has been anxious to
have the newest Pink Book completed and for other support systems to be used as models that
additional provinces can learn from and scale up. This tool has been a foundational project achievement
and contributes to the implementation of the NNS. Men in one FGD group also recommended that
there be a version of the Pink Book developed for men so that they also have a tool to guide them in
helping their wives and families with pregnancy, maternal nutrition, childcare, feeding, and managing
women’s workload.

The Activity’s collaboration with UNICEF (United Nations Children’s Fund) and the WB in
supporting the GoL at the national level with systems strengthening to help implement the
NNS was favorably mentioned. Comments shared at the national level indicated that the support
has been complementary. The Activity worked closely with UNICEF to develop the improved MCH
handbook; this is an instrumental change in the delivery of nutrition services and facilitation approaches.

Challenges

National, provincial, and district level KlI

expressed some concerns with the role of the
Activity as a project that implements activities
and reports back to the government versus
supporting government systems. Some respondents
at the national and provincial levels raised the issue that
DPOs often take over coordination instead of building the
government staff capacity. Nevertheless, government staff

“When the DPOs give a presentation, they
jump in too quickly to answer questions when
they should give the opportunity to the
government. Government staff are also passive
and need to be reminded to speak.”

— Provincial level respondent, Savannakhet.

also need to make the effort to significantly increase

government involvement in implementation and representation. Moreover, Kll respondents at the
provincial level would like to see more transparent Activity budget expenditures and planning so that it
can be better monitored and coordinated with other resources. They would like to more frequently
receive program data and have additional time in meetings to share and exchange lessons learned
concerning planning, budgeting, and programmatic themes.

It has been a struggle for government and project staff to follow and adapt to the fives changes in
Activity Chief of Party. Government staff cannot always identify the SC focal point. They often contact
the Activity staff who speak Lao and have provided continuity throughout the program because of the
comparative communication ease.

At the provincial level, respondents indicated they do not receive systematic feedback or
interim monitoring data showing program results, such as birth registration rates, how
many women are visiting health centers, rates of EBF, etc. This data is consolidated and
reported up to the national level on a regular basis; however, based on the responses there is a gap in
the dissemination, and user distribution at the district and provincial levels. Quarterly meetings and
quarterly reports are process related and do not discuss or reflect project data and outcomes. District
level and clinic data are available, but this is not digitized or consolidated, so they are hard to utilize. The
project reporting systems reported through USAID provide updates on each IR; but these reports are
not reported through government channels (nor are they intended to be;) they do not include
government health and nutrition statistics. Further detailed review of data reporting structures, required
formats, and dissemination is needed so that the trainers and service providers have a “dashboard” of
monitoring data they can readily access and utilize to prepare for their field visits, document lessons
learned, and adapt training as needed. Without this data they do not know the status of the outcomes
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and activities in villages where they are providing training, nor do they know if their past training has
been effective. Provincial level feedback related that they have a weak understanding of the NNS
implementation approach and how to coordinate the 22 strategies. The additional data would be
opportune for supplementing strategy planning.

There was more enthusiasm for reporting structures and receiving feedback at the district level. District
Kll indicated that they provide a summary of activities that is submitted to the head of the district and

MPH and the provincial level. Every activity is reported to the province on a monthly basis. For example,
they are promoting ODF, so the activities reported are related to the activities in all villages. The district
office receives feedback from villages to understand the needs, and other aspects they don’t understand.

4. CONCLUSIONS

Overall, the ET found that at midline, the Activity had a number of significant positive
impacts on secondary outcomes, although no significant impact on stunting, wasting, and
underweight prevalence among CU2 according to the quantitative analysis. While changes in
the primary outcomes in anthropometric data between Nurture and control groups were insignificant,
this is to be expected at this stage given that the Activity has been implemented for less than one year in
target communities.

The program supported the improvement of IYCF practices, particularly for mothers’ nutrition and
some indicators for breastfeeding indicators, especially for children under 12 months of age. Based on
several ANC outcomes measured, the Activity had a significant positive impact on seeking and obtaining
ANC services. This was also mirrored in the qualitative evidence which showed learning in ANC
practices, particularly pregnancy registration and health care center utilization, and breast-feeding
practices. After examining data, VWASH outcomes such as handwashing, open defecation, use of a basic
sanitation facility, and safe drinking water experienced evident positive directional improvement in
WASH outcomes. Only a few outcomes showed significant improvement, such as likelihood to use
recommended household water treatment technologies. There were some positive effects on
handwashing and hygiene indicators. The Activity did not increase the number of children and caregivers
receiving GMP services.

Overall, sentiments articulated throughout qualitative data collection highlighted observed progress and
high levels of program satisfaction as well as strong barriers to achieving progress and intended
outcomes. A key challenge to improving nutrition and WASH practices in 1,000 day
households is ensuring that multi-sectoral coordination has an effective degree of
integration, capacity building, and responsibility share at all levels. For components one
through three of the Activity, the ongoing training, motivation, supervision, and encouragement by CF
and VIC have been critical to program success and crucial for demand creation, capacity building, and
improved health services at the village, district, provincial, and national levels throughout the life of the
program.
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Respondents at all levels recognized and strongly
emphasized many times that the Activity has had an
impact by increasing knowledge and awareness of
1,000 day nutrition and WASH practices, capacity
building of health, nutrition, and WASH service
providers, and increased service delivery at the
district and village levels. When asked about the
program’s strengths, participants’ first responses were
typically related to augmented knowledge and capacity
building; these types of comments were mentioned
approximately 275 times throughout the Kll and FGD. Given

“The project has helped promote a lot of
knowledge about how to raise children and
promote good nutrition. The major change |
saw was that communities used to give food
(rice) to their babies, but now they are not
doing this anymore. This change can’t be done
fast, because everyone has a different
knowledge level, so it takes time.”

— District level government official,
Savannakhet, Phine District

the volunteer nature of project positions, staff have often had
many competing priorities, so emphasizing their key role in the overall system, providing compensation,
and providing continuous support to enable them to do their jobs is required for successful
implementation and program impact.

The Activity has heightened demand for use of nutrition and WASH services and products at the village
level by strengthening links to health services through the SBCC model that emphasizes self-reliance and
SDAs. However, there were still key challenges in interrupting population behavioral patterns and
resource limitations that inhibit adopting improved nutrition and WASH behaviors. Specialized targeted
approaches are needed to facilitate inclusion of marginalized portions of the population that are isolated,
and more bound to traditional practices, such as ethnic minorities, rural communities, elderly,
grandmothers, and male caregivers.

At the national level, the Activity has provided significant strategic multisectoral
coordination and program implementation technical support that has built an enabling
environment for nutrition and WASH outcomes, especially through the iNuW toolkit and
Pink Book. As discussed in detail below, ensuring government involvement in implementation and
representation and sufficient capacity building have remained a challenge.

SUSTAINABILITY

Sustainability remains a concern based on the findings. As mentioned above, respondents
applauded the knowledge, capacity building, and systems strengthening provided through USAID
Nurture that contribute to sustainable and lasting change in the country. Comments regarding
sustainability were mainly related to investments in high-level systems and structures and support for
the NINS. However, respondents primarily at the higher levels and trainers, but also a few of the CF,
expressed some concerns about various sustainability aspects, particularly in two areas:

I.  Sustaining quality and continuity of training and service delivery.
2. Continuation and expansion of services beyond the life of the project.

SUSTAINING QUALITY AND CONTINUITY OF TRAINING AND SERVICE DELIVERY
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Feedback among several provincial and national level
respondents suggested that despite the high quality
iNuW tools developed, training and knowledge
quality were diluted by the time the training reached
the village level due to the cascade training
approach. There were still some literacy barriers to
reaching illiterate women and ethnic groups. At the village
level, several CF and VIC indicated that the trainings
expanded their knowledge and facilitation techniques, but it — Provincial government official,
was cumbersome to remember all of the practices and how Khammouane

to use tools, such as the Pink Book and CF handbook once

“Communities lack knowledge, and once
they are trained, they forget the practices
and don’t follow them. More support is
needed on continuous monitoring, using
social media, demonstrations, visual
tools, and interactive activities so they
don’t feel lost.”

they got back to their village. The pictorial counseling cards used for home visits have been adapted for
illiterate households, however, two CF in Savannakhet related that they have forgotten how to explain
the practices demonstrated in the pictures. They indicated that they need more refresher trainings on
practices and improving facilitation skills and suggested that future versions of the iNuWV tools should
include a companion tool designed for facilitators that describes what they should be doing.
Respondents emphasized the need for continued amelioration of tools, greater variety of training
mechanisms and visual tools, and continued CF support at the community level to help them improve
facilitation and support skills that will help mothers and caregivers further address barriers and multiply
adoption of the 1,000 day nutrition and WASH practices.

“Sustainability is a major challenge. USAID
Nurture hired extra staff to implement the
project. Many of the trainers work as
consultants that work together with the
government. This is fine to start, but there
should be a plan to transfer knowledge from
the project to the government. This
recommendation has been made through the
project communication channels.”

— National Level Government Official.

Some respondents felt that training and service provision
continuity is jeopardized as people change jobs or move over
time. Province and district level trainers stated that the lack
of opportunity to access information about communities
prior to visiting or provide follow-up support following
trainings further threatens continuity.

Despite these sustainability challenges, the ET noted
that roles of the CF and VIC are gaining traction, and
their need for constant follow up and program results
was recognized; however, these positions are not
official structures within the government systems. At

this time, a long-term strategy and future course of action must incorporate how and if these roles
should be institutionalized, and if not, then how their support function should continue. SC suggested
that it was not certain the CF and VIC roles were needed in the long-term; however, government
officials, healthcare workers, CF, VIC, and FGD group participants mentioned how important it was to
have constant reminders and follow-up to help women and caregivers adopt practices. Based on these
recent responses, there appears to be a need for more and stronger ongoing community level support
to maintain continuity and ensure quality and sustainability.

CONTINUATION AND EXPANSION OF SERVICES BEYOND | “If there is no continued follow up then

THE LIFE OF THE PROJECT

the project won’t continue. If we don’t
say the messages over and over, then
women in rural areas will forget. They

The Activity is currently funding the logistics and per are now getting between 1-3 times per
diems required for program delivery that enable the month.”

trainers and health service providers to reach remote
areas; without this support, the services would likely
stop. Respondents at all levels, including GolL officials, trainers,

— District government official, Phone
District, Savannakhet
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and healthcare providers expressed concerns that without this budgetary support, continued project
follow up and expansion would not continue because these services are not currently included in the
Ministry of Health, Hygiene, and Population’s budgetary allocations. Respondents all wanted the project

to continue and expand to other provinces.

Gol officials related that the Government would like to see the Activity act as a model
program to be adopted on a national scale; however, this is undermined by the seemingly
long time required for approvals and development. Kll respondents indicated that they wanted
to conduct exchange and learning visits to see other project sites and home visits and talk to CF, VIC,
and district-level providers so that the approach can be replicated in other parts of Laos, but Activity
staff told them that Nurture villages were not ready to serve as model communities.

Overall there is a need for an exit or transition
strategy to determine how the project can support
the Gol systems, which services should be supported
and scaled, and which services should be gradually
integrated into the GolL’s overall program plans,
budget, and resource allocation.

PROGRAM DESIGN AND THEORY OF
CHANGE

“When the DPOs give a presentation, they
jump in too quickly to answer questions when
they should give the opportunity to the
government. Government staff are also passive
and need to be reminded to speak.”

— Provincial government official,
Savannakhet.

The primary overarching challenge frequently noted at all levels and mentioned repeatedly in a variety of
ways was that the Activity was not designed to address underlying barriers to food and nutrition
security as they pertain to availability and access to recommended foods, income, WASH products, and
ANC services promoted through the 1,000 days practices. Statements related to various aspects of
availability and access obstacles were raised approximately 375 times throughout the interviews. To
achieve food and nutrition security, the right foods must be affordable and convenient to meet needs of
all, especially the nutritionally vulnerable, household members year-round. Availability and access
barriers to food, income, water supply, transportation to clinics and markets, and WASH products were
cited by all respondents interviewed. Respondents consistently noted that poor households, minority
ethnic groups, and isolated villages faced greater challenges in adopting optimal nutrition and WASH
practices. Cultural practices among ethnic minorities and traditional gender roles, particularly excessive
women’s workload and limited decision-making power over time, energy, income. and assets were
mentioned as barriers to adopting recommended 1,000 day practices. The ET did not explore in-depth
questions about resilience and human and productive capital building that could help communities
prevent, mitigate, and recover from emergencies. However, some responses related to seasonal shocks
such as cyclical flooding and crop loss in Khammouane, intermittent dry season water supply shortages,
productive asset loss, isolation, limited economic opportunity, illiteracy, and pervasive poverty suggested
that target communities would benefit from a more comprehensive food security and resilience

approach inclusive of nutrition and WASH.

The ET would like to emphasize that this challenge and conclusion was not a result of the quality of
program delivery but rather inherent in the underlying program design and theory of change which make
a critical assumption that foods to meet an optimal diet for PLW and CU5, water, and WASH products
are available and that households can access them. The ET noted that the Activity targets a large
geographic region: 471 villages with relatively less resources than other projects with similar objectives.
With current resource levels, it would be difficult to establish a comprehensive food and nutrition
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security and resilience program that incorporates agriculture, marketing, food systems, asset creation,
and risk mitigation components while reaching the same geographic coverage.

This gap in project design has very likely been a key contributor in preventing Activity 1,000 day
households from achieving higher adoption rates for all practices on a consistent year-round basis.
Greater practice uptake would lead to stronger positive effects on nutritional status, stunting rate
reductions, and sustained impact achievement. The types of barriers mentioned by respondents and
discussed previously in the report are summarized in Annex |.

Higher-level Kl respondents who were involved in project design directly mentioned that the project

needs to include an agricultural component. Respondents at the community level also requested support
for gardening, livestock rearing, increased nutritional knowledge, and income generation that would help
them adopt recommended practices by allowing them to pay for food and health center transport costs.

5. RECOMMENDATIONS

Based on these findings, the principal recommendations of this midline evaluation are:

The Activity should continue the work on knowledge dissemination, capacity building, facilitation
improvement, and technique teaching. There is evidence of positive program impacts, particularly
among intermediate outcomes that may lead to impacts on higher level outcomes with sustained
implementation.

The Activity should develop an incentive and compensation system for the CF and VIC to increase
coverage and motivation. The CF and VIC play a critical role in the Activity but require assistance
to compensate them for their personal costs, ensure they can serve as role models in the
community, and to increase motivation, thereby to reducing turnover and encouraging
sustainability. Moreover, additional support should be provided to the CF and VIC at the
community level to improve capacity and monitoring, especially with regard to implementing the
iNuW comprehensive toolkit.

The Activity should consider ways to address food access and availability to meet nutritional needs
for PLW, CU2, CU5, and households year-round.

a. In the immediate term, continue to develop the agriculture and food and nutrition
security component to the extent possible without an MOU with the Ministry of
Agriculture and Forestry, focusing on home food production and access to seeds,
livestock, and technologies to promote a diverse and nutrient-dense diet throughout the
year for women, children, and all family members.

b. Look for ways to collaborate with other agriculture, food and nutrition security, and social
protection programs if possible, such as other USAID and United States Department of
Agriculture funded programs, IFAD, the Food and Agriculture Organization of the United
States, and the WB.

c. USAID should consider a more comprehensive nutrition and food systems approach as
a long-term strategy. Future nutrition programs should include, or be linked with, full-
scale agriculture, natural resources, marketing, social protection, improved agricultural
and health technologies, such as improved storage of breast milk, and integration of
other nutrition-sensitive components to complement the current scope.

The Activity should emphasize the benefits of EBF and delayed initiation of complementary
feeding, particularly among boys. Awareness of benefits may help bridge the observed gap in EBF
duration and complementary feeding between boys and girls that is hypothesized to contribute
to differences in stunting and underweight outcomes. The Activity should also conduct an in-
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depth behavioral study to further ascertain the behavioral and biological causes for differences in
stunting rates between girls and boys, particularly among lower-income quintiles.

The Activity should revisit and engage in policy dialogue to discuss and evaluate the efficiency
and effectiveness of promoting CLTS as an integrated approach with nutrition as opposed to a
separate program as it is promoted elsewhere in the country. This would help the government
determine if this practice should be adopted and scaled as a national strategy, or if the Activity
should continue to promote CLTS separately.

The Activity should develop a cost-sharing mechanism to ensure that the poorest households
can be assisted in accessing WASH products and services in a timely and efficient manner. The
types of toilets promoted should also be further evaluated and expanded, such as waterless
composting toilets that can be used where water supply is a challenge.

The Activity should improve planning and coordination for the iINuWV visits, trainings, and
activities at the village level by providing sufficient advance notice and meeting schedules. The
Activity should invest in strengthening local social accountability systems, to increase inclusion,
increase capacity of the community-level to understand and fully participate in the project
activities, and establish a grievance redress mechanism that enables a transparent case
management system and feedback loop. For example, community committees and members,
should be aware of what services the project is supposed to deliver and know their
responsibilities, such as how may visits are planned, the topics, who should participate, and also
be able to report suggestions and grievances. The practice of having meetings and only reaching
people who happen to be available will likely result in exclusion and lack of continuity.

The Activity should explore other opportunities for collaboration. For example, the new WB
financing will adopt a multi-sectoral approach to social protection and strengthening nutrition
systems in line with helping the government implement the NNS. A WB-funded water supply
project was also mentioned as a potential opportunity for coordination, as water supply in some
remote mountainous locations is a clear barrier for communities to build and use toilets and
access potable water year-round.

In future programming, USAID should integrate or coordinate with cash transfer programs, and
activities that provide income generating opportunities, access to informal and formal finance, and
improved technologies. Access to income resources, as well as sufficient time was a consistent
barrier for households in implementing improved WASH and nutrition behaviors.
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6. ANNEXES

ANNEX A: QUANTITATIVE METHODOLOGY

SAMPLING

Villages:
To select a similar, yet representative set of treatment and comparison villages for the evaluation, we
used the following process:

Identify sample frame of potential comparison villages: In order to understand the effects of
USAID Nurture, we needed to compare treatment villages with similar villages that are not
receiving a targeted nutrition intervention. This requires mapping other donor nutrition
interventions in Savannakhet and Khammouane Provinces. Based on discussions with SC and on
results from a donor mapping exercise conducted in 2016, we identified and excluded from the
sample frame villages and districts that were being targeted by other interventions.
Identify variables associated with treatment: Using the 2015 census data at the village level, we
ran a logit model to determine which variables were predictive of treatment, as these variables
were used in the matching approach to help identify similar treatment and comparison villages.
We identified the following variables which were then used in matching:
% of Households with Electricity
Average age of household head
Average age of first birth for female head of household
Number of CU2
Ethnicity
% Buddhist
Average total number of children in the household
Average percent of CU5 who died before reaching 5
% of household heads who can read in Lao
% female headed households
Average number of household members
Average education of household head
% of household heads who are employed
Total population
Rural/Urban
Water supply in village
. Health center in village
Select similar treatment and comparison villages: From the sample frame of eligible treatment
and comparison villages, the ET sought to sample a set of similar treatment and comparison
villages, which were also as representative as possible of the targeted area as a whole. Matching
approaches tend to have a trade-off on internal and external validity. That is, by selecting
treatment and comparison villages that are as similar as possible (increasing internal validity), we
often find this reduces the overall number of matches and their representativeness relative to
the full target population (external validity). The ET tested variations of two different matching
approaches, PSM and coarsened exact matching (CEM) to find which approach offered the best
balance on internal and external validity.

a. In the CEM approach, we temporarily ‘coarsen’ the variables used for matching into

distinct bins or strata. Every combination of coarsened values for all variables included in
the matching represents a unique stratum, and observations with the same coarsened
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Households:

value on every included variable are placed into the same strata. We then generate
exact matches between treatment and comparison units within the strata of these
coarsened variables. Strata that include only treatment or only control observations are
pruned from the data set as they are considered outside a region of common support
among the treatment and comparison sample frames. The remaining matched sample
(either randomly pruned or weighted in strata with an imbalanced number of treatment
and control units) is analyzed using the original uncoarsened variables. The advantage of
this approach is that it allows determination ex ante of the level of imbalance through
the researcher’s choice of the degree of coarsening, though with the caveat that finer
degrees of coarsening tend to decrease the sample size under common support. To
develop the final CEM model, we must set the bon sizes for each variable. Some
variables have natural bin sizes (for example, presence of health center). For the other
variables, we tested multiple permutations of bin sizes, while ensuring that we
maintained at least the minimum number of matched treatment and comparison villages
(at least 173 of each) required based on our power analysis.
Alternatively, PSM allows the researcher to develop a model to predict treatment based
on pre-intervention data, which is used to develop a single score that represents the
propensity or likelihood of being selected into treatment based on the model variables.
These propensity scores can be used for matching. Again, we tested multiple ways of
using the propensity scores to determine matches, including taking the nearest
neighbors, taking the highest scores, and sampling proportional to district or province
populations.
Across all of the CEM and PSM models, we test each model on:

i. Imbalance: We tested for differences between the matched treatment and

comparison villages on more than 30 variables from the census data; and
ii. External validity: We also tested for differences between the treatment sample
and full population of treatment villages on those same 30 variables.

Based on those tests, we found that the PSM model which sampled treatment-
comparison matched pairs with the lowest propensity score difference from each
province (proportionate to the treatment populations in each province) performed the
best.
Using this model, we selected 173 treatment and 173 comparison villages for inclusion
in the evaluation.

Our primary unit of analysis around which the sampling approach is designed are 1,000-days households
of pregnant women or women with children under two years of age. To generate our sample, we
incorporated multiple stages of sampling. Villages were selected based on the matching approach
described above. Within those villages, we randomly select eight households with pregnant women or
children under two using the following approach:

I. Step | —we coordinated with district officials to send the survey introduction letter to inform
the village head in advance. The letter included the date of survey, target respondents and
information that we need. We also asked the village head to communicate with the village health
volunteer to make a list of households who have children under 2 years old.

2. Step 2 — the survey team will take the list from village health volunteer and bring the list to
check with each unit head. This was very important to ensure all relevant households are
included in the list by using the questions listed below:

a.

Have any households moved into this village with children but are not included in our
list?
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b. Are there any households who just gave birth and are not included in our list?
c. Are there any households that you are not sure about the age of children and did not
include them in our list?

Based on this process, we developed a list of households with children under two and take a random
sample from the list, along with replacements. This process has been used successfully for recent
nutrition surveys in Laos.

Within households:

Within each selected household, we collected data on all pregnant women and all children under five
disaggregated with children under two years of age (children 0 — 23 months of age) as well as children 6
— 23 months of age.

QUANTITATIVE ANALYSIS

For quantitative analysis at follow-up points (midline and endline), the ET primarily relied on a DID model
which included a range of control variables, shown below. The DID model controls used baseline and
follow-up data from the treatment and comparison groups to control for time invariant factors that might
impact outcomes. It relied on a ‘parallel trends’ assumption — that the treatment and comparison would
have exhibited the same trend in outcomes in the absence of the program. If that assumption was valid,
then any observed deviation in trends between the treatment and comparison group could be attributed
to the Activity. The ET was limited in ability to test the parallel trends assumption, there was no repeated
pre-intervention data to test whether trends were moving in parallel prior to the intervention. However,
by using matching to make the treatment and comparison groups as similar as possible, the ET reduced
the likelihood that trends in outcome would have been different in the absence of the intervention.

As a robustness check, the ET also estimated impacts for each outcome with |0 additional models:

DID with propensity score matching at baseline and midline using the standard controls

DID with no controls

Multiple regression with standard controls using midline observations only

Multiple regression with standard controls plus the average outcome at the village level at baseline
as an additional control, using midline observations only

CEM using midline observations only (various bin sizes tested)

CEM using midline observations only (various bin sizes tested) with standard control the average
outcome at the village level at baseline as an additional control

PSM using nearest neighbor matching with midline observations only

PSM using regression adjusted inverse propensity weighting with midline observations only

PSM using kernel density matching with midline observations only

0 PSM using regression adjusted kernel density matching with midline observations only

N —

o uv

S 0N

With the exception of the first two alternate models, no other alternates were able to fully utilize baseline
data to account for initial differences between treatment and comparison. It is important to consider that
matching approaches are more constrained when using cross-sectional data, as is required in this study
due to the nature of the target population (that is, households with CU2 at baseline may not be households
with CU2 at follow-up). Accordingly, this report presents results from the primary model, since a priori
the ET identified it as the most rigorous. The ET has, however, highlighted when results are consistently
different across models in the report footnotes.
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Controls Goals

Child Demographics
* Age

* Sex

* Stunting
* Wasting
* Underweight

Household Demographics
* Age of Household head
* Education level of household head

* Household head gender (dummy)

* Household member with disability
* Number of people living in home
* Sex of Household head

* Wealth (Asset index)

* Household head non-Lao mother tongue (dummy)

* Early initiation of breastfeeding

* Exclusive breastfeeding

* Minimum dietary diversity for children
* Minimum meal frequency for children
* Minimum Acceptable Diet for children
* Minimum Acceptable Diet for mothers

» Safe drinking water

Household Environment
* Dwelling has electricity
* Dwelling has roof
* HH owns dwelling
* Household member farms or gardens
* Legal land ownership
* Number of rooms in dwelling

* Province

* Use water treatment technologies

* Hand Washing and hygiene

* Basic Sanitation Facility

* Seeking antenatal services

* Iron folic acid supplements for mothers
* Participate in GMP

* Information received during ANC

* Information received post-delivery

Outcomes
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ANNEX B: INDICATORS FOR USAID NURTURE INDEPENDENT
EVALUATION

Table 4: Indicator Descriptions and Notes

Indicator

Summary Description & Unit of

Measurement

Child Anthropometry

Prevalence of
stunting in CU2
years of age

The proportion of children 0-23 months
with height-for-age below — 2 Z score

Prevalence of
underweight in
CU2 years of
age

The proportion of children 0-23
months who are underweight for age,
as defined by a weight for age below —
2 Z score

USAID Nurture interventions focus on
the ‘1,000 day’ population (pregnancy,
infants and young children up to age 2) as
this is the critical time period to influence
child growth and decrease stunting. This
will also be reported for CUS5 and
disaggregated by sex.

Infant and Young Child Feeding Practices: Breastfeeding

Percent of
children 0-23
months with
breastfeeding
initiated in the

This indicator is a measure of
early initiation of breastfeeding
after birth for the age group 0-23
months

first hour

Percent of % of children 0-5 months of age who
children <6 were exclusively breastfed during the
months of age day preceding the survey. EBF may
exclusively include ORS, Vitamins, minerals &/or
breastfed medicines but no other food or liquid.

Median duration of
EBF

Measures the median duration of
breastfeeding, which WHO
recommends be for 6 months

Early initiation of breastfeeding is
associated with higher rates of exclusive
and predominant breastfeeding. EBF for
the first 6 months decreases morbidity
and mortality among infants.

Median
duration of
breastfeeding
among children
0-23 months of

Measures the median duration of
breastfeeding, which the WHO
recommends continues to at least 2
years of age

age
Percent of Measures the continued breastfeeding Continued breastfeeding provides
children 12-15 rate at one year of age nutrition and protection from illness to

months of age
who are fed
breastmilk

Percent of children
0-23 months who
are fed breastmilk

Measures the continued breastfeeding
rate at two years of age

infants and young children. In SC
intervention areas breastfeeding usually
stops at |12-15 months (SC formative
research).

Percent of
children 0-
23 months
of age fed
using a
bottle or
teat in the
past 24
hours

Measures the frequency of bottle/teat use

Bottle-fed infants are at higher risk of
death and disease.

Infant and Young Child Feeding Practices: Complementary Feeding
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Percent of
children age 6-
23 months of
age who
consume the
MAD

It measures both the minimum feeding
frequency and minimum dietary
diversity, as appropriate for various age
groups. It will measure if a child meets
the minimum feeding frequency &
minimum dietary diversity for their age
group and breastfeeding status.

MAD is a standard indicator (with a tested
module) of infant and young child
nutrition.

Percent of children
6-23 months of age
receiving an animal
source protein in
the past 24 hours

Measures the pattern of providing an
animal source protein (e.g., egg, meat) to
children.

Nutrient-rich animal-source foods are a
diet-nutrient gap in most developing
countries, including Laos. Research has
shown that increasing such foods in these
contexts can improve infant/child growth.

Percent of
children 6-23
months of age
who received
solid, semi-solid,
or soft foods of
appropriate
frequency in the
last 24 hours

Measures the pattern of the
frequency of introducing
complementary foods.

Feeding frequency is a component of
MAD.

Percent of
children 6-23
months of age
actively fed in

Measures if a child is actively/
responsively fed by a caregiver

Few studies show a positive association
between RF and child growth, however,
there is evidence that caregiver
verbalizations during feeding increase child

the last 24 acceptance of food. There is a lack of

hours uniformity in the definition of
responsive/active feeding.

Percent of Measures if a child was Inadequate feeding during and following

children 0-23 appropriately fed during last infant/young child illness is common in

months of age
who continued to
breastfeed during
their episode of
illness,