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A. EXECUTIVE SUMMARY

Building Partner Capacity for Child Survival of Vietnamese Ethnic Minority Populations was a
five-year (2002-2007) Child Survival-18 (CS-18) project conducted by Save the Children (SC) in
Dakrong and Huong Hoa Districts, Quang Tri Province, North Central Region, Vietnam. The
project site, which expanded over the life of the project, included all 36 communes in the two
primarily rural mountainous districts, with a population of 99,253 over the life of the project. The
goal of the project was to achieve sustained reductions in maternal and under-five mortality. Key
objectives of the project were to a) increase use of maternal, newborn and child care services, b)
increase practice of key household behaviors, ¢) increase service delivery, d) improve service
quality, and e) improve sustainability of all activities through development and further
strengthening of the key project partners.

There were several remarkable accomplishments within each of the of the project intervention
areas: Maternal and newborn care (45% effort) successes included the expansion of ANC
outreach services for the minority women. The mean number of antenatal visits increased from
1.89 to 3.33 over life of the project. Minority women were 3.28 times more likely at endline to
receive greater than three ANC visits. Members of both ethnic groups demonstrated increased
knowledge of pregnancy danger signs, increased the acceptance of tetanus toxoid immunization,
and increased their consumption of iron and folate supplements. A priority focus for intrapartum
services was promotion of skilled birth attendance and clean delivery. The proportion of
deliveries attended by a trained (skilled) birth attendant (within and outside of health facilities)
increased in both districts, and among women of both majority and minority groups. Women
demonstrated increased knowledge of intrapartum danger signs. They accepted and used clean
delivery kits for out-of-facility deliveries. Women used four of the five personal hygiene and
cord cutting and tying implements contained in the Clean Delivery Kits (CDKs) more often than
they did at baseline. There was a 1.2 times greater likelihood of clean cord cutting at home
deliveries after project interventions. Women delayed the timing of the first bath given to the
infant (42.4% vs. 73%) in order to provide better thermal regulation. Knowledge of danger signs
for the newborn increased over two-fold (overall) and among both minority and majority women.
The proportion of women who received a postnatal care visit within seven days of birth
increased, overall, from 26.9% to 58.7% (odds ratio 2.19) The proportion of children who were
weighed after the first day of birth increased from 47.8% to 75.6%.

The project was less successful in achieving improvement in nutrition and micronutrients (40%
effort). Successes included modeling of the usefulness of the Positive Deviance (PD) approach
as a means of information dissemination and community mobilization. The potential impact of
the PD and Hearth approaches for nutritional rehabilitation were constrained in these
communities in general by overarching poverty levels and food insecurity and specifically by the
low population density and large geographic distances, which made it difficult to sustain
implementation of the methodology. There were measurable gains in knowledge of appropriate
complementary feeding practices for children age 6 — 24 months. The project had a modest
impact on reduction of malnutrition rates among children under age two (35.4% at baseline, 27.2
at end of project), even under the challenging circumstances of food insecurity and poverty that
were faced by community residents.
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Distinct successes were achieved in the promotion of both immediate and exclusive
Breastfeeding (15% effort). Both majority and minority women were less likely to discard
colostrums and minority women were less likely to provide prelacteal feeds. The percentage of
mothers who breastfed their babies within one hour of birth increased from 74.2% at baseline to
92.2% by the end of the project. The percent of mothers who practiced exclusive breastfeeding
(EBF) to the age of four months increased from 39.3% to 51.9%. Breastfeeding support groups
were established in ten hamlets in Dakrong and 32 hamlets in Huong Hua district.

The project also had substantial impact on improving community capacity to respond in the
event of maternal or newborn emergencies. Communities were stimulated to develop a self-
styled emergency transport plan. Telephones were installed in 19 commune health centers (CHC)
to enable contact with ambulance transport. Provider skills were enhanced for better provision of
basic and comprehensive emergency obstetric care. Neonatal resuscitation equipment was
provided for each CHC.

The community mobilization approach designed by the project used an existing organizational
system, based on the prevalent political administrative structure, which people understood and
respected. The community meeting was the major behavior change communication strategy. The
partnership of provincial health authorities with community members in seeking solutions to
problems, offers the opportunity for sustaining the gains achieved through project intervention,
and a model that can be applied to addressing other pressing community needs (e.g., water,
sanitation, food insecurity, and the burden of disease in children: diarrhea, respiratory infections,
worms and malaria). Provincial health authorities have already committed to sustaining certain
programming, and to moving forward with replication of successful interventions in other
districts.

The following conclusions can be drawn, as the basis for recommendation for action at
programmatic, administrative and policy levels. They also serve as lessons learned for the CS-18
Project.

e |tis possible to change attitudes and practices regarding the place of birth, promoting
facility-based birth in communities where home birth has a long history and tradition, if there
is an enabling environment.

e Itis possible to influence, even to change, prevalent social norms, when new knowledge is
imparted in a way that empowers all family members and encourages them to take action.

e Planning for community-based interventions into food insecurity and nutritional
rehabilitation should give careful consideration to community characteristics prior to the
selection of sites for conducting such programming. Conditions such as community
population size and food insecurity will work against effectiveness of this particular
approach.

e Multi-sectoral and multi-partnered programming should be considered for implementation in
communities that have high indicators of poverty and community constraint (e.g., water,
sanitation, disease prevalence), so that the interactive effects of multi-lateral interventions
might generate greater community gain and impact.
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B. Assessment of Results and Impact of the Project

B.1. Summary Chart

Table 1 presents the objectives of the CS-18 Project by objective. It indicates the target figures,
revised at the time that the Detailed Implementation Plan (DIP) was prepared, based on a
Knowledge, Practice and Coverage (KPC) survey data and other findings, the baseline figure
obtained from these same sources (2003), and the endline data (June, July, 2007).

Table 2 presents the Rapid Catch indicators that were included in the KPC survey. Table 3
presents the Rapid Catch data by district.

Table 1: Project Indicators, Targets and Comparative Results

Objectives Revised Baseline | Endline Prevalence Data
Target Figure Figure Ratio Source
Indicator (%) (%) (%) (2007/2003)
Improved health status of children under 5
1. Decrease of child 10 35.4 27.2 0.77 (0.62- HHSO
malnutrition (0-24 0.94)*

months) as measured by <
2 standard deviations
below reference median
weight-for-age.

Increased use of health care services

1. % of pregnant women 30 86.6° 94.0 1.09 (1.03- HHS
who received two doses of 1.15)*

tetanus toxoid vaccine

2. % of mothers who used 70 14.0° 77.7 5.57 (4.32- HHS
100 antenatal care (ANC) 7.17)*

iron-folate tablets

3. % of mothers and 50 26.9 58.7 2.19 (1.82- HHS
newborns who received 2.62)*

postnatal care within the
first week of birth**

4. % of newborns who 70 47.8° 75.6 1.58 (1.41- HHS
were weighed within 24 1.78)*

hours of birth

5. % of mothers who 50 25.6 68.4 2.68 (2.23- HHS
received postpartum 3.21)*

Vitamin A supplement
within the first month of

delivery

Increased practice of key household health behaviors

1. % of home deliveries 70 46.2° 57.0 1.23 (1.00-1.52) HHS
with clean umbilical cord

cutting
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Obijectives Revised Baseline | Endline Prevalence Data
Target Figure Figure Ratio Source
Indicator (%) (%) (%) (2007/2003)
2. % of mother who 80 74.2 92.2 1.24 (1.16- HHS
breastfed their babies 1.32)*
within one hour of birth
3. % of mothers who 50 39.3 ¢ 51.9 1.32 (0.95- HHS
practiced exclusive 1.84)*
breastfeeding of their
children at the age of four
months
4. % of mothers who practice 74 The several components of
recommended complementary feeding this complex indicator
(frequency, variety, onset) were analyzed separately.
Sub-indicators
4.a. >= 2 meals/day for N/A 94.4 100.0 1.06 (0.99-1.13) HHS
children 6-9 months
4.b. >= 3 meals/day for N/A 70.7 82.1 1.16 (0.93-1.45) HHS
children 10-12 months
4.c. % of mothers who fed N/A 16.4 37.1 2.26 (1.67- HHS
their children (6-23 3.07)*
months) with four food
groups in last 24 hours
Increased service accessibili
1. % of Communes with 30 0 100 N/A Endline
emergency transport qualitative
survey
Improved service quality
1. % Commune Health 80 0 95 N/A Super-
Center (CHC) staff using vision tool
supervision tools
2. % CHC staff and 80 0 100 N/A Super-
Hamlet Health Workers vision tool
(HHW) using job aids
Improved Sustainability
1. % Newborns registered 70 Unknown DROPPED
2. % Communes using 80 0 100 N/A Endline
data for planning qualitative
survey
3. Provincial Health Written 0 Yes N/A Written
Service (PHS) adopting plan plan
Project approaches to
other districts (has plan to
expand)
4. Communes adopting 80 0 100 N/A Endline
CS-18 approaches qualitative
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Obijectives Revised Baseline | Endline Prevalence Data
Target Figure Figure Ratio Source
Indicator (%) (%) (%) (2007/2003)
survey
5. Research and Training Center for N/A DROPPED
Community Development (RTCCD)
taking over Living University (LU)
6. Two working papers N =2 N=0 N =3 N/A Project
produced documents

8§ The baseline figures reported in the DIP are different than those reported in this table.
Corrections to baseline figures were made in 2007, when data were reanalyzed for the

baseline/endline comparison study.

¢ HHS: household survey
*p< 0.05

**Only include postpartum home visit
N/A = Not applicable or Not Available

Table 2: Rapid CATCH Indicators

Indicator 2003 2007 Prevalence ratio
(%) (%) (2007/2003)

1. Underweight 354 27.2 0.77 (0.62-0.94)*
2. Birth spacing *ok *ok
3.Skilled birth attendant 55.5 (400) 67.9 (396) 1.22 (1.10-1.37)*
4. TT2 86.6 9 94.0 1.09 (1.03-1.15)*
5. Exclusive breastfeeding (EBF) 39.3°9 51.9 1.32 (0.95-1.84)*
(< 4 mos)
6. Complementary Feeding and 100.0 93.0 0.93 (0.87-1.00)
Breastfeeding (BF) (6-9 mos)
7. Full vaccination Hopok Hofok
8. Measles Fokok Fokok
9. Bednet Fok *ok
10. Child danger signs 58.4 % 76.5 1.31 (1.19-1.45)*
11. Illness diet ok ok
12. HIV risk reduction Fok Fok
12. Hand washing Hok Hok

8§ The baseline figures reported in the DIP are different than those reported in this table.
Corrections to baseline figures were made in 2007, when data were reanalyzed for the

baseline/endline comparison study.

*p<0.05
** Not asked
*** Not asked correctly
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Table 3: Rapid CATCH Indicators by District

Dakrong Huong Hoa
Indicator 2003 | 2007 Prevalence 2003 | 2007 Prevalence
Ratio Ratio
(2007/2003) (2007/2003)
1. Underweight 475 40.2 0.85 (0.68-1.00) 31.0 22.7 0.73 (0.53-1.02)
2. Birth spacing ok ** ** *ok
3. Skilled birth 40.5 52.8 | 1.30 (1.05-1.61)* | 61.0 73.2 1.20 (1.04-1.38)*
attendant
4, TT2 84.3 93.6 | 1.11 (1.02-1.21)* | 87.4 93.9 1.08 (0.99-1.16)
5. EBF (< 4 mos) 19.4 40.0 | 2.06 (0.96-4.42) 44.7 56.1 1.26 (0.83-1.91)
6. Complementary 100.0 | 94.7 0.95 (0.88-1.02) | 100.0 | 92.0 0.92 (0.82-1.03)
Feeding and
Breastfeeding (6-9
mos)
7. Full vaccination Hokok Hofok Fokk Hokk
8' Measles kokok keokok eokok eokok
9. Bednet *ok *ok *ok Hok
10. Child danger signs 60.0 81.9 | 1.37 (1.20-1.56)* | 57.8 74.6 1.29 (1.12-1.49)*
11. Illness diet rok ok Fok Fok
12. HIV risk reduction Hok Hok ok ok
13. Hand washing *ok ok ok ok
*p<0.05

** Not asked

*** Not asked correctly
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B.2. Technical Approach
2.a. Project Overview

Building Partner Capacity for Child Survival of Vietnamese Ethnic Minority Populations was a
five-year (2002-2007) Child Survival-18 (CS-18) project conducted by Save the Children (SC) in
Dakrong and Huong Hoa Districts, Quang Tri Province, North Central Region, Vietnam. The
project site predicated in the proposal and in the DIP included all 34 communes in the two rural
mountainous districts, with a population, at baseline, of 87,070, including 13,931 children under
five years of age and 20,897 women of reproductive age. The project scope expanded to include
a total of 36 communes over the life of the project, due to government redistricting. The
population of these communities increased to 99,253 over the life of the project. Some of the
service sites are geographically located in urban/peri-urban areas (15.7%); the majority (84.3%)
are in rural settings. A community profile is provided in Appendix F of this report.

The goal of the project was to achieve sustained reductions in maternal and under-five mortality.
Key objectives of the project were to:

Increase use of maternal, newborn and child care services;

Increase practice of key household behaviors;

Increase service delivery;

Improve service quality; and

Improve sustainability of all activities through development and further strengthening of
the key project partners.

O O0OO0OO0Oo

The operational targets of the project were revised following baseline studies. The targets are
presented in section 1.

Major project intervention packages were maternal and newborn care (45%), nutrition and
micronutrients (40%) and breastfeeding (15%). Key strategies included:
e Community mobilization for better maternal and newborn care through a two-pronged
approach tailored to the two main groups: minority and Kinh majority;
e The Positive Deviance (PD) and Hearth approaches for sustainable community-based
rehabilitation and prevention of malnutrition;
e The PD approach pilot-tested for improved maternal and newborn care;
e Breastfeeding support groups that incorporated PD and other active learning methods;
and
e Behavior change approaches for ethnic populations that have both cultural and linguistic
barriers to health care access.

Two additional strategies were originally intended, but were redesigned during the life of the
project:
e Establishment of a Living University (LU) method for joint health system strengthening
and community demand mobilization; and
e Strengthening the capacity of a local nongovernmental organization (NGO), the Regional
Training Center for Community Development (RTCCD) to take over the LU to sustain
and scale up successful experiences.
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Key project partners included the Ministry of Health (MOH), Women’s Union (WU), and
Committee for Population, Family and Children (CPFC) at the province level in Dong Ha (the
provincial capital), at the district level in Dakrong and Huong Hoa Districts, and at the commune
level. The main clinical training activities were implemented through Quang Tri Secondary
Medical School (SMS) trainers, province health trainers and district health trainers, who in turn
trained midwives in maternal and newborn care, following the MOH guidelines for each service
level. SC also collaborated with Hue Medical School and Hanoi Secondary Medical School to
provide clinical training for doctors on basic and comprehensive emergency obstetric care at
Quang Tri Province Hospital.

The key partners in strategies designed to improve household practices were the individuals
responsible for implementing behavior change communication (BCC) activities at the village
level, i.e., the Community Guides (CG). CGs included hamlet health workers (HHW), staff from
the Women’s Union and from the CPFC. The district and province WU, CPFC and district health
staff provided training and supervision for community meetings at each village.

The NGO, PATH (Program for Appropriate Technology in Health), was a key partner in
development of BCC materials and approaches. A local NGO, The Research and Training Center
for Community Development (RTCCD), was a training partner in the first two years of the
project.

Table 4. Target Beneficiaries

Beneficiary Type Number
Infants (0-11 months) 2,450
Children age 12-23 months 2,896
Children age 24-59 months 8.585
Total of children age 0 — 59 months 13,931
Women of reproductive age (15-49) 20,897

2.b. Progress by Intervention Area

A final evaluation of this project was conducted in the third quarter of the fifth project year.
Evaluation team members, the evaluation methodology, and related details are described in
Appendix A and Appendices C through F. Results of the KPC analysis, which form the basis of
the results reported in this section of the report, are presented as Appendix B.

The project targeted all pregnant women, new mothers, newborns, and their caregivers and
families to improve maternal and newborn care, and improve maternal, newborn and child
nutrition. The promotion of key household behaviors and the use of key health services was the
centerpiece or strategic objective of the project. Concurrently, the project targeted CHC and
District Health Service (DHS) health staff to improve maternal and child health services at health
facilities and at outreach services.

A two-pronged approach was developed, to recognize the distinct differences in cultural beliefs
and usual practices between the Kinh majority and the two ethnic minority groups (Pakoh and
Van Kieu) who were beneficiaries of the project. Members of the Kinh group are more likely to
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be literate and were found (through informed inquiry, KPC and operations research [OR] studies)
to be already likely to seek facility-based health care services. The aim for the Kinh group was to
provide further information, “updating” their knowledge on best self-care practices.

The minority population is less likely to be literate, tend to live in geographically remote
settings, and are socio-economically more disadvantaged. They also have cultural beliefs and
traditions that provide a basis for their custom to give birth alone and to be less likely to utilize
existing health services. Therefore the approach to the minority population involved education
for better practice, combined with outreach efforts that would promote better outcomes when
birth was conducted in the home settings.

The resounding theme expressed by final evaluation (FE) informants was that the time of
intensive program implementation was too short (four separate 1 year phases, each for about one
quarter of the communes). They noted that everyone could have benefited by more time to learn,
apply, and practice what they had learned in order to generate behavior change. Nevertheless,
findings from the endline survey (Appendix B, Table 5) demonstrate improvement in reported
practices for selected behaviors in Phases 1 and 2 compared to Phases 3 and 4, indicating that
some learning was sustained over time (for communes served in the first two phases) and that
beneficiaries served in the latter two phases did, in fact, have sufficient elapsed time to
demonstrate behavior change on selected, targeted, activities. Ethnic differences do confound
these analyses (Please see additional discussion in the KPC narrative, Appendix B).

Intervention 1: Maternal and Newborn care (45% effort)

Antenatal care

The project focused on five essential elements of maternal and neonatal care. The antenatal care
(ANC) component of the project involved promotion of the use of ANC services, and expansion
(at already high levels among the Kinh) and the implementation and expansion of ANC outreach
services for the minority women. The MOH has defined the essential elements of ANC services
for the country. These closely reflect World Health Organization (WHO) recommended
standards.

Women expressed great enthusiasm and support for the outreach services. The mean number of
antenatal visits increased from 1.89 to 3.33 over life of the project. (Appendix B, Table 2). This
increase in mean value was demonstrated among both the majority and minority population
groups, and by residents of both districts, at statistically significant levels. Minority women were
3.28 times more likely at endline to receive greater than three ANC visits. Women (all) were also
significantly more likely to know danger signs of pregnancy, in fact, overall, more than three
times as likely to know at least two danger signs and nine times as likely to know at least three
danger signs (Table 2). Women in both ethnic groups demonstrated increased knowledge, but the
increase among minority women was particularly remarkable (Table 4).

Only a very few interview respondents declined to endorse the importance of ANC services
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| was healthy all through the pregnancy. | didn’t need to get any ANC care. "

Women who participated in the interviews indicated that they did not necessarily seek this care
at any point earlier in the pregnancy than they had with previous pregnancies, nor did they
express an understanding of the value of early prenatal care. Rather, most stated that they took
advantage of the time of convenience (e.g., at the next outreach visit). Some took advantage of
the availability of pregnancy testing at the CHC to confirm their suspicion. A very few women
noted that newly married women might actually prefer to delay seeking confirmation of a
pregnancy, if they had not been abstinent or faithful to their husband prior to marriage.

Two project indicators were focused on components of the ANC service delivery package. There
was a statistically significant increase over baseline values for both indicators. DHS staff noted
that the acceptance of tetanus toxoid immunization was likely much higher than documented, but
that the present ANC card does not accommodate recording more than two injections.

The project subsidized the purchase of iron/folate tablets (matching funds were used), but the
Government of Vietnam has committed to assuming this financial responsibility (50% in 2007
and 100% in 2008), and has charged CHC to distribute the supplements. Even given the already
high baseline figure, these two activities can certainly be considered successes of this project.

Figure 1. Antenatal Care

! The reader should note that all quotations are simply paraphrases of the translation of the conversation. However,
the substantial essence of each comment was verified by at least two other team members who had received an
independent translation of the conversation.
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Skilled attendance at delivery

The project’s priority focus was on clean delivery — whether at the worksite (e.g., field, woods),
at home or in a facility. The project also advocated that commune midwives be summoned to
attend home deliveries, if that venue was the mother’s choice, and if time and distance and
method of transportation supported this. The vast majority of Kinh women delivered in facilities,
where skilled attendance is implied. The proportion of deliveries attended by a trained (skilled)
birth attendant (within and outside of health facilities) increased from 40.5% to 52.8% in
Dakrong and from 61.0% to 73.2% in Huong Hoa. The overall proportion of skilled attendance
at birth increased from 55.5% to 67.9%. The odds ratio indicated that, overall, women were 1.2
times more likely to have a skilled attendant present at their birth (Table 2).

There are severe constraints to home services in these communities. The midwife most often has
to walk to ANC and deliveries; Community Guides have to walk to meetings and home visits.
The project was unable to reach all women and there were still constraints to receiving skilled
birth attendance or birthing at facilities among women in the very remote hamlets. Women in
one remote commune visited by the FE team could recall three deaths from postpartum
hemorrhage that had occurred just prior to and/or during the project timeframe.

These statistics would seem to indicate, nevertheless, (a lesson learned) that it is possible to
change attitudes and practices regarding the place of birth, promoting facility-based birth in
communities where home birth has a long history and tradition, if there is an enabling
environment. The factors of fees and costs (in this case, there are none for normal deliveries),
access to the facility (in this case, now available on a 24-hour basis, but not necessarily
accessible in terms of geography and transportation) were factors that served to facilitate the
trend of minority women to select facility delivery. Comments from women who had chosen to
deliver their next child at the facility noted that they appreciated the companionship (of midwife
and of family), the opportunity to “rest” after delivery, and to receive medicines if they needed
them.

Additional aspects of an enabling environment that were not adequately considered or addressed
by the project include the accommodation of cultural traditions and birth practices within the
facility? (including accommodation of alternative birth positions, should that be the woman’s
choice), and the issue of language. Provincial and district health administrators admitted that
they had conducted all training in the Kinh language, which is the language spoken by all of the
health providers. Administrators were unable to document whether any of the CHC spoke a

% The team leader (a midwife) questioned women about the change in birth position inherent in the facilities (lying
flat on the back with legs in stirrups, rather than squatting), as this is both a physiological and dramatic cultural
change. One woman stated that she had helped a neighbor with a home birth (this neighbor was also present at the
interview); she demonstrated how she had helped to provide upright back support for the woman. A third woman
spoke of her own birth in which she was experiencing a delay in fetal descent. The midwife asked her to walk and to
squat. All three of these women said the squatting position was hard on their legs, knees and back, and that they
preferred the back-lying position. Nevertheless, midwives stated that they had learned (originally) and been
retrained (by the project) to conduct deliveries on the delivery table, and that they were not accustomed or prepared
to accommodate any other style.
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minority language. The concern was expressed that some CHC staff might not be able to give
effective counseling services to women who do not understand the majority language, if the staff
member is unable to speak the minority language.

The project provided refresher training for district and commune midwives in the elements of
basic emergency obstetric care. This included: 1) administration of oxytocin for the prevention
(active management of the third stage of labor) or control of postpartum hemorrhage; 2)
administration of antibiotics for presumed infection; and 3) administration of anticonvulsants in
the event of eclampsia. The DIP indicates that midwives would also be taught the technique of
manual removal of the placenta, but that topic was omitted from the training agenda in light of
the constraints of district facilities, which are not equipped to handle emergency obstetric events.
(Please see a fuller discussion of a particular concern about this issue in Section C.2.)

Birth preparedness and home based care

Birth preparedness was a particularly important health promotion activity for the minority
community. Women were educated about the danger signs at delivery. Endline survey data
indicate that, overall, women were more than three to almost nine times more likely to know at
least two or three of these danger signs (Table 2). This increased awareness was also
demonstrated by ethnicity (Table 4). It is of particular note that the increase in knowledge of at
least two danger signs was sustained for women served in the first project phases (Table 5).

Nevertheless, more than one-third of the women continued to choose home delivery. Therefore,
the CS-18 strategy of educating women about the importance of clean delivery and preparation
for emergencies was particularly wise, and also effective. The project supplied clean delivery
kits (CDK) that were distributed by commune midwives and the Community Guide network to
all pregnant women. Project staff noted that the content of these kits was not standard 2, and that
they led to some confusion among mothers who had compared their experiences. MOH
personnel have committed to funding the purchase (100%), and promoting the distribution of
CDKSs in 2008. This indicates achievement to scale for this particular intervention.

KPC data indicates that these kits were distributed in increased numbers over the life of the
project. Women were 1.44 times as likely to have received a kit at endline, and also significantly
more likely to use it in non-facility births (prevalence ratio 1.49) (Table 2). Increased use of the
CDKs was true for both majority and minority women (Table 4). The overall proportions of
clean deliveries, whether facility- or home-based, increased from 69.5% to 85.8% (a statistically
significant prevalence ratio of 1.23). The increased proportion of clean delivery was documented
within both districts, and within both ethnic groups.

The women provided a great deal of detail about the ways in which their behaviors had changed
when delivering in the home setting. They stated that the birth event was now given some

® The CDK provided by the project had five components (plastic sheet, soap, thread, bandage, and razor blade). The
contents of this kit had been discussed with and received approval from the PHS and DHS administrators. However,
UNFPA was also distributing CDKs via a population program implemented in some of the mountainous provinces.
This kit had gloves and alcohol — not contained in the CS-18 kit — but lacked a plastic sheet for covering the floor
that was a component of the CS-18 kit.)
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prominence (a place in the main house or in a small room in the house, rather than in a hut or
another setting separate from the house). Women could spread out the birth mat. Other women or
family members were welcome to attend and assist. There was a greater willingness to accept
attendance (including skilled attendance) at the time of birth.

Men stated that they were more likely to stay in the vicinity of the home, prepared to respond to
a call for help. Each home, or at least each village, had procured a hammock in which the woman
could be carried to the health facility (by hand or by bicycle), where the midwife could provide
assessment and possible treatment or intervention, and the district ambulance could be
summoned to take them to district or province hospital. The village hammock was stored in the
home of the village headman and everyone knew where to find it.

Many women and men noted that they had set aside money for use in the event of an emergency.
When asked what previous practices had been when an emergency arose, several respondents (in
different hamlets and districts) responded

....we used to pray...

Women’s self- and newborn care-taking practices had also changed. Women used four of the
five personal hygiene and cord cutting and tying implements contained in the CDK more often
than they did at baseline (Table 2). Minority women, and specifically those in Huong Hoa
District, accounted for the single exception (use of the cord bandage declined among the
minority women) (Table 4). There is no clear explanation for this finding.

Women described the way in which they dried and wrapped their infants. Women said that
previous practice was to leave the newborn un-dried and un-wrapped until the placenta was out
and the cord had been cut, due to a fear that the placenta would be withdrawn into the body, and
compress the heart. The priority attention given to the placenta necessarily delayed attention that
was paid to the infant. Women’s new learning about the importance of thermal regulation
changed the focus of their attention to the warming needs of the infant.

Project participants also delayed the timing of the first bath given to the infant (42.4% vs. 72.7%)
in order to provide better thermal regulation (Table 2). One project indicator is relevant. There
was a 1.2 times greater likelihood of clean cord cutting at home deliveries after project
interventions, although this difference was not statistically significant.

CS-18 Vietnam, Final Evaluation, December 2007 13
Save the Children



Figure 2. Intrapartum Care-% of Home Deliveries with Clean Cord Cutting

Grandmothers and older women who participated in the interviews expressed very strong support
for the “new ways”, even though many were dramatically different from their own experiences.
They said that new knowledge is a good thing, and new practices should be adopted. A
grandmother observed:

“l had to deliver my baby in a dirty cottage. | wish | had the knowledge that girls now have!”

Men also spoke of changed opinions and attitudes concerning what should be expected of
“women’s work” around the time of childbirth.

“...1 must protect my wife because this protects my child...”

Postpartum care

The project promoted the provision of a postpartum care visit within 24 hours (preferably six
hours) after birth. It was known that this would be challenging to accomplish, particularly for
women who gave birth at home, and whose lived at some distance from the health facility. (The
midwife had to be notified of the birth, and this itself took time.) The topics of danger signs
during labor and after delivery; postpartum care for the newborn; newborn resuscitation; and
danger signs for mother and newborn after delivery were among the maternal newborn care
messages conveyed during community meetings and at ANC visits. These were also depicted on
the information, education and communication (IEC) materials that were given to project
beneficiaries. Women were almost three times more likely to know at least two postpartum
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danger signs and over 13 times more likely to know at least two postpartum danger signs (Table
2). This increase in awareness was consistent when assessed by ethnicity (Table 4).

The proportion of women who received a postnatal care visit within seven days of birth
increased, overall, from 26.9% to 58.7% (odds ratio 2.19, and statistically significant at p<.05)
(Appendix B, Table 2). The proportion of women who received a Vitamin A capsule (commonly
distributed at the time of the postpartum visit) increased from 25.6% to 68.4% (odds ratio 2.68
and statistically significant) (Table 2). The changes in both of these indicators are also noted by
ethnicity (Table 4). These behaviors were both selected as project outcome indicators.

Figure 3. Maternal Postpartum Care

Newborn care

The project emphasis was on birth weighing, the recognition of danger signs, and advocacy for
immunization. Promotion of birth registration was an original project objective (and indicator).
However, because there is a government “Population Motivator” who serves each community
and was responsible for the registration of births and deaths, this activity was of lesser
importance for the project, and already accomplished for the vast majority of newborns.

The proportion of children who were weighed after the first day of birth increased from 47.8% to
75.6 % overall (Appendix B, Table 2), and increases were noted also noted by district (Table 3)
and by ethnicity (Table 4). Newborn weighing was a project outcome indicator.
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Figure 4. Newborn Care

KPC survey data indicate that both minority and majority project participants increased their
awareness of danger signs in children under the age of 24 months. The changes in increased
levels of awareness of two or three danger signs were statistically significant.

The MOH conducted an immunization campaign for children in the districts. Formative research
conducted by the project personnel showed that minority families were unable to distinguish
reliably between immunizations, nor did they consistently have immunization records. The
project had to use a proxy of “report of any vaccination” in order to gather any information about
this important child health indicator. Project staff also noted that some reported “vaccinations”
were actually misclassified, as it is likely that at least some of the injections received by children
were for a purpose other than vaccination.

Other interventions

The FE team documented that health facilities were better equipped for newborn resuscitation.
FE informants (trainers and midwives) were of the opinion that the skills of health staff had been
enhanced in all maternal, child, newborn (MCN) intervention areas and that the management
capacity of health staff had been increased.

Doctors were prepared to provide basic emergency obstetric care (EOC) and also the remaining
components of comprehensive obstetric care (blood transfusions and cesarean sections with
anesthesia). However, these can only be accommodated at the Provincial Hospital as the two
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district hospitals do not have operating theatres. The distance to the Provincial Hospital can be
more than 100 km, depending on the point of origin.

The project planned to install telephones in all 36 communes in the two districts in order to
promote community linkages to emergency referral services. However, at the time of the FE, the
basic infrastructure (telephone lines) had not yet been installed in all CHCs. Therefore the
project could install telephones at the two District Hospitals and in only 19 of the communes.

This new (albeit limited) emergency telephone access complemented the home care behaviors
noted above. This activity was selected as a project outcome indicator (See also Section B.3.C.
for addition discussion.)

Figure 5. Communes with Emergency Transport

The project had made original plans to conduct peer education for youth, using the vehicle of a
SIM house. Project planners had been informed that the Viet Kieu people have a tradition of
creating a group home for teenage girls where they can gather and sleep away from their
families. PATH was responsible for this strategy. A community inquiry conducted at the mid-
point of the project among youth and elders revealed that SIM houses have evolved and no
longer function as they were originally described. There are fewer of them overall, and they no
longer exist in some communities. The adolescent-focused BCC messages that would have been
transmitted in the SIM houses related to safer sex and family planning. These messages are
outside the scope of the CS-18 Project; therefore project personnel did not search for a
replacement for this planned intervention.

CS-18 Vietnam, Final Evaluation, December 2007 17
Save the Children



Recommendations

e Extend the time for program interventions to be implemented at the village and
household level.

e Maintain availability and distribution of CDKs; consider low-cost (subsidized) social
marketing of the kits as an additional distribution venue.

e Standardize the contents of the CDK (WHO standard).

e Revise the maternal card to better monitor TT shots > 2.

e Promote and advocate for the development of resources for adolescent health education.

e Advocate for expansion of EOC services at the district level, including development of
the appropriate facility infrastructure, equipment and supplies, and the training or
retraining of providers to provide these essential services.

Intervention 2: Nutrition and Micronutrients (40%0).

Children
Child nutrition

The nutrition and micronutrient component of this project focused on children under two years of
age and their caregivers, with particular attention paid to those under one year of age. The
intention of child nutrition intervention activities was to: a) rehabilitate malnourished children;
and b) promote optimal child nutrition in health and illness.

There were three primary CS-18 strategies for implementation of this intervention.

e The Positive Deviance Inquiry (PDI) approach involved the identification of
impoverished families who nevertheless had well-nourished children, and exploring with
those families the behaviors that have enabled them to raise healthy children. These
“positive deviant” individuals (or families) would be asked to share their experiences
with others through the mechanism of the community meetings and other channels,
including

e “HEARTH?”, a.k.a., Nutrition Education and Rehabilitation Program (NERP). The
Hearth model involved bring the mothers of malnourished children together to an
intensive two-week, six-morning a week meeting, at which mothers would practice food-
related hygiene, prepare foods (which they would have to contribute), and learn new
ways of stimulating their children to consume the nutritious foods (which were likely not
a part of a usual diet);

e Growth monitoring and promotion sessions, at which all children under the average
height for age two was tracked, micronutrient supplements (Vitamin A) were given, and
de-worming was conducted (per schedule).

It was noted by project planners that the United Nations Children’s Fund (UNICEF) had
implemented the Integrated Management of Childhood IlIness (ICMI) strategy in four provinces
in Vietnam since 2000. The community-based approach that was selected as a vehicle for the
maternal newborn care interventions would have been an ideal and very complementary vehicle
for delivery of Household and Community ICMI (HC-IMCI) interventions, since HC-IMCI also
emphasizes behavior change, community services, and linkages between the community and
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health care facilities. However, because the project was determined to be already heavily
intensive in the amount of responsibility that had to be carried by CGs and other hamlet level
health workers, HC-IMCI was not selected as an additional intervention strategy.

Unfortunately, the presence of co-morbidities (e.g., the burden of disease in children: diarrhea,
infections, and malaria) other than those addressed by the project (i.e., worm infestation) might
have adversely affected the success of strategies designed to improve child nutrition. It should be
noted, however, that two of the 14 topics that were included in the BCC communication (and
depicted on the BCC materials distributed to women) addressed danger sign recognition for
newborn and child, which are consistent with national IMCI policy. In fact, the Rapid Catch
indicator (knowledge of danger signs) increased in both districts at a significant change level.

Recommendations:

e Advocate for IMCI and HC-IMCI programming (government, UNICEF, and NGOs);
place priority on those districts with high rates of malnutrition.

e Expand the scope and content of information about childhood danger signs into the
community meeting topic entitled “Home Care for Children Under Two” (e.g., acute
respiratory infection, diarrhea). Incorporate elements of home-based recognition and
management of these illnesses, using HC-IMCI guidelines.

Positive Deviance

Project informants were also discouraged about the lack of success of the PD approach in its
purest form. Project staff acknowledged that there were simply too few “positive people” within
certain communities. The strategy simply could not work for lack of role models. On the other
hand, several very positive role models have emerged from the breastfeeding support groups that
were formed in the later years of the project. (Please see Section 3.B.b. for a further discussion.)

The PD-styled structured method of inquiry was taught to CGs for use in meetings. A PD-Plus
approach was added, in which new topics were added to old ones within a single meetings; and a
PD-booster (reinforcement of a previously learned topic) added an additional layer of
complexity. There was perhaps simply too much attention given to structure and not enough to
function. The mid-term evaluation (MTE) team found that most community meetings were too
passive in their implementation, and recommended the strengthening of facilitation skills for the
leaders.

That said, it can be noted that the community meetings, which were founded on the PD approach
as a BCC strategy, have been working well in the districts. The endline statistics provide
evidence that the majority of BCC messages, which were largely transmitted through the
community meetings, were received and enacted.

Hearth
The HEARTH strategy was less successful than anticipated. The most substantial challenges to

the PD/Hearth intervention in this instance were: 1) the high levels of food insecurity and
poverty in many of the communities (families literally did not have food to contribute to the
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cooking demonstrations); 2) low population density; and 3) great distances between individual
residences (meaning that very few individuals could gather conveniently in a group) in several of
the communes and hamlets.

The successful components of the intervention included the development of IEC materials for
mothers and the training of 16 district trainers to train CGs in the approach. Hearth sessions were
conducted in approximately 100 hamlets, although with varying degrees of enthusiasm on the
part of the participants (who found them too time intensive) and with varying degrees of success
(a mixed pattern of child weight during and after sessions, difficult to interpret). CS-18 staff
modified the length of the programming in response to the concerns about time; nevertheless
hearth participation, and community contributions to the hearth sessions remained at very low
levels. The MTE team focused intensely on this particular strategy and made several
recommendations for reshaping it. CS-18 Project staff made several major readjustments in
response to MTE recommendations. These are fully detailed in the MTE amendment submitted
in April 2006.

The MTE team noted that the intervention was not being implemented in strict accordance with
its guidelines that define the entry and exit criteria. Too many children were admitted, regardless
of weight, and none were “graduated” when they met that criteria (instead they were kept in the
group throughout the entire course of its implementation in a particular setting). CS-18 staff
responded that this was by design. They admitted better nourished children to the sessions in
order to provide positive role models, in accord with the PD approach that underpinned the
nutrition intervention strategies. Nevertheless the Hearth strategy was redesigned in the fourth
project year. Eight guidelines for conduct of future Hearth sessions were developed. This
included strict guidelines about the community settings in which the sessions would be centered
during the remainder of the third and fourth program phases.

A third requirement of the Hearth methodology is that children be de-wormed prior to entry.
That requirement was in conflict with existing MOH guidelines. The CS-18 staff advocated with
DHS staff who agreed to reconsider the MOH existing health guidelines, which set a higher age
boundary (age 5) for eligibility for de-worming than is promoted by the Heath methodology.
Health administrators agree to consider lowering the age limit in the MOH guideline to authorize
de-worming of children between 12 and 24 months of age.

Finally, it was noted that food supplementation programs enacted by the government in these
communities are targeted to families generally, and not to children specifically. Already
malnourished children may not receive a needed increased in their proportional share of the
family food supplements. There are programs that have identified nutrient-dense foods that can
be prepared as specifically suited to child portion size and taste (e.g., the “Plumpy Nut” pudding
that has proved so successful in several Southeast Asian countries). Incorporation of such an
approach into the Hearth-related food interventions could be considered, when planning future
programming for nutrition rehabilitation.

Recommendations:
e Future programs should give careful consideration to community characteristics prior to
selection of sites for conduct of Nutrition Education Rehabilitation Programs. Conditions
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of population size and food insecurity in the community will work against effectiveness
of this particular approach.

e Problems of food insecurity should be addressed through multi-sectoral programming and
engagement of other stakeholder (Ministries, NGOs).

e Consider development of approaches to food supplementation programs that bring food
to the vulnerable child rather than being shared among the entire family.

e Advocate with the government to change guidelines for de-worming of young children
ages one to two years.

Growth monitoring and promotion

However, the growth monitoring and promotion (GMP) activities were well received by most,
although some mothers indicated that they thought the children were weighed too often, and that
attendance at these sessions required a commitment of too much time. A very few mothers
thought they should be paid an incentive to have their children weighed.

The GMP activities were also quite successful. Growth monitoring protocols were followed
precisely and with good quality of recording and reporting. CGs were known to take the scales to
the home of mothers who were unable to bring their child to the CHC for the weighing session.

CGs noted that there was a greater number of food groups and more variety in the food being
given to young children (even given food constraints). The combination of Vitamin A
distribution and de-worming of young children was considered to be a good strategy.

The GMP sessions also served as an opportunity for parents (mostly mothers) to spend time
attending to the needs and interests of their children. Children in these communities are most
often left to the care of older siblings or grandparents, while their parents are engaged in field
work. There are very few opportunities for infant or child stimulation under such circumstances,
let alone attention to proper nutrition choices and practices.

Several community constraints were noted by FE informants, which contributed to the still
unacceptably high levels of malnutrition experienced in some communities. A fundamental
constraint is that families often run short of rice, which is the basic dietary staple, despite
government subsidies. Additionally, certain “unsuccessful communes” had some types of food
that they didn’t know how to use to the best nutritional advantage (e.g., they plant peanuts, green
beans, sweet potato, jackfruit, but they do not necessarily use it in their own home meals). Farm
fields are very far distant; and families do not (with few exceptions) use home gardening to
augment their own food availability.

Two program outcome objectives addressed the nutrition interventions. The first was weight for
age (WFA). The intended meaning of the target of a 10% decrease of child malnutrition (< 2
WEFA\) is unclear. The project may have intended to measure an endline target (i.e., 10% of the
children would be malnourished), an absolute percentile decrease (i.e., baseline, minus 10%), or
a relative decrease (i.e., 90% of baseline: from 34.5% to 31.8%). In any event, endline data
indicate that 27.2% of children age 0-24% had a z score of <-2 WFA, of whom 6.0% were at <-3
WEFA (reduction by half overall). Proportional decreases in numbers of malnourished children
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were demonstrated for majority and minority children, in both districts. Given the very
challenging community circumstances, even this degree of reduction is a noteworthy
accomplishment.

The global international health community recognizes the challenge of measuring
complementary feeding. Three related indicators were selected from the baseline data for
comparison with endline figures. A small, but not significant increase in behavior change was
demonstrated for two of these indicators (number of meals per day, as age appropriate), i.e., the
baseline values increased modestly. The third indicator, focused on the variety of foods fed to the
child, was very favorably increased over baseline (over double the raw percentage and
statistically significantly different) but was still unfavorable in a practical sense, as just over one
third of the children received a variety of food groups in their daily diet.

Figure 6. Improved Health Status of Children Under 5

Recommendation
e Future programming needs to emphasize importance of/better ways to “care” for the
children (interaction, stimulation, parental attention). Early childhood development
programs would seem ideal for introduction into community programming.

Micronutrients
The major venue for the distribution of Vitamin A is two government-sponsored campaigns per

year, in the months of June and December. At this campaign all children from 6 to 36 months of
age are invited to the health facility to receive a single dose. Children over the age of 24 months
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also receive a de-worming medication. CS-18 did not have project responsibility for this
strategy; however, project staff recognized the interactive effect that of both Vitamin A
distribution and de-worming could have on promotion of child nutrition. The MOH

representatives on the FE team noted that the responsibility of CGs to distribute this supplement
needs to be reinforced.

The project did seek to promote Vitamin A distribution to postpartum mothers. That strategy
(and its success) is fully discussed in an earlier section of this report.

Recommendation:
e Ensure that the supply of Vitamin A is sustained at CHCs; increase degree of supervision
to ensure that it is distributed to mothers and children.

Mothers

Maternal anemia

A second focus of this intervention was on women ages 15-49. The intervention objective was to
promote optimal maternal nutrition for both the mother and the fetus. This was addressed
through a focus on reduction of the incidence of maternal anemia, through nutrition counseling,
the provision of iron and folate supplements to pregnant women, and the provision of Vitamin A
supplements to pregnant women. (See the earlier discussion of maternal and neonatal care for
indicators and outcomes of this micronutrient supplementation).

Maternal rest and nutrition

There was awareness among FE interview respondents of the importance of feeding pregnant
mothers a better quality and quantity of food. Women enjoyed the way in which these messages
were transmitted. They liked the nutrition education they received via the food demonstrations
(organized every two months) and nutrition information and cooking contests (done twice each

year).

There was also greater awareness of the need to reduce the workload of pregnant near-term (and
lactating) women. Men were particularly expressive about the actions they had taken to offer
respite to their wives. They spoke about assuming the tasks of carrying wood and water, and
taking over field work responsibilities. (Note however that they expressly declined to assume the
responsibility for preparing family meals!)

One fact proved puzzling to the FE team. It was noted that many people had satellite televisions
in their homes and many had motorbikes. This was true even in communes that had documented
rates of malnutrition (and therefore, presumably, little food.). One informed respondent offered
his personal opinion and reflection that perhaps families were using money from government
subsidized poverty reduction programs to generate more income, but were using it unwisely.

Intervention 3: Breastfeeding (15%)
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Breastfeeding is almost universal among Vietnamese women, and serves as the optimal public
health solution to infant nutrition in resource poor environments. However, in the CS-18 Project
settings, the practices of immediate and sustained breastfeeding were less prevalent. The CS-18
Project proposed to use a PD approach among women family members and influential members
of the community to increase support and create options for lactating women to extend the period
of exclusive breastfeeding to at least four months of infant age. Complementary breastfeeding
messages would include the discouragement of pre-lacteal feeding, the value of colostrum as an
infant food, the health benefits of breastfeeding for the mother (postpartum recovery and natural
birth spacing), and options for complementary feeding practices combined with breastfeeding for
children to 24 months of age.

Breastfeeding support groups

Breastfeeding support groups (BFSG)were established in 10 hamlets in Dakrong and 32 hamlets
in Huong Hua by the end of Phase 4. The BF support group strategy was piloted tested in the
Huong Hoa District before expansion to Dakrong, and therefore there are more groups in the
former than the latter district. These groups were very well received by the women, and proved
to be very helpful to them. There were many positive role models among the CGs who led the
groups. (One trainer used her own breasts to demonstrate the technique of milk expression.)
Many “positive persons” emerged to serve as role models and leaders of future support groups.
There were several women in each of the support groups visited by the FE team who had been
exclusively breastfeeding for four, five, six, and even seven months. There was even one
example of a mother who had reverted back to EBF after having introduced complementary
foods.

Data from the endline survey offer some evidence of the success of this intervention overall, and
among ethnic groups. CS-18 examined whether the presence of a breastfeeding support group
(BFSG) was associated with better EBF. The absolute numbers were quite small (only 32
mothers came from hamlets with BFSGs), nevertheless BFSG membership did seem to be
associated with better EBF. Mothers from hamlets with BFSGs reported exclusively
breastfeeding their infants of four or less months of age more commonly than counterparts from
hamlets lacking BFSGs (55.6% compared to 46.7%: endline data). This was also true for infants
of six or less months of age (63.6% compared to 32.0%) (Table 6). Mothers from hamlets with
BFSGs also reported improved levels of seven of nine complementary feeding indicators than
counterparts from hamlets without BFSGs.

The breastfeeding support groups seem to be an ideal and effective model appropriate for wide
scale-up.

Members of BFSGs expressed their new understanding that colostrum was an ideal food for the
newborn. The customary practice identified in the communities at baseline was to discard this
pre-milk. The proportion of all women who discarded colostrums decreased remarkably from
46.8% to 12.2% (Table 2). Membership in a BFSG did not appear to have any additive effect to
this behavior change, as the decreases were statistically significant for women who resided in
hamlets both with and without a BFSG (Table 6).
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Women understood the important health benefits for both mother and baby of putting the baby to
breast immediately (within one hour) after birth. They also knew that babies would not get
thirsty or hungry, while waiting for the mother’s milk to come in, if they were fed with the
colostrum. BFSG members and non-members both demonstrated a decrease in the proportions of
women who gave prelacteal feeds to their infants. The proportional decrease among all women
was from 11.8% to 8.6% (Table 2).

The FE team spoke with many women who had managed to extend the time (from days to
months) that they stayed home from the fields for the purpose of EBF. They were quite
resourceful in finding ways and means to do so. Support group members helped one another to
identify solutions and strategies for combining their family responsibilities (field work, cooking,
and care of other family members) with EBF. Some women received support from their
husbands to stay out of the fields for several months. Women who returned to work were
sometimes able to work in more nearby fields and return to the home periodically for infant
feeding. Others expressed their milk so that other family members (like the mother-in-law) could
feed the stored milk by cup to the infant.

Two outcome indicators were selected for measurement of this intervention. The project
exceeded its target on both of the indicators.

Figure 7. Complementary Feeding
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Figure 8. Immediate and Exclusive Breastfeeding

There was considerable discussion among the women about personal, family and community
expectations of their behavior. Some women stated that they themselves made the decision to
stop EBF and return to the field work, even if family members would have supported a different
decision. Men noted that women’s work was in “exchange for the dowry,” and that this was an
unstated, but well perceived social norm, even if the individual man was willing to amend it.

Men’s groups

Discussions with men were very encouraging. They expressed their own support for better
nutrition of the pregnant and lactating women in their community, and for EBF of the infants.
They suggested that women eat “crabs and snails” instead of the prevailing custom of eating only
banana flower (the leaf, combined with salt and chili) as an exclusive food for lactating women.
Several fathers noted that their exclusively breast fed infants were “healthier” when compared to
their earlier born children who had received other types of food. One man pointed to a 5 month
old EBF, nothing that the child was bigger and more “filled out” than a seven-month old
neighbor child that had received complementary feeding.

The men were not aware of the birth spacing benefits of exclusive breastfeeding (lactational
amenorrhea method), which is an approved method under MOH guidelines. CS-18 staff
indicated that they would inform the projects trainers/supervisors, and encourage them to include
the information into the BCC messages.
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Recommendation

e Use positive practice models to motivate others to change personal beliefs and practices
(ultimately affect social norms).

e Encourage use of breastfeeding support groups, but extend membership to family
members so that social and family norms can be influenced.

e Extend/establish breastfeeding support groups to all of the villages.

e Expand messages offered through the breastfeeding support groups to include advocacy
for maternal nutrition, birth spacing, and smoking cessation.

e Advocate with government to consider community meeting and EBF support groups as
models for national replication (rural areas and minority communities).

e Use BCC channels to change expectations of men and the community in general to
increase respect for women and the expectations about the family roles of both men and
women.

2.c. Special Studies

The CS-18 Project conducted a number of special surveys to augment the information available
for project design and interpretation of effect and impact.

e A study of behavioral determinants was conducted at baseline (2003). The objective of the
study was to complement the baseline household and health facility surveys with data that
documented prevailing maternal, newborn and child health practices and to describe the
reasons for these behaviors, in order to inform the behavior change interventions.

e An assessment of the “PD-Plus” approach used by the CS-18 Project within its community
meetings was conducted during Phase 3. Analysis is on-going, but early results confirm that
most Community Guides were able to implement monthly PD inquiries, and that the
approach was acceptable to both implementers and beneficiaries, as measured by attendance
figures and interviews. Further analysis are planned to examine the effect of attending PD-
informed community meetings on reported behavior change.

e An assessment of indicators, measurement and analytical methods of three domains of
community capacity (collective efficacy, ownership and information equity) was conducted
in the final year of the project. The objective of this study was to assess the degree to which
project interventions had promoted new strengths (confidence and competence) within five
levels of communities (Provincial, District and Commune Steering Committees, Community
Guides, and villagers), which would enable them better to confront development challenges.
The results of this study are forthcoming.
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B.3. Results: Cross-cutting Approaches
3.a. Community Mobilization

The CS-18 approach to community mobilization was to build on the existing community
leadership and management system. It was the project staff’s expectation that the infusion of new
information about new or improved practices would re-energize the leaders of these political
structures (committees), and create an enthusiasm on the part of leaders that would, in turn,
energize the community and stimulate them to action.

The political administrative structure of the country is fashioned around a People’s Committee
(PC). The PC is informed by advocacy groups, such as a Women’s Union, with representatives
appointed to speak on behalf of their constituencies. CS-18 created two Steering Committees, at
district and commune levels. Members of the Steering Committees, at each level, included DHS
staff, WU and People’s Committee members. These committees met regularly (as often as
monthly) over the term of the project. Project officers and technical staff participated in each
District Steering Committee (DSC) meeting and, when possible, in some Commune Steering
Committee (CSC) meetings. The meetings served two functions. They were the forum for
discussion of project activities and problem-solving. They also served as a training forum,
keeping Steering Committee members current on “best practice” advances on relevant project
topics.

The wisdom of this approach is that it used an existing system that people understood and
respected. There was already a very high sense of “community” within the communes and
villages. The project’s intention was to help them to become more organized to generate a more
effective plan of action to address community needs. (For example, several community residents
who were interviewed by the FE team remarked that prior to the project the individual response
to an emergency situation would be “to pray.” The project helped them to find more immediate,
and possibly more effective approaches (such as mobilizing neighbors to contact and/or to help
carry a woman to the CHC to receive help for a problem at the time of childbirth). An operations
research study was conducted to test the concept of “community efficacy,” as a CS-18 outcome.

District and Commune Steering Committee members interviewed by the FE team indicated their
enthusiastic support for the Steering Committee management model. The model was being used
effectively for CS-18 intended purposes. There was little turnover of membership over the life of
the project; partly attributed to a stable community population (little migration between hamlets,
communes or districts) and partly attributed to a sense of personal satisfaction derived from
knowing that they were doing good work.

The Steering Committees directed and motivated the work of the Community Guides, who were
at the heart of the CS-18 program. The CGs used the mechanism of the community meeting for
BCC, and for motivating communities to action. The MTE team noted some degree of passivity
on the part of community meeting participants, and recommended that project staff provide
additional guidance, training and support to the CGs to assist the development of communication
and meeting facilitation skills. This was accomplished through providing participatory learning
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action training courses for the CGs. A video demonstrating these skills is being produced and
edited.

Steering Committee members expressed the opinion that the community mobilization approach
had value, and could be applied to addressing other pressing community needs. For example, the
communities are challenged by a lack of clean water, poor sanitation practices (approximately
8% of households have latrines), the province has one of the highest rates of worm infestation in
the country (both adults and children often are barefoot), and smoking is highly prevalent among
both men (cigarettes) and women (raw tobacco). However, there was no example to which the
CS-18 or the FE team could point that would indicate that the Steering Committees had taken
this next step, i.e., extending lessons learned from the project to a new application for
community action. Time (lack of it by project phase) was certainly one limiting factor. (Please
see a further discussion under the topic of the Living University in Section B.3.d.).

The effectiveness of the Steering Committee model as an approach to community mobilization
depends greatly on strong leadership and articulate member-advocates. The FE team noted that
in the communes that were designated as “not successful” (i.e., little progress toward indicator
targets was documented, participation in project activities was marginal), the Steering
Committees could be characterized as “weak” in both leadership and initiative.

However, in those communes designated as “successful”, there was substantial anecdotal
evidence that the community had been moved to self-care action. The most impressive of
examples is the success of the breastfeeding support groups, as evidenced by the prolongation of
exclusive breastfeeding among the group members, accompanied by the fact that men, mothers-
in-law and other community members (neighbors and friends) had contributed in some way to
make this happen (e.g., took over field work, carried wood and water, fed expressed breast-milk
to the infant when mother was absent). These particular communities — and many others —
expressed strong support for continued participation in project activities, as measured by the
number of requests conveyed via CGs to Steering Committee members that they commit to
sustaining things such as the Men’s Group meetings, the Breastfeeding Support Group meetings,
the antenatal care outreach services, and the community meetings for both social and educational
purposes.

As previously noted, the Steering Committees are a modification of an existing political
structure, so it is very feasible for the groups to continue to meet and function. Some of the
members of the Commune Steering Committees receive very modest monthly stipends for their
activities in the community (e.g., the Population Motivator), which serves as an additional
incentive. It can be reasonably anticipated that the community mobilization approach will be
sustained after the CS-18 Project departs from the community, and that the community members
will themselves either sustain or demand assistance to sustain select activities (such as those
noted previously). There will almost certainly be some decline in the volume and pace of these
activities, unless the DHS itself provides strong leadership and motivation to the CHS and in
turn, to the communities.
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Recommendations

e The District Steering Committee can be encouraged to identify model “successful”
communes that demonstrate positive practices, and facilitate *“cross visits” between
Commune Steering Committee leaders and community members, so that others have the
opportunity to learn new information and see models of better practice.

e The District Steering Committees can be encouraged to assess the degree of participation
and the effectiveness of leadership of community leaders (who are appointed to their
positions), and find ways to build leadership capacity where it is needed; cross-visits are
one suggested strategy.

e District and Commune Steering Committees should be encouraged to find the “next
application” for their leadership skills. Priority needs should be identified by and with the
community (e.g., water, sanitation, smoking, malaria, and diarrhea). The committee
leaders should be provided with models of community action that can be used to address
those needs (e.g., the Community Led Total Sanitation model, use of insecticide treated
bed nets, Community and Household Integrated Management of Childhood IlIness; anti-
smoking education campaigns), and provided the guidance, supervision and assistance
that they need to implement them within their communities.

3.b. Communication for Behavior Change

The CS-18 approach to behavior change communication was focused at two levels. BCC for
health staff at the facility level emphasized improvement in the quality of maternal and newborn
health services delivery at the facility and through outreach services. A series of training events
(discussed in detail in section B.c.2.iv.) was designed to update knowledge and skills in clinical
practice, and promote better communication skills. The training focused on counseling and
emphasized strengthening skills in supportive supervision (providing informative and positive
feedback, in addition to identifying areas where improvement was needed). Community Guides
received the same training in communication and counseling skills.

The BCC approach at the community level focused around the mechanism of the community
meeting, through which/at which the 14 health information topics were presented to and
discussed with community members (in large majority, pregnant women, women with children
under age two and family members of these women and children [husband, in-law]). This
approach was augmented with additional activities designed to accommodate the learning styles
of the various community residents, and specifically the needs of the largely illiterate minority
residents, who were also not able to converse in the majority (Kinh/Vietnamese) language. These
additional BCC approaches included:

e Demonstration of positive practices (role models and demonstrations);

e Establishment of support groups (men’s groups, EBF groups);

e Education on self-care practices for maternal/newborn health (adaptation of the Home
Based Life Saving Skills approach designed by the American College of Nurse Midwives
[ACNM], that emphasizes problem recognition and taking action); and

e Home visits (for health talks, for support, for actual delivery of health care services, such
as ANC, postpartum care, ill-child care, discussion of family planning [although this was
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not a CS-18 intervention] and assessment of the ill-child [although again, C-IMCI was
not a CS-18 intervention);

e Community dramas;

e Competitions/contests;

e Mass media events (including use of a commune loudspeaker to convey information or to
call residents to meetings); and

e Distribution of booklets on MCN behaviors (pictorial depictions of best practices on 14
topics).

There were some evident successes in application of these various approaches, as
measured/evaluated through discussions with community participants. The impact of successful
BCC interventions can be documented through project indicators that indicate adoption of better
MCN practices (Please see section B.1.).

Several very good role models were identified (particularly among exclusively breastfeeding
women) and these role models were encouraged to speak with and share their experiences with
other women/community members. The people of the community found the contests and
competitions to be very interesting and exciting, and capable of stirring them to action. The
booklet on MCN behaviors was very successful as a vehicle for transmittal of information to
low-literacy women, but it also proved to be a valued possession. (This fact was also noted by
the MTE team). Color printing and laminating these materials was noted to be rather expensive.
However the cost-effectiveness “trade-off” was the fact that women actually kept the cards,
referred to them for reinforcement of information, and at least a few women interviewed by the
FE team stated that they had used the cards to share information with others (e.g., a newly
delivered mother shared the information with her younger sister who was planning to marry in
the near future).

It seemed to be the case that new information, provided by a trusted source, was acceptable and
believable, even if it was inconsistent with prevailing beliefs and practices. Quantitative data
discussed in Section B.2.b. provides the evidence of behavior change in many maternal and
newborn care practices, about which information was disseminated through these BCC
strategies. The enthusiasm expressed by community members about the majority of these
approaches also suggests that there is the potential that many approaches, particularly the
community meetings, can be sustained by CGs over the longer term.

The constraints inherent in these BCC approaches included the fact that in order to generate
maximum impact, the approaches each require a great investment of time on the part of the
trainer (the CG and his/her supervisor) and of the community participant. Many of the
community meetings were being arranged in the early morning or late afternoon, before and after
field work. Many discussions took place on the way to or from, or actually in the fields. There
was some suggestion of potential for “burn out” on the part of CGs who had to add this burden
of work to their own household responsibilities. There was also the suggestion that there was the
potential for loss of interest in 14 topics, repeated at various meetings and offered via various
communication channels, implying the need — sooner rather than later — to add new topics to the
mix (which is actually an opportunity, rather than a challenge). At the same time, the community
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member-participants are continually “aging”, and newer members (those emerging to adulthood)
need to receive initial exposure to these same messages.

Some CGs suggested that there is perhaps “too much” material in the IEC packages that were
provided for their use. They felt compelled to convey all of the messages that were presented in
these materials, as they did not feel either competent or confident to “pick and choose” those
topics and content that might be more or less appropriate or important for the particular audience.

It was also noted by some project implementers that the PD process is unnecessarily complicated
(very “step-wise” and formulaic). Others (those very knowledgeable about the PD approach)
remarked that this was actually an advantage from two perspectives: a) these individuals had
been informed that the Vietnamese people preferred a style of step-by-step instruction for new
learning; and b) the rigor in the method reflects its adherence to a theory base.

Nevertheless, as a practical matter, it was not even possible to identify a positively deviant
individual in some cases (e.g., in hamlets with very low populations) which made the approach
less useful as a BCC strategy. However, there is the distinct possibility that a lasting impact of
the CS-18 Project will be the generation of some “positive people” to serve as role models
(particularly among the EBF women). The PD approach may work even better in this setting in
the future because the prevalence of positive people will (or may) have been increased, and
because the community members are more accustomed to the concept, and may recognize when
their neighbors are demonstrating “positive practices.”

Language issues presented a substantial challenge to BCC approaches (the major lesson
learned). The materials that contained messages printed in the majority language in addition to
pictorial images were labeled “distracting” by minority language speakers and the non-literate. A
very few events were attended by individuals who spoke only one of as many as three languages;
presenting a substantial challenge of translation, not to mention the impact this need for
translation would have had on “moving the meeting along” (avoiding boredom and restlessness).

The CS-18 Project did not engage heavily in BCC via mass media, particularly radio and
television. Written materials are not useful for the non-literate, so newspaper and other printed
media were appropriately not used by the project. However, many (if not the majority) of the
population did have radios or televisions (acquired even, it was suggested, as a tradeoff for food).
It would be useful to translate certain messages and convey them in a way that maximizes the
effort involved in translation (an audio, if not audio-visual media). This might represent the most
cost-effective, sustainable, BCC approach for minority populations. It is known that at least one
such effort is presently in development for television distribution, perhaps as early as fall 2007.

Recommendations
e The IEC materials developed for the project should be reviewed, with the intention of
selecting the most universal and useful messages, as a cost-benefit tradeoff for laminating
them (which has proved to have a very practical purpose).
e A new terminology might be employed in future BCC trainings, with the emphasis placed
on “positive practices” or “positive behaviors” rather than “positive persons.”
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e Use these positive practice examples in larger media environments, such as IEC
campaigns disseminated via radio and television, in a variety of minority languages.

3. c. Capacity Building Approach

The CS-18 Project included a major emphasis on building capacity for improved maternal child
care practices. One of the five project objectives is to “improve sustainability of all activities
through development and further strengthening of the key Project partners.”

i. Strengthening the Grantee Organization

One project informant (Please see section C.1.) characterized the CS-18 Project as SC’s
“emergence” (its “breakout” and “coming out”) as an NGO serving both majority and minority
populations in Vietnam. The positive outcomes achieved by the project (see Section B.1.) in
improving maternal newborn care and breastfeeding practices among these populations groups
suggest that the grantee organization has achieved some degree of prominence in these efforts.
The organization also has opportunity to apply these lessons learned among minority populations
in Vietnam to projects being developed in other countries, focused on maternal and neonatal
care, that are emerging under SC’s Saving Newborn Lives Il initiative. An additional opportunity
exists in other provinces of Vietham where Save is developing a Maternal and Newborn Care
project that emphasizes the household to health facility continuum of care approach.

The results demonstrated for the application of the PD/Hearth and GMP (NERP) interventions,
particularly their application to nutrition rehabilitation are, on the other hand, rather discouraging
for organizational identity and prominence. The Sr. Child Survival Advisor (located at Save the
Children Home Office [HO]/Westport [SC/W]) acknowledges that the community characteristics
that either enable or disable the effectiveness of this approach should have been investigated in
advance of the selection of the intervention for this particular community setting. Certainly SC
has sufficient experience with the PD/Hearth approach itself, and with its application in Vietnam
(documented in a number of peer reviewed publications) that the “preconditions” for success
would have already been identified, and the advance inquiry made in this instance. In fact he
stated that this experience “reinforced what was already known about Hearth.”

The SC Sr. Child Survival Advisor is committed to the development of other child survival
projects. Their design will certainly be informed by both the successes and challenges of the CS-
18 Project in Vietnam. The Sr. Child Survival Advisor has also committed the organization to
dissemination of this information within the global Save the Children network and the NGO
community.

ii. Strengthening Local Partner Organizations

The major project partners identified at the onset of the project were PATH, RTCCD and the
District Health Management Teams in Huong Hoa and Dakrong Districts, Quang Tri Province.
The Sr. Child Survival Advisor noted that there was never a question about the capacity of
PATH to produce the IEC materials that were the essence of its contract. PATH met all of the
highest quality expectations that were set for its performance.

RTCCD was expected to assume a leading role for project training for community-based
activities (GMP, Hearth, and BCC), developing specific BCC strategies and training materials
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for the project, and both monitoring and supervising certain training activities. This local NGO
had been selected for partnership on the basis of successful work it had done in other sector
projects, and a prior successful partnership in health-related field research. SC made the
assumption, based on this prior experience, that RTCCD had similar capacity in the nutrition and
maternal/newborn topic domain. This may have been the actual case at the organizational level.
However, the individuals assigned to this particular task did not produce quality materials in a
timely manner. They were not well skilled in curriculum design. A very unsatisfactory
partnership resulted, with failed expectations on both sides. There was subsequent dissolution of
the partnership sub-agreement. The experience served as a major “lesson learned” about the
importance of assessment of the organizational capacity of lesser-known NGO partners.

CS-18 lists several national, provincial and district entities as additional “partners” in the project.
The DIP (page 17) indicates that partner capacity would be assessed using PACT’s
Organizational Capacity Assessment Tool “...during the baseline, midterm and final
evaluations.” However there is no report of the outcomes of that assessment at baseline or
midline; therefore, it was not conducted at endline, as there would be no comparative data.

Formal assessment of capacity of national entities (e.g., Hanoi Medical College) or of the
Provincial or District Health Service, was likely not necessary, in any event, given the largely
administrative and supportive role that they would serve. The major capacity building intention
at this level was promoting capacity for use of data for planning program expansion. One project
indicator addressed this issue at the provincial level, and a related indicator addressed the
planning issue at the commune level.

Figure 9. Improved Sustainability

CS-18 Vietnam, Final Evaluation, December 2007 34
Save the Children



A formal assessment of the service capacity of major program implementers - the Huong Hoa
and Dakrong district health staff - was conducted at baseline in conjunction with the health
facility assessment. Five facilities were assessed in each district. Health staff were interviewed
concerning their preparation (training) and retraining. It was the intention that staff would be
observed and assessed for the quality of antenatal and delivery service provision; however this
was not possible as no clients were served on the survey day. Structured interviews were
substituted for direct observation. Results, detailed in the DIP, indicated generally unsatisfactory
results with respect to provider knowledge and skills for major concepts of quality antenatal and
delivery care and neonatal resuscitation. Written protocols were not available as a resource. The
training agenda was informed by these findings. (Additional information about baseline
knowledge and skills was gathered via pre-tests administered prior to training events. The FE
team did not review those records.) There is no plan for reassessment of these health workers or
facilities at the project endline.

The improvements in quality of care offered by health staff is assessed on an ongoing basis
through the supportive supervision process that was strengthened through project activities and
interventions. However, these supervision records are the only source of evidence that would
support any findings (either positive or negative) concerning increased capacity of health staff as
an outcome of the CS-18 training and supervision interventions. These records were not
reviewed by the FE team; however, the Program Secretaries (both midwife trainers and
supervisors) stated that there had been improvement in the quality of service provision, as
evidenced by higher (better) performance achieved on performance checklists.

An assessment of “community capacity” was conducted as an operations research study (see
section B.2.c). Community was very broadly defined to include provincial and district MOH
partners and the membership of Commune Steering Committees, which was comprised of CHC
staff, CGs, and villagers. Capacity enhancement strategies for these groups included; 1) technical
and management training; 2) enhancement of facilitation skills; 3) active learning; and 4)
learning through positive role models. A summary of findings from that study indicates that
appropriate aggregates indicates an increased sense of collective efficacy (confidence to solve
future health problems) and a sense of ownership and responsibility for taking action to address
community problems.

iii. Health Facilities Strengthening

CS-18 Project staff used a self-designed survey observation and interview tool for conducting the
health facility assessment (HFA) at baseline. The HFA documented understaffing and low levels
of service availability (24 hours emergency access) at the CHCs. Telephones for use in
emergencies were available in only a few of the facilities. The District Hospitals have no
operating theatre, and are not capable of providing comprehensive emergency obstetric care.

The CS-18 Project used match funds (Saving Newborn Lives [SNL], Every Mother, Every Child
program) to purchase a limited amount of equipment and supplies. These were provided in order
to upgrade facility readiness for maternal, and newborn care services. Telephones were installed
for the DHS and in 19 CHCs, to support the linkage between communities and the district or
facility hospitals (contacting an ambulance, receiving advice or direction) in the event of
maternal or newborn emergency. A referral register was established to document referrals
between CHCs and the DHS.
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The indicator selected to measure this project outcome is unclear as stated. Communes do not
themselves have on-site ambulances, or even necessarily a vehicle (motor-bike, bicycle) with
which to physically transport a woman or infant to the District or Provincial Hospital. They do
now have telephones with which they communicate with a higher level of care, and request
ambulance transport. The FE team also received affirmation that the majority of hamlets had
made arrangements for hammock transfer to the CHC (by hand-carry or between bicycles) in the
event of emergency. The aggregate effect of this continuum of emergency care led the SC CS-18
team and the FE team to determine that this outcome had been achieved.

Figure 10. Increased Service Accessibility

The FE team conducted observation visits at each of the eight CHCs (four per district) that were
visited. The facilities were in a generally poor state of repair, with inadequate infrastructure
(water, waste disposal, furnishings) and little visual appeal. The neonatal resuscitation equipment
(described above) was present in each center, and in good working order. CHC staff showed the
FE team their written plans for monthly facility and outreach services, and confirmed that 24-
hour emergency services were now available in each of these centers. Several of the centers had
service statistics prominently posted on the walls, indicating trend data for certain morbidities
(e.g., rate of malnutrition) and services (e.g., number of facility deliveries).

The DIP indicated that an endline HFA would be conducted (p. 17), but this was not done.
However, the presence of these written service plans provides some evidence that participation in
this project had some influence at district and CHC management levels that improved
management and services. Nevertheless, unless the District Health Service dedicates resources to
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facility and equipment maintenance and upgrades, even these small gains may be lost over the
longer-term.

One hospital director commented:

“I think the project did a lot for the community, but very little was done for the hospital facility.
We have nothing to show.”

iv. Strengthening Health Worker Performance

The cascade training approach adopted by the project was considered an asset (a best practice),
because it reinforced learning by doing. There is some limited evidence that the training
interventions increased the quality of care provided by health staff, after training. A report of a
very successful neonatal resuscitation effort was included in the State of the World’s Mothers,
2007 document that is published by SC.

There are improvements in various indicators of service provision (e.g., an increase in number of
ANC services provided via outreach services and an increase in the provision of TT vaccinations
to pregnant women). There is also some limited evidence (trainer/supervisor verbal reports of
outcomes) that the quality of care has improved (data obtained during supervision visits and
documented via checklists that indicate that all components of a particular service have been
included/conducted by the health worker). District health administrators expressed the opinion
that the supervision system has been strengthened, and that this had had a positive effe