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PICTURE AT BASELINE 

No. Indicator name 
Baseline 

data (2018) 

Target 

(2021 –  

Dien Bien 

province) 

Target 

(2021 – 

Gia Lai 

province) 

Target 

(2021 – 

Kon Tum 

province) 

1 Percentage of children under 

five who are stunted (%) 

49.6 N/A 

 

N/A N/A 

2 Percentage of children 

receiving early stimulation 

and responsive care from 

their parents or caregivers 

(%) 

59.1 N/A 

 

N/A N/A 

3 Proportion of the population 

having an improved 

sanitation facility (%) 

27.2 N/A 

 

N/A N/A 

4 Percentage of children age 

36-59 months enrolled in an 

early childhood education 

programme (enrolment rate) 

(%) 

92.1 At least 60 

 

 

At least 90 At least 90 

5 Number of communes with 

functioning IECD services 

0 N/A N/A N/A 

6 Number of pregnant women 

who receive iron and folic 

acid supplementation 

18/67  N/A 

 

N/A N/A 

7 Number of communities 

certified free of open 

defecation as a result of 

UNICEF and partner support 

(leveraged/indirect) 

302/302 

villages 

4/27 

communes 

27 communes N/A N/A 

8 Number of schools that 

practice daily group hand-

washing in the reporting year 

only, as a result of UNICEF 

direct support and/or 

leveraged through national 

programmes. 

27/31 

preschools 

and 

nurseries 

11/25 

primary 

schools 

N/A 

 

 

 

N/A N/A 

9 Existence of integrated early 

stimulation, protection and 

nutrition intervention package 

targeting 0 to 35 months old 

children 

17/27 

communes 

reach score 

2 (Initiating) 

N/A N/A N/A 



 

 WRITE HEADER TEXT FOR EVEN PAGES 

 

4 

 

No. Indicator name 
Baseline 

data (2018) 

Target 

(2021 –  

Dien Bien 

province) 

Target 

(2021 – 

Gia Lai 

province) 

Target 

(2021 – 

Kon Tum 

province) 

10/27 

communes 

reach score 

1 (Weak) 

10 People in humanitarian 

situations who access safe 

drinking water as per agreed 

sector/cluster coordination 

standards and norms 

582/1,901 

people 

N/A >50 N/A 

11 Percentage of village health 

workers and commune health 

workers at grass root levels in 

the project locations are able 

to perform Infant and Young 

Children feeding (IYCF) 

counselling (%) 

66.7 70 80 80 

12 Proportion of ECD centres 

that provide Integrated ECD 

services based on national 

standards (%) 

22.6 N/A N/A N/A 

13 Proportion of children in the 

three IECD provinces 

benefiting from early 

childhood education through 

alternative approaches (such 

as home based provision of 

ECD, accelerated school 

readiness models, parent 

education, among others) 

with support from UNICEF 

(%) 

N/A N/A N/A N/A 

14 Municipalities that implement 

local protocols for the 

protection of children from 

violence, abuse and neglect 

3/3 

provinces 

9/9 districts 

N/A N/A N/A 

15 Number of child protection 

workers in UNICEF-

supported communes who 

provide case management in 

line with national standards 

132 workers At least 10 At least 09 At least 10 
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No. Indicator name 
Baseline 

data (2018) 

Target 

(2021 –  

Dien Bien 

province) 

Target 

(2021 – 

Gia Lai 

province) 

Target 

(2021 – 

Kon Tum 

province) 

16 Number of Social Work 

Service Centres (in project 

locations) applying national 

standards are established 

and functioning at provincial 

and district levels 

4 1 at provincial 

level and 1 per 

district  

1 at 

provincial 

level and 1 

per district 

01 at 

provincial 

level and 

01 per 

district   

17 Percentage of parents and 

caregivers of children aged 0-

8 years in project locations 

who believed that responsive 

and non-violent parenting is 

the best for their children (%) 

28.2 90 90 90 

18 Percentage of children aged 

0-3 years in project locations 

received age-appropriate 

nutrition and early 

stimulation/learning from 

parents/caregivers (%) 

7.3 At least 70 At least 70 At least 

70 

19 Percentage of 

parents/primary caregivers of 

children aged 0-8 years in 

project the project locations 

who practise non-violent 

discipline and responsive 

parenting (%) 

11 70 

 

 

 

50 50 

20 Percentage of children aged 

36-59 months in project 

locations on-track in at least 

three or four developmental 

domains (MICS IECD index: 

Literacy-numeracy, physical, 

social-emotional and 

learning) (%) 

73.8 >50 

 

 

 

At least 75 75 

21 Percentage of children aged 

0-23 months in project 

locations who are put to the 

breast within one hour of birth 

(%) 

51.8 N/A 

 

 

N/A N/A 

22 Percentage of 

parents/caregivers in project 

locations who engaged with 

their children aged 0-4 years 

(under 5) in activities to 

57.8 N/A 

 

 

 

N/A N/A 
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No. Indicator name 
Baseline 

data (2018) 

Target 

(2021 –  

Dien Bien 

province) 

Target 

(2021 – 

Gia Lai 

province) 

Target 

(2021 – 

Kon Tum 

province) 

promote responsive care 

including early stimulation 

(%) 

23 Percentage of women aged 

15-49 years with a live birth in 

the last 2 years in project 

locations who were attended 

by skilled health personnel 

during their most recent live 

birth (%) 

56.9 N/A 

 

 

N/A N/A 

24 Percentage of women aged 

15-49 years with a live birth in 

the last 2 years in project 

locations who were attended 

during their last pregnancy 

that led to a live birth at least 

four times by any provider 

(%) 

21.3 N/A 

 

 

N/A N/A 

25 Proportion of births in project 

locations that were delivered 

at a health facility (%) 

57.2 N/A N/A N/A 

26 Percentage of boys and girls 

aged 6-8 years who know 

where to report violent 

incidents involving 

themselves and other 

children (%) 

76.4 90 90 90 

27 Percentage of households 

having children aged 0-8 

years in the project locations 

who have learning materials 

(children's books and playing 

things) at home (%) 

46.3 N/A 

 

 

N/A N/A 

28 Percentage of parents and 

caregivers of children aged 0-

8 years in project locations 

receiving ECD related 

communication materials (%) 

22.8 N/A 

 

 

N/A N/A 

29 Percentage of parents and 

caregivers of children aged 0-

8 years who know and can list 

the benefits of all areas of 

15 >60 

 

 

90 90 
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No. Indicator name 
Baseline 

data (2018) 

Target 

(2021 –  

Dien Bien 

province) 

Target 

(2021 – 

Gia Lai 

province) 

Target 

(2021 – 

Kon Tum 

province) 

IECD and know where to find 

supports (%) 

30 Percentage of 

parents/caregivers who 

believe that all children at the 

right age, regardless of 

background and abilities, 

should receive IECD 

services, equally (%) 

93 N/A 

 

 

N/A N/A 

31 Percentage of ECE centres, 

including family-based child 

care groups in project 

locations which have 

minimum IECD equipment 

and early learning/stimulation 

services for young children 

(%) 

83.9 80 

 

 

80 80 

32 Proportion of pre-

schools/IECD centres with 

WASH facilities meeting 

national/JMP standards (%) 

12/31 

preschools 

and 

nurseries 

0/27 

commune 

health 

centres 

TBD 50 TBD 

33 Availability of co-ordination 

committee and mechanism 

on IECD at provincial, project 

districts and communes 

100 1 at provincial 

level, 3 at 

district level 

and 10 at 

commune 

level  

1 at 

provincial 

level, 3 at 

district 

level and 9 

at 

commune 

level 

1 at 

provincial 

level, 03 at 

district 

level and 

09 at 

commune 

level 

34 Availability of Provincial IECD 

Action Plan 2018-2021 with 

budget allocation for 

implementation 

2/3 

provinces 

Available Available Available 

35 Existence of a monitoring 

system for tracking the 

progress of the IECD models 

implementation 

2/3 

provinces 

Available Available Available 
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No. Indicator name 
Baseline 

data (2018) 

Target 

(2021 –  

Dien Bien 

province) 

Target 

(2021 – 

Gia Lai 

province) 

Target 

(2021 – 

Kon Tum 

province) 

36 Percentage and number of 

children aged 0-8 years who 

are eligible for social 

assistance in project 

locations receiving the 

assistance (including cash 

transfers) (%) 

50.2 N/A 

 

 

N/A N/A 
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EXECUTIVE SUMMARY 

Background 

Despite significant improvements in a range of health and social indicators in Viet Nam in 

recent years, children, particularly children within 0-8 age range remain exposed to multiple 

deprivations in health, nutrition, education and protection. Moreover, inequities persist in Viet 

Nam between girls and boys, rural and urban and different ethnic groups. The situation is 

attributed to some supply and demand factors, of which a prominent one is the lack of multi-

sectorial coordination in delivering early childhood development (ECD) services to children and 

caregivers. While there are vertical interventions in health, nutrition, reproductive health, and 

education, little has been done to integrate services horizontally for ECD and particularly at the 

household level1.  

In this context, UNICEF Viet Nam has called for greater integration and synergy across sectors 

to support integrated programming for children during their very early years and guarantee that 

every child has access to the full-service package at the time they need. The effort has been 

realized in the Integrated Early Childhood Development (IECD) Programme 2017-2021, which 

is stated in the Programme Component 2 of UNICEF Viet Nam Strategy Note. To be specific, 

the programme was designed to, among others, remove system-wide bottlenecks with a focus 

on improving inter-sectorial coordination, demand creation and evidence generation at the 

national level and local level. Simultaneously within the country programme cycle 2017-2021, 

it addresses the removal of prioritised sectorial bottlenecks, through strategic interventions. 

The programme is implemented in 27 selected communes of 9 districts of three projected 

provinces, namely Dien Bien, Gia Lai and Kon Tum with a view to generating further evidence 

and policy options to scale up IECD nationally. The outcome and objectives helped to realise 

UNICEF East Asia and Pacific’s commitment to the SDGs in full alignment with its 2018-2021 

Strategic Plan goals, strongly focusing on brain development for young children as a way to 

build up human capital – the greatest assets of nations.  

Purposes of Baseline Assessment  

The purpose of Baseline Assessment is to collect information to compute baseline values of 

monitoring & evaluation indicators and depict the big picture of demand and accessibility to 

ECD services for children aged 0-8 in the project locations as well the local capacity in meeting 

the demand. The indicators were initially proposed by UNICEF Viet Nam and revised after 

several rounds of discussion with the research team to ensure accordance with Theory of 

Change and the feasibility of data collection. Upon the closing of the programme (tentative in 

2021), a similar endline survey is conducted to collect information and compute endline values 

of the indicators. The comparative analysis of baseline and endline values is expected to 

generate substantive evidence on the contribution and extent of attribution of IECD programme 

to the outcomes and outputs at the national and local levels. Another important task is to 

propose an M&E framework for the programme. Additionally, the report also highlights the 

                                                

1Asian Development Bank (2006). Recommendations for Early Childhood Development in Viet Nam. 
Period 2006-2010 and the vision toward 2020. 
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advantages and challenges that might be faced during the implementation of the programme 

and proposes recommendations for UNICEF Viet Nam - which is the implementation agency.  

Methodology of Baseline Assessment  

The Baseline Assessment employs mixed methods, including qualitative and quantitative 

methods to collect data for calculating baseline value of the interested programme indicators. 

The quantitative surveys were conducted with three groups of respondents, including 

households, commune official staffs and local ECD service providers, including commune 

health centres and preschools. Baseline is conducted in 27 communes of 9 districts in 3 

projected provinces with total of 1080 households, 27 commune staffs and approximately 54 

ECD service providers. For the qualitative method, the team conducted in-depth interviews 

(KIIs) with representatives of PMUs at provincial - district – commune levels and local ECD 

service providers in the project locations. The research team also organized FGDs with six 

groups of parents/primary caregivers (three male groups and three female groups) who had 

children aged 0-8. For each province, the research team randomly selected one district and 

one commune to conduct qualitative study. 

Main findings  

Households and primary caregiver characteristics 

The major ethnic groups in the project locations are Ba Na, H’Mong, Xo Dang, Thai, Gia Rai, 

Kinh and Gie Trieng. There are few other ethnic groups living in project communes, including 

Tay, Muong, Nung, Dao, Ngai, Ede, San Chay, Hre, Bru-Van Kieu, Tho, Kho-mu and Co. There 

are only 14 per cent of households that have female household-head and the average number 

of children under 8 per household is 1.7 children, much higher than national average. 

Most of children under 8 years old surveyed are taken care of by their biological parents. Of 

which, mainly biological mother is the primary caregiver, whereas, there are few cases that the 

primary caregivers are the child’s grandparents. Women play a primary role in taking care of 

children in the age group of 0-8 and making child-related decisions. However, nearly half of 

primary caregivers have no educational qualification and only 13 per cent completed high 

school or higher. There are big variation among quintiles, primary caregivers in the poorest 

quintile has lowest education background compared to others and as expected, the main 

caregivers of the richest quintile has much higher educational level. Language barrier is still a 

constraint to many caregivers.  

Family care practices  

There are only nearly 60 per cent of children living in the project areas received early 

stimulation from their parents or caregivers. The low rate of children receiving early stimulation 

in project communes poses a huge challenge to the IECD Programme. Children aged 9-12 

months and aged 2-4 years both playing and communicating with their parents or caregivers 

ranks the highest among age groups while children aged 12 months to 2 years old who 

received early stimulation, recorded the lowest. Kinh, Thai children and children living in the 

households with higher living standard and having primary caregivers at a higher educational 

level tend to receive more early stimulation 
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58 per cent of parents or primary caregivers performed activities including early stimulation, 

which are suitable for children aged 0-4 years. Practiced communication exercises with their 

children are the dominant activities. Households living in Gia Lai, Kinh and Thai parents are 

more likely to have practicing early stimulation activities than others. The same situation is 

found in the households whose caregivers have high education background and households 

with higher living standard.  

Children aged 0-3 who received age-appropriate nutrition and early stimulation from their 

parent or primary caregiver in the project area is pretty low. Only 7.3 per cent of children aged 

0-35 months received both age-appropriate nutrition and early stimulation. In addition, there is 

a big gap between children living in richest quintile households and the poorest quintile 

households, among ethnic groups, and educational background of care givers. However, it is 

still really low in better groups, suggesting that project needs to have extraordinary efforts to 

the achievement of this goal in 2021. 

One of the main focuses of the IECD programme is the development of children. This is a 

continuous process, in which children learn to move, think, speak, feel and communicate to 

others. Result shows that most of the children (74 per cent) aged 36-59 months in the project 

locations were developmentally on track on this aspect. However, it was obtained mainly in 

physical, social emotional and learning. The literacy-numeracy domain was still very low 

(26%). Education of caregiver seems to be one of the major factor contributing to child 

development. Children living with better educated caregivers have higher probability to perform 

better in physical, literacy-numeracy, social emotional and learning.  Exposure to learning 

materials including books and toys is considered to provide a foundation for developing 

children’s literacy skills. At the same time, the possession of books and toys in the households 

will also enable children to have more opportunities to explore, learn as well as prepare for 

later school performance. Less than half of the households with children aged 0-8 in the project 

location have learning materials at home, including children's books and toys. 78 per cent of 

households in the richest quintile have both play things and children’s books wh ile only 28 per 

cent of the poorest households do. The significant difference is found when it comes to primary 

caregivers’ educational level. Children who had primary caregivers with the educational level 

of high school or higher were better exposed to learning materials than those having primary 

caregivers not complete primary education yet.  

Less than one third of parents or primary caregivers advocated that children should not be 

disciplined by any physical and psychological disciplinary practices. 31 per cent of parents in 

Dien Bien believed that children should not be punished in any form of violence, ranking the 

highest in the three project provinces. Kinh, Thai and H’Mong households have the highest 

rate of agreeing with the views and Gie Trieng households have lowest. Educational level of 

primary caregivers is also correlated with the viewpoint. Difference between perception and 

practice is huge. There are only 11 per cent of respondents reporting that they or other adults 

in the households used non-violent measures against their children. This percentage is also 

recorded relatively low in Kon Tum (5 per cent) and Gia Lai (6 per cent), while Dien Bien had 

22 per cent. 

Violent discipline is still a very popular method, 86 per cent of parents or primary caregivers or 

adults used at least one psychological aggression or physical punishment type against children 

aged 0-8 years within one month prior to the survey. While 73 per cent of the households 
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applied physical punishment to their children, almost 70 per cent of households sanctioned 

their children with psychological pressure. The most commonly used practice of physical 

punishment is to spank, hit or slap the child on the bottom with bare hand, hit or slap the child 

on the hand, arm, or leg and hit the child on the bottom or elsewhere on the body with 

something like a belt, hairbrush, stick or other hard objects. In addition, parents or caregivers 

did shout, yell at or scream at the child more than the practice of calling the child dumb, lazy 

or any other names similar to that. 

Nutritional supplements such as iron or folic acid supplementation help to improve the 

nutritional status and health of mothers and children. The number of pregnant women who 

received micronutrient supplementation within one month prior to the survey is still low 

compared to national average. The results showed that among 67 surveyed pregnant women, 

only 18 people took iron and folic acid supplements and none of the surveyed pregnant women 

took multiple micronutrient supplementation 

Less than two third of live births in the past two years were attended by skilled health workers 

in the project area. This proportion was the lowest in Dien Bien (40 per cent) and among 

H’Mong women (23 per cent). Women in the poorest group have fewer chances of being 

attended by skilled health workers during labour. In addition, the proportion of women assisted 

by a relative/friend was relatively high, nearly 30 per cent; about 9.3 per cent was attended by 

traditional birth attendants. Due to the traditions of some ethnic groups such as H’Mong and 

Ba Na, most of these women are assisted by traditional midwives, who did not receive training. 

80 per cent of women aged 15-49 who received antenatal care at least one during the most 

recent pregnancy within the two years and 21 per cent of women had at least four antenatal 

visits. It is noteworthy that 20 per cent of surveyed women have never had any antenatal care 

visit. Dien Bien had a highest rate of women not attending antenatal visits (31 per cent). The 

antenatal care coverage is closely correlated with women’s educational level, 91 per cent of 

mothers with upper secondary education and above, decreasing to 81 per cent of mothers with 

primary education and 67 per cent of mothers without any education. Likewise, women in rich 

families had a higher antenatal care attendance rate than those in poor families. H’Mong and 

Ba Na women had the lowest and the second-lowest frequency of antenatal care visits.  

Giving birth at a healthcare facility is one of the important factors that could reduce health risks 

of mothers and new-borns. Less than two third of the births were delivered at a healthcare 

facility, with a remarkable difference between three project provinces. Dien Bien had the lowest 

(38 per cent), which is nearly half of that in Kon Tum (70 per cent) and Gia Lai (66 per cent). 

H’ Mong and Ba Na groups have highest births delivered at home (over 40 per cent).  

Access to communication materials can help parents and primary caregivers learn more 

information about ECD, as well as support for the care and feeding process. The survey results 

show that only 22.8 per cent of parents or primary caregivers of children aged 0-8 year 

accessed information about ECD. In addition, there is a noticeable gap between the poorest 

household group (8.8 per cent) and the richest household group (51.2 per cent), and among 

caregivers with different education background. Service providers were most likely to be 

approached by parents or primary caregivers (96.5 per cent). Specifically, service providers 

include doctors and village health staff, teachers and other commune/village staff. The second 
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most popular source of information is relatives or friends (38.2 per cent), followed by media 

(37.1 per cent) and reading materials (15.1% per cent).  

There are 15 per cent of parents or primary caregivers who could list the benefits of IECD and 

know where to find the support. There is a high correlation of this indicator with wealth index 

quintiles and primary caregivers' educational level. In addition, a difference also exists among 

ethnic groups. Gia Rai and Kinh groups recorded over 25 per cent. Meanwhile, Thai, H’Mong, 

Ba Na and Gie Trieng groups got lower rates. The gap among the above mentioned ethnic 

groups can be explained by the differences in households’ wealth, educational level and 

Vietnamese fluency. 

Most of parents or primary caregivers in project locations believe that all children should 

receive IECD services at the right age and equally. There is no significant difference among 

provinces, ethnic groups and education background of primary caregivers. The major reason 

for children not being involved in at least one IECD service is that their primary caregivers were 

too busy to take their children to get vaccinated timely or to let their children enrol at the right 

age or to get appropriate nutrition guided by a doctor or a healthcare staff. 

Physical environment and well-being of children 

Clean water, basic toilets and good hygiene practices are essential for the survival and 

development of children. There is less than one third (27 per cent) of households having 

access to an improved sanitation facility and the remaining 72.8 per cent have either 

unimproved sanitation facility or no facility/ bush/ field. Gia Lai stands lowest (16.7 per cent). 

Open defecation was still commonly practiced in Gia Lai and made up more than half of 

surveyed households. Household access to improved sanitation facility widely varied among 

ethnic groups, of which Kinh ethnic group recorded the largest percentage of households, Gia 

Rai, Ba Na and Xo Dang all stand very low, less than 20 per cent.  

In each commune there is often one commune health centre and one or two preschools. In 27 

project communes, 31 preschools and 27 commune health centres were surveyed, of which 

12 preschools and no commune health centres had WASH facilities meeting JMP standards. 

Among 12 qualified preschools, Kon Tum contributed the most with 8 qualified preschools, 

followed by Dien Bien with three and Gia Lai with only one preschool. The low coverage of 

basic hand-washing facility was attributed to the fact that: (i) preschools had hand-washing 

facility but no soap and/ or water available at the time of the survey; or (ii) preschools had no 

hand-washing facility.  

With regards to 27 surveyed commune health centres, none of them had qualified WASH 

facilities as per JMP standards, which raises the concern that many healthcare facilities, 

especially in rural areas, lack even the most basic water, sanitation and hygiene services. This 

lack of services compromises the ability to provide basic, routine services and the ability to 

prevent and control infections. Without WASH services in healthcare facilities, the global 

community will not reach the goal of universal access to WASH, or achieve a number of the 

health-related SDGs, including universal health coverage, ending preventable new-born 

deaths and reducing maternal mortality. 

Hand-washing is a hygiene practice that plays a critical role in battling diseases and 

malnutrition. The sample includes 31 preschools and 25 primary schools whose students had 
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lunch at school, of which 27 preschools and 11 primary schools had their students practice 

group hand-washing before lunch at the time of the survey.  

Good nutrition is essential for child survival, health and development. Overall, 49.6 per cent of 

the children under five were stunted, and 18.8 per cent were severely stunted. Stunting rates 

were more prevalent in H’Mong, Ba Na, Xo Dang and Gie Trieng ethnic groups as the four 

groups experienced a larger stunting rate than average. This is attributed to a number of 

factors, including but not limited to: (i) high total fertility rate; (ii) high child marriage rate; (iii) 

low usage of contraceptive method; and (iv) residence in mountainous areas with low access 

to quality water sources, sanitation facilities and healthcare services.  

Stunting rate among children of 0-5 month old group was low at 14 per cent, then doubled to 

28 per cent among 6-11 months old children. The rate rocketed to 44 per cent and 64 per cent 

as children grew up to 12-17 months old and 18-23 months old, respectively. The rate did not 

indicate a marked decline for the remaining period until children get 6 years old. The sharp 

increase in the stunting rate between age groups itself naturally reflects a poor dietary and 

nutrient intake that children have got from their daily meals.  

Proper feeding of infants and young children (IYCF) can increase their chances of survival. 

IYCF counselling by skilled community health workers played an essential role. Result shows 

that 66.7 per cent of health workers in project area are able to perform IYCF counselling, 

however only two thirds of them received relevant professional training. There were slight 

geographic differences among three provinces, of which Dien Bien reported the largest 

proportion of IYCF performing health workers (78 per cent). Given the highly prevalent stunting 

rate among children under 5 in Dien Bien, this proves the province’s commitment to tackling 

stunting.  

Breast milk is comprised of the essential nutrients that an infant needs in the first six months 

of life. Although breastfeeding is a common practice in Viet Nam, survey results showed that 

early initiation of breastfeeding was low. Specifically, among 359 children aged 0-23 months 

surveyed, 357 of them (99.4%) were ever breastfed at some point, half of whom (186 children) 

were breastfed within one hour of birth. Concerning the ethnicity of the household head, Thai, 

H’Mong, Xo Dang and Gie Trieng people practiced early breastfeeding quite well compared to 

other ethnic groups. Initiation of breastfeeding within one hour of birth was higher among 

multiparous women than first-time mothers. Mothers who had two or more infants had higher 

odds of timely initiation of breastfeeding within one hour of birth compared with mothers who 

had one infant.  

Child Protection is a key component of the IECD programme aimed at providing quality child 

protection services to vulnerable groups of children in remote areas. Qualitative findings 

indicated that 100% of project districts and project communes are committed to protecting 

children from violence, abuse and neglect and already established child protection committees 

at the district and project level. However, a surprising finding is that a remarkably high 

percentage of children aged 6-8 would not report to local child protection worker or child 

protection agency the violent incidents in which they or other children were victims.  

Access to IECD services 
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Social work has been prioritized as a cornerstone of professional child protection services in 

welfare, justice, education and health. At the time of the survey, all three provinces did 

establish social work service centres at provincial level in accordance with national standards. 

Each province has one provincial-level social work service centre and only Kon Tum has one 

more centre located in the city. At the district level, there has not been any nationally qualified 

centre yet. 

Case management plays an important role in the delivery of child protection services as it 

ensures quality, consistency and coordination of services. Gia Lai outnumbered Dien Bien and 

Kon Tum in terms of number of commune-level officers who are involved in at least one of six 

steps and who are involved in all six steps of case management procedure. In fact, Gia Lai 

invested considerably in child protection services in general and in case management service 

in particular, evidenced by that Mang Yang district, one of three project districts in Gia Lai, 

established a child protection counselling office specialized in providing case management 

services for children. 

Among 602 surveyed children, 460 children (equivalent to 76.4 per cent) would report violent 

incidents involving themselves and other children. More than half children would choose to 

report to parents, around one third would report to teachers and less than 10 per cent would 

inform relatives and adult family members. A striking feature is that none of the surveyed 

children would tell school head, police or child protection officer. This implies the low popularity 

of child protection officer among children and child protection officers seem not a popular 

source of help and support to children.  

The coverage of social assistance to surveyed children aged 0-8 in project locations is 50.2 

per cent. Of 843 children reported eligible for national social assistance, 50.2 per cent of them 

received social assistance (in cash or in kind) under national polices or from individuals and 

other organizations over the past 12 months, mainly were covered by national social policies. 

The striking feature is that the majority of social assistance was distributed to older children, 

evidenced by the survey result that 416/423 recipients (equivalent to 98.3 per cent) were aged 

2 and over. This raises a concern that the group of infants and young children less than 2 years 

old, who have not yet been admitted to national schooling system, remained uncovered by 

national social policies and the delivery of social assistance was mainly through national 

schooling system. 

63.2 per cent of primary caregivers reported to regularly receive information about raising 

children from service providers, better educated and wealthier caregivers were more likely to 

receive these information. Perceptions towards the participation of community members in 

ECD varied widely among provinces and between fathers and mothers. The group of parents 

in Kon Tum were more likely to list the whole community as a participant in ECD and placed 

value on commune health workers and neighbours. Meanwhile the majority of parents in Dien 

Bien counted only family members. There was also diverse perceptions between fathers and 

mothers, of which mothers were more likely to involve community members in ECD.  

Access to good early education programme provides children with basic cognitive and 

language skills as well as develops their social skills, therefore getting them ready for primary 

school. The baseline assessment asked about access to nursery school or pre-primary 

education for children 3-5 years old in the household. Of 428 surveyed children, the majority 
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of them (92.1 per cent) attended a nursery or pre-primary classes and mainly at public schools 

(90.9 per cent). H Mong and Thai children, who mainly resided in Dien Bien and Gie Trieng 

and Xo Dang children from Kon Tum experienced an improved enrolment rate, which accounts 

for high enrolment rate in the provinces.  

Effective implementation of the IECD programme 

One critical measure of access to quality IECD services is the number of project communes 

having functioning IECD services. Aggregate results from surveys showed that none of the 

surveyed communes were qualified for “having functioning IECD services”. The main reason 

for the disqualification is the lack of effective IECD programme implementation. At the time of 

survey, even though all communes had established IECD programme steering committee and 

started implementing a number of involved activities within the framework of the IECD 

programme, the activity of IECD club has not been set on a regular basis, which in this case 

is on weekly basis.  

Among 27 project communes, 17 communes did provide both stimulation and nutrition services 

for young children, while the remaining ten provided either stimulation or nutrition only. 

Similarly, child protection services, for example social assistance covers mostly older children 

who have attended school. Moreover, among three sectors, there has not been significant and 

effective collaboration and coordination in delivering consistent and timely IECD service 

package for children of 0-3 age group. 

Physical facilities also play a role in supporting children’s physical and cognitive development. 

In all 27 project communes, 84 per cent of early childhood education centres, including home-

based childcare groups in the project areas, have physical facilities meeting the standards and 

providing early stimulation/learning services for children. Notably, Dien Bien province recorded 

that 100 per cent of surveyed preschools met the standards of physical facilities and service 

provision. Meanwhile, in Kon Tum and Gia Lai, the proportion was 75 per cent and 78 per cent 

respectively. Then, physical facilities, as well as early stimulation with children, need further 

improvement in these two provinces. 

Conclusions and recommendations 

Baseline survey gives a clear and overall picture of the programme areas, a good reference 

for programme’s interventions. Most of the indicators at benchmark, reflecting child 

development, are low that are really the big challenges for obtaining ambitious targets, need 

strong efforts in coordination and collaboration between and amongst the related stakeholders. 

There are huge gaps among households with different backgrounds. Children living in the 

households with higher living standards, well-educated primary caregivers or belonging to Kinh 

and Thai groups have performed much better in all aspects of child development. Therefore, 

programme needs to have appropriate interventions for each specific group 

Malnutrition continues to affect nearly half of children under 5 years old in the surveyed 

locations, which is surely compounded by inadequate hygiene practices, stems from poor 

antenatal care during pregnancy, and poor dietary and nutrient intake. Therefore, programme 

should focus on improving the knowledge of main caregivers about using iron and folic 

supplementation, breast feeding, nutrition and diets for their child. 
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Results indicate that parenting practices are not yet age-appropriate, and lack of combination 

between essential ECD services for enhancing a maximal child brain development. Therefore, 

early stimulation, literacy, numeracy, responsive and non-violent parenting, communication for 

social and behavioural changes also are the major issues in the project locations. 

The IECD programme piloted in Dien Bien, Gia Lai and Kon Tum was poised to make timely 

and critical contribution to ensuring that all children, in particular children of vulnerable group 

equally accessed IECD services. However, after reviewing the Programme objectives as well 

as proposed budget, including proposed budget for the whole programme and budget 

allocation to each component and locally mobilized fund, the research team proposed (i) 

UNICEF and partners to review and revise the programme targets, given the low baseline 

values of many indicators and limited time remained for the current programme; (ii) to mobilise 

and allocate additional budget to ensure adequate frequency and coverage of planned 

activities to fully implement components’ activities; (iii) to include the control group at the 

endline survey in order to have sound and scientific measurement of the impact of the 

programme and (iv) to develop an advocacy plan with national and provincial governments for 

enhancing leadership and ownership of local governments including for the allocation of more 

adequate resources for the implementation in next phases. Separately, UNICEF should also 

consider measures to address equity issues especially how to support the poorest groups 

including children with disabilities and ethnic minorities in remote areas, as C4D activities are 

not enough to help these groups improve their well-being and empowerment.  
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1. INTRODUCTION 

1.1. Objectives of the IECD programme 

The IECD programme aims to simultaneously achieve (1) UNICEF’s country programme IECD 

outcome, (2) IECD-linked long term and immediate objectives cooperation projects between 

UNICEF and the Ministry of Labour, Invalids and Social Affairs (MOLISA) and with the Ministry 

of Health (MOH), and (3) UNICEF’s provincial projects’ long-term and immediate objectives on 

IECD. The outcome and objectives helped to realise UNICEF East Asia and Pacific’s 

commitment to the SDGs in full alignment with its 2018-2021 Strategic Plan goals. To be 

specific, the IECD programme contributed to the realization of one of three Regional Headlines 

for UNICEF East Asia and Pacific, namely “Early Moments Matter” which puts a strong focus 

on brain development for young children as a way to build up human capital – the greatest 

assets of nations.  

The outcome and detailed outputs, as set out in the following diagram are not independent but 

instead intertwined: 

Table 1. IECD Programme Objectives2 

Programme Main Outcome/ Outputs 

UNICEF Country 

Programme 

Document Outcome 

3 

By 2021 in selected areas of the projected provinces, all children and their 

families, especially the most vulnerable, utilise inclusive and quality IECD 

services. 

Main Outputs: 

 IECD-centred Child Survival and Development: Enhanced local 

capacity to develop and operationalize IECD centred, equitable and 

inclusive high impact child survival and development packages in 

focus provinces. 

 IECD-centred Education: Strengthened capacity of education 

service providers in focus provinces to deliver quality early learning 

and school readiness programmes for children under four years. 

 IECD-centred Child Protection: Enhanced local capacity in focus 

provinces to develop and operationalise local child protection 

systems and services, including positive parenting, non-violent 

discipline. 

 IECD-centred Social Policy and Governance: Enhanced local 

capacity to develop and operationalise an IECD centred, equity-

focused and inclusive social assistance mechanism in focus 

provinces 

                                                

2 UNICEF Viet Nam. (2016). UNICEF Viet Nam Country Programme 2017-2021 - Strategy Note; 
UNICEF-MOLISA project 2017-2021; and UNICEF’s provincial projects with Kon Tum, Dien Bien and 
Gia Lai provinces period 2017-2021.  
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UNICEF-MOLISA – 

Project’s Immediate 

Objective 1 

(national level)  

Improved national capacity to legislate, monitor and oversee child rights 

related laws, policies and programmes. 

Relevant indicator: 

Availability of a national policy on IECD by 2018. 

UNICEF Provincial 

Projects with Kon 

Tum, Dien Bien Gia 

Lai (provincial level)  

By 2021, all targeted children (0-8 years old) and their family members 

especially those of the most vulnerable groups in the target communes utilise 

inclusive and quality IECD services to fulfil children's rights to survival, 

development, education and protection. 

Provincial Project’s immediate objectives: 

1. By 2021, parents, caregivers, and community members in 

programme communes have the knowledge, skills and supportive 

norms to access available IECD services and practice behaviours 

that support healthy IECD 

2. Improved capacity of service providers from related sectors in 

providing IECD services at all platforms 

3. Accessible minimum IECD services in place with acceptable quality 

for parents, caregivers and children in targeted areas 

4. An enabling environment created and maintained for implementation 

of IECD interventions in the province 

1.2. Locations of the Programme 

During the programme cycle 2017-2021, the IECD programme is implemented in 27 selected 

communes of 9 districts of three projected provinces, namely Dien Bien, Gia Lai and Kon Tum.  
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Figure 1. Three project provinces 
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Dien Bien is a mountainous province in the northwest region while Gia Lai and Kon Tum are 

located in Central Highlands of Viet Nam. All three provinces are characterized by a high 

degree of ethnic diversity and persistent rate of multi-dimensional poverty, evidenced by the 

high stunting rate and limited access to quality healthcare, education and social protection 

services. 

Dien Bien is one of the poorest mountainous provinces in northwest Viet Nam, with multi-

dimensional poverty accounting for nearly half (44.82 per cent) of households. It is home to a 

high proportion of ethnic minority people (more than 80 per cent) and in 2016, its total 

population of 557,411 people was comprised of 19 ethnic groups, including Thai (37.9 per 

cent), H’mong (34.8 per cent), Kinh (18.42 per cent) together with Dao, Kho-mu and Ha Nhi 

groups. The proportion of ethnic minorities per city/district ranges from 21 per cent in Dien Bien 

Phu city to more than 99 per cent in Dien Bien Dong and Muong Nhe districts. Children in this 

poor province face multiple deprivations in health, nutrition, education and protection, resulting 

in high mortality rates among children aged under five years, prevalent stunting and low school 

attendance rates. According to National Institute of Nutrition’s statistics in 2015, 31.9 per cent 

of children under 5 years old in Dien Bien were stunted and 7.7 per cent were wasted.3 

Located in the north of Central Highlands, Gia Lai is the second largest province in Viet Nam. 

Its total population is over 1.4 million, of which 45 per cent are ethnic minority people. 

According to Poverty Census 2015, Gia Lai is among 7 poorest provinces, evidenced by the 

multi-dimensional poverty rate of 19.71 per cent, of which ethnic minority households 

accounted for 83.59 per cent. Due to the complicated topography, large area and an ethnic 

diversity, the ECD services have not yet been equally delivered to young children. The school 

attendance rates were low among ethnic minority children, at 2.9 per cent and 66.25 per cent 

for nurseries and kindergartens, respectively.4 

Also located in Central Highlands, Kon Tum has over half of its population (507,818 people) 

comprising of ethnic minorities and 20.03 per cent of multi-dimensional poverty rate by the end 

of 2016. The current social protection and poverty reduction projects fail to protect families and 

children from poverty and vulnerabilities. Social bias towards ethnic minorities, stigma and 

discrimination against disadvantaged children, such as those with disabilities, is common. The 

attitude towards domestic violence that a husband can beat his wife if there is a “justified” 

reason also is a contributing factor towards physical punishment of children and domestic 

violence5.  

1.3. Objectives of the Baseline Assessment 

At the beginning of the IECD programme, before planned interventions were implemented, a 

baseline assessment is conducted with a view to: 

                                                

3 Dien Bien Provincial People’s Committee – Department of Planning and Investment. (2017). Proposal 
of Investment Policy: Integrated Early Childhood Development Project 2017-2021. 
4 Gia Lai Provincial People’s Committee – Department of Planning and Investment. (2017). Proposal of 
Investment Policy: Integrated Early Childhood Development Project 2017-2021.  
5 Kon Tum Provincial People’s Committee – Department of Planning and Investment. (2017). Proposal 
of Investment Policy: Integrated Early Childhood Development Project 2017-2021. 
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(i) Establishing a baseline which assesses the IECD programme’s current situation 

qualitatively and quantitatively; 

(ii) Establishing the operational framework for IECD programme in Viet Nam (including 

the legal framework, capacity and readiness of the systems, awareness of the 

public etc.); 

(iii) Computing benchmark indicators based on the Programme Theory of Change, 

which was first built in 2016 and later necessary adjustments were made as the 

detailed programme was developed.6; and 

(iv) Suggesting a draft framework for the programme monitoring and evaluation. 

1.4. Timetable and Assessment Team 

1.4.1. Timetable 

Table 2. Timetable of Baseline 

# Activity 
Proposed 

Due Date 
Key Milestones 

1.1 Kick-off meeting 10/07/2018 Brief information about IECD 

1.2 Desk review of relevant documents 20/07/2018 The research team ensures that all 
relevant documents (project 
documents, progress and 
evaluation reports) are reviewed 

1.3 Develop interview tools (to interview 
UNICEF and stakeholders) 

17/08/2018 Interview tools to collect information 
for qualitative analysis in the 
Inception Report 

1.4 Interview UNICEF and stakeholders 12/09/2018 Diverse information about IECD 
development in Viet Nam 

1.5 Develop baseline data collection 
methodology and tools in English 

30/07/2018 First submission to UNICEF for 
review 

1.6 UNICEF gives the feedback 
assessment collection tools 

12/08/2018 UNICEF’s comments on the tools 

1.7 Submit the revised data collection 
methodology and tools 

22/08/2018 Revised questionnaires 

1.8 Translation of the questionnaires 30/08/2018 Translate the questionnaire from 
English to Vietnamese 

1.9 Draft the first Inception Report and 
Approval by UNICEF  

04/09/2018 Comments from UNICEF and 
revise accordingly 

                                                

6 At the end of the programme, a summative evaluation will refer back to the benchmark indicators, 
which is expected to generate substantive evidence on the contribution and extent of attribution of IECD 
programme to the outcomes and outputs at the national and local levels 
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1.10 Approval of Inception Report by 
UNICEF Viet Nam  

30/10/2018  

1.11 Pilot the questionnaire 05-
08/09/2018 

Test the feasibility of the 
questionnaires 

1.12 Conduct Key informant interviews (KII) 
& Focus group discussion (FGD) in 
Dien Bien 

05-
08/09/2018 

KII and FGD in Dien Bien province 

1.13 Prepare the logistics for the qualitative 
interviews and quantitative data 
collection 

13-
19/09/2018 

Contact the focal points in 3 
provinces  

1.14 Develop the training manuals for 
enumerators and provide training in 
Hanoi  

20-
23/09/2018 

 

1.15 Conduct the fieldwork in Dien Bien 24/09 – 
09/10/2018 

Three teams (consisting of 12 
enumerators) to implement the 
fieldwork in 9 project communes in 
Dien Bien 

1.16 Provide training in Gia Lai  30/09/2018 Enumerators are trained for the 
fieldwork in Gia Lai and Kon Tum 

1.17 Conduct the fieldwork in Gia Lai and 
Kon Tum 

01 – 
16/10/2018 

Six teams (consisting of 24 
enumerators) to implement the 
fieldwork in 18 project communes in 
Gia Lai and Kon Tum  

1.18 Conduct KIIs and FGDs in Gia Lai 03-
05/10/2018 

 

1.19 Conduct KIIs and FGDs in Kon Tum 08-
10/10/2018 

 

1.20 Summarize the findings from the field 
visits 

28/11/2018 Brief findings 

1.21 Draft the first M&E framework 07/12/2018 The first version of M&E framework 

1.22 Produce a baseline assessment report 12/12/2018 Draft baseline assessment report 

1.23 Conduct a joint meeting between 
research team and UNICEF Viet Nam to 
present and discuss key findings from 
the baseline assessment report 

14/12/2018  

1.24 Submit the final baseline assessment 

report; the final draft M&E framework, 

based on the baseline assessment 

findings and consultation. 

28/12/2018 Revised report and M&E 
framework 
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1.4.2. Assessment Team 

The team composition is developed on a basis that fully employs both international 

experiences and local knowledge in the baseline assessment and evaluation framework 

development. They have expertise in sampling design, survey management, statistics, and 

social research with quantitative and qualitative skills. The composition, roles and 

responsibilities of the research team members are described below: 

Table 3. Research Team Composition and Responsibilities 

Position Name Responsibilities 

Team Leader & 

Sampling 

Specialist and 

Survey Design 

Expert 

Phung Duc 

Tung, PhD 

The team leader is responsible for overall design, planning and 

implementation, providing training to enumerators for the 

fieldwork. He takes lead in formulation of methods and tools as 

well as the format of the final deliverables, performs desk review 

and produces required inputs for the baseline assessment 

report and the draft M&E framework. 

Social Survey 

Specialist  

Daniel 

Westbrook, 

PhD 

Professor Daniel Westbrook contributes to the design of 

evaluation methodology and tools. He is responsible for 

reviewing and providing feedback on the baseline assessment 

report and the draft M&E framework. 

Data Manager Ho Van Bao, 

MSc. 

As a Data Manager in the research team, he takes responsibility 

on the overall survey instrument preparation and data 

management, including codebook and data dictionary 

development. He will deliver training session on Tablet usage 

and data entry application. 

Data Analyst Nguyen Minh 
Chau, BA 

The role of a Data Analyst in the research team is to contribute 
to the design of the questionnaires into Tablets and also 
preparing training manuals for enumerators. In addition, she will 
be in charge of data cleaning. 

Research Analyst 
and Survey 
Coordinator 

Dang Huyen 
Trang, MSc. 

Joining the research team, she will be responsible for logistic 
arrangement of the survey. Besides, she will be responsible for 
preparing qualitative data collection tools, analysing the data 
and producing required inputs for the baseline assessment 
report. 

Research Analyst 
and Logistic 
Assistant 

Tran Hien 
Giang, MSc.  

Apart from supporting the logistic issues of the survey, she will 
contribute to both qualitative and quantitative data collection 
tools. In addition, she will deliver data analysis and produce 
required inputs for the baseline assessment report. 

1.5. Structure of the report 

The report begins with objectives of the IECD programme and an overview of IECD enabling 

environment in Viet Nam, provided in Chapter One and Chapter Two. Chapter Three outlines 

the methodology and provides details of necessary approaches in the fieldwork inclusive of 
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baseline survey and the qualitative research design. Chapter Four presents the results of the 

quantitative and qualitative baseline data collection. Chapter Five displays an M&E framework 

of IECD Programme. Chapter Six discusses some issues related to human rights, child right 

and gender. Chapter Seven demonstrates ethical considerations. Chapter Eight provides 

some limitations of the baseline data collection process. Chapter Nine is conclusion and 

recommendation. A number of technical issues are provided in appendices. 
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2. OVERVIEW OF IECD 
ENABLING ENVIRONMENT IN 
VIET NAM 

2.1 Legal and policy context 

2.1.1 Legal environment 

Viet Nam is the first country in Asia and the second country in the world to endorse the 

International Convention on the Rights of the Child (CRC). The UN CRC noted: "Children have 

the right for comprehensive care from the time they are in the womb until they are adults." Viet 

Nam is also a strong and committed nation to implementing the United Nations General 

Assembly Declaration on "A World Fit for Children." Viet Nam is committed to achieving the 

UN Global Millennium Development Goals (MDGs) by 2030.  

Among 17 goals of the SDGs (2030) of the United Nations, there are 4 goals directly focusing 

on child development in early years, and 5 other goals indirectly related to ECD. In order to 

achieve these 17 goals, over the next 15 years, the government of Viet Nam and organisations 

are making efforts to fulfil these duties and build a better future for its people, so that all nations 

live in a cooperative, peaceful, and prosperous environment. Sustainable development and 

social equity will be ensured by coordination of work in the agendas of child survival, education, 

prevention of child violence, and social welfare. 

During past years, by implementing the commitments on the implementation of international 

declarations and goals, Viet Nam has made efforts to harmonize domestic law with the 

provisions of the Convention and other international treaties to which Viet Nam is a party 

implementing the programs in relation to the protection of children's rights. The Constitution of 

the Socialist Republic of Viet Nam in 2013 stipulates that children are protected, cared and 

educated by the State, family and society, having the right to be involved in issues of children. 

It is strictly forbidden to molest, torture, abandon, abuse, labour exploitation and other acts of 

violation of children's rights. On 5/4/2016, The Law on Children of 2016 was ratified by the 

National Assembly, ensuring the consistence of legal framework on children, especially 

regarding child protection and right to comprehensive development (Article 4: Interpretation of 

terms, 2. Children's comprehensive development refers to the development in all terms of 

physical, intellectual, mental and ethical aspects and social relations of children). Among 106 

articles of The Law on Children, at least 11 articles define the responsibilities of the State, 

society, and service providers in areas such as health, nutrition, education, and leisure. The 

Law promotes the harmonization of child rights and the principles of the UN CRC and other 

relevant international treaties. 

Decision No. 629 / QD-TTg dated 29 May 2012 of the Prime Minister approving the Viet Nam 

Family Development Strategy to 2020, with vision 2030 with the common goal of building a 

prosperous, progressive and happy Vietnamese family set targets for children in the family; 

affirming that all children in the family are nurtured, cared for, educated and developed 
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comprehensively. "Strive for 85% by 2015 and 95% by 2020 to spend time caring for the 

children physically, intellectually, morally and spiritually, regardless of generations and 

genders". 

The Prime Minister's Decision No. 432/QD-TTg, approving the Viet Nam Sustainable 

Development Strategy for 2011-2020, dated 12 April 2012, states, "People are the centre of 

sustainable development. It is to maximize the human factor as the subject matter, the main 

source and the target of sustainable development; to meet the demands of material and 

spiritual needs of people of all strata" and it put forward a concrete target to be achieved by 

2020, namely, "To build human beings with integrated development of intellectual, moral, 

physical, mental, creative capacity... "  

- Resolution No. 142/2016/QH13 dated April 12, 2016 on the five-year Socio-economic 

Development Plan 2016-2020 was approved by the 13th National Assembly at its 11th 

session with the overall objective: “To ensure macroeconomic stability, strive to achieve 

economic growth rate higher than that of the previous 5 years. To accelerate the 

implementation of strategic breakthroughs, economic restructuring associated with growth 

model innovation and improving productivity, efficiency and competitiveness. To promote 

cultural development, practice of democracy, social progress and justice, ensure social 

security, enhance social welfare and improve people's lives. To actively respond to climate 

change, effectively manage resources and protect the environment. To strengthen national 

defence and security, stay resolute and persistent in the struggle to safeguard the national 

independence, sovereignty, unity and territorial integrity and assure political security, social 

order and safety. To raise the efficiency of external affairs and international integration. To 

maintain peace and stability, create favourable environment and conditions for the 

construction and defence of the country. To improve the status of our country in the 

international arena. To strive to make Viet Nam basically become a modern-oriented 

industrialized country.” 

- Resolution No. 63/NQ-CP dated 22/7/2016 by the Government, promulgating the 

Government's Action Program to implement the Resolution of the National Assembly on 

the 5-year socio-economic development plan 2016-2020. MOLISA was assigned to 

develop the “National Programme-Care for Comprehensive Development of children in 

early years at home and in community”  

2.1.2 Policy framework 

This section provides an introduction to some of the overarching legal frameworks, the array 

of sectorial laws and policies supporting early childhood development in a wide range of areas, 

for example, health, education and social protection sectors.  

Policies on Integrated Early Childhood Development 

In 2019 the Prime Minister approved the National Early Childhood Development (ECD) 

Scheme document which will enable further institutionalization of the Integrated Early 

Childhood Development (IECD) programme in Viet Nam. For implementation, the Ministry of 

Labour, Invalids and Social Affairs (MOLISA) has been assigned to convene and coordinate 

the planning for the national scaling-up of this programme. Each province will have to develop 
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an action plan to implement this ECD scheme. Provinces will have to select indicators from the 

ECD and include them into the provincial socio-economic development plans. The challenge, 

however, is there is no concrete associated budget allocation for the implementation of the 

ECD scheme, especially at sub-national level. 

National Action Plan for Children 2001-2010 and 2011-2020 

Under Decision no. 23/2001/QD-TTg and Decision no. 1555/QĐ-TTg, National Action Plan for 

Children’s overall objective is to build a safe, friendly and healthy living environment for 

children to better realize their rights, incrementally narrow living conditions gaps between 

different groups of children, including children living in different regions, improve the quality of 

life and create equal development opportunities for all children.  

The plan desires to achieve an integrated number of targets, including: 

- Reducing the number of malnourished children under the age of five years and 

improving their health 

- Implementing universal pre-school education for five-year-old children as well as 

increasing the enrolment rate of primary school and lower secondary school.  

- Reducing the rate of disadvantaged children 

- Increasing the proportion of communes and wards having standard playgrounds for 

children 

- Increasing the number of children participating in child fora at all levels 

- Increasing the number of communes and wards suitable for children to live in. 

Child healthcare policies 

- Free health insurance for children under 6, children from poor households, children 

from minor ethnic groups living in difficult socio-economic regions, children living in 

extremely difficult socio-economic regions and children living in island communes and 

districts, under the Law on Health Insurance (which is amended from the Law on Health 

Insurance no. 46/2014/QH13 dated 13/06/2014 and the decrees and circulars guiding 

the implementation thereof) 

- Improving and balancing everyone’s diet in both quantity and quality, ensuring hygiene 

and reducing child malnutrition, especially child stunting by 2020, hence increasing 

height and strength of Vietnamese people (National Nutrition Strategy for 2011-2020, 

with a vision toward 2030, under Decision no. 226/QD-TTg dated 22/02/2012 approved 

by the Prime Minister) 

Child education policies 

- The tuition fee collection and management mechanism in educational institutions in the 

national education system, in which tuition fee exemption and waiver and subsidy from 

the academic year 2015-2016 to 2020-2021 are applied to preschool children, 

orphanage children as well as children from poor households or children living in 

extremely difficult regions (under Decree no. 86/2015/ND-CP dated 02/10/2015 in 

replacement of Decree no. 49/2010/ND-CP and Decree no. 74/2013/ND-CP) 

https://extranet.who.int/nutrition/gina/en/node/11519
https://extranet.who.int/nutrition/gina/en/node/11519
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- Education Development Strategy for 2011-2020 to undertake the National 

Socioeconomic Development Plan (pursuant to Decision no. 711/QD-TTg dated 

13/06/2012 approved by the Prime Minister). 

- Universal pre-school education for five-year-old children for period 2010-2015 under 

Decision no. 239/QD-TTg dated 09/02/2010 approved by the Prime Minister. 

Specifically, five-year-old preschool children living in extremely difficult regions and 

border regions benefit from lunch stipend. 

- Decree No. 80/2017/NĐ-CP dated 17/07/2017 defining a safe, healthy, child-friendly 

and non-violent educational environment. The Decree applies to all preschools and 

general schools, among others. 

- Decree No. 06/2018/NĐ-CP dated 05/01/2018 of the Government defining the lunch 

allowances for preschool children and incentive policies for preschool teachers.  

Child protection and social assistance policies 

- National Program on Child Protection for 2016-2020 under Decision no. 2361/QD-TTg 

dated 22/12/2012 approved by the Prime Minister. 

- Child Accident Prevention Program for 2016-2020 under Decision no. 234/QD-TTg 

dated 05/02/2016 approved by the Prime Minister. 

- Social assistance policies for beneficiaries of social protection inclusive of orphanage 

children, abandoned children, HIV-infected children living in poor households and 

children with disabilities currently being taken care of in social work centres (under 

Decree no. 136/2013/ND-CP dated 21/10/2013 approved by the Prime Minister) 

Policies related to ethnic minority children and children with disabilities 

In addition to universal policies for every child across the country, the Government of Viet Nam 

also issued some specific policies targeted at young ethnic minority children aged 0-5 and 

young children with disabilities. 

- Education Development Master Plan for children from very-low population ethnic 

groups for 2010-2015 (under Decision no. 2123/QD-TTg dated 22/11/2010 approved 

by the Prime Minister). The beneficiary of the plan includes preschool children aged 3-

5 from 9 minor ethnic groups: O Du, Pu Peo, Si La, Ro Mam, Cong, Brau, Bo Y, Mang 

and Co Lao living in 6 provinces: Lao Cai, Ha Giang, Dien Bien, Lai Chau, Nghe An, 

Kon Tum. 

- Socioeconomic Development Master Plan for people from 4 minor ethnic groups, 

namely Mang, La Hu, Cong and Co Lao for 2011-2020 (under Decision no. 1672/QD-

TTg dated 26/11/2011 approved by the Prime Minister). Specific targets for reducing 

the stunting rate among children under five are included.  

- Decree No. 57/2017/ND-CP dated 09/05/2017 defining priority policies in enrolment 

and learning support for preschool children, school and university students from very 

minor ethnic groups. 

- Education Law dated 14/06/2005 defining policies that address the group of students 

with disabilities and ethnic minority children with a view to enhancing their participation 

in the national schooling system. 

- MOET Decision No. 338 dated 30/01/2018 defining MOET Action Plan for education 

for persons with disabilities period 2018-2020 
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2.1.3 Policy review 

Working on the platform of national schooling system as well as national healthcare and social 

protection system, the existing policy framework has almost fully addressed the 3-8 age group 

but at the same time has demonstrated a policy gap in the content of the policy and 

implementation which specifically targets at giving care and protecting young children aged 0-

3 who have not been admitted to the national schooling system. This stage of development is 

crucial to children’s brain function and learning and lays the foundation for their future health 

and happiness.  

Particularly, in three projected provinces, despite acknowledgement of the period 0-3 years as 

a window of opportunity for ECD interventions to make an impact on an individual’s body and 

mind, ECD services are only formally provided for children aged 3 years and above when 

admitted to local schooling system. Public or private schooling is not made available to 80% 

of children in this group, who are left in the home environment under the care of parents and 

family members without an opportunity to access formal early education services like others. 

In such case, to guarantee that the 0-3 age group still get access to practices of early 

interaction and early education as far as the true meaning of early development is concerned, 

parenting practices play a fundamental role. From educational perspective, as children at this 

age will be best developed when they are nurtured by their parents and family members, 

parents and caregivers should build up the knowledge and skills to facilitate early learning, 

early stimulation for their children. 

To raise awareness of the importance of the first 1,000 days of a child’s life, UNICEF has 

launched the ‘Early Moments Matter’ campaign in January 2017. For the success of the 

campaign and the IECD programme as well, there is a need from the policymakers and 

administrators to close the gap and address the needs of this group of young children with 

appropriate policies, strategies and plans covering all development areas. 

The second barrier to the implementation of IECD services from provincial to commune level 

is that the current legislative systems do not fully support the delivery of holistic ECD services. 

ECD related activities have been separately implemented under the sectorial responsibility of 

relevant government ministries and departments. There lacks an overall IECD coordination 

structure and mechanism between service providers to make sure that every child is timely 

provided with holistic and age appropriate services, in addition to the need for the quantity and 

quality of ECD services to be improved up to standard. 

The third barrier is the limited government investment resources for ECD programming (in 

comparison to other countries within the region), which does not enable Viet Nam to provide 

children with basic social services, for example, early interaction and learning for children 

under 3 years old. 

UNICEF’s Country Programme 2017-2021 incorporates SEDP priorities, SDGs and National 

Targets, and the unfinished MDG agenda. Given that the IECD programme is an integral part 

of the Country Programme, it is expected that the implementation of the IECD programme will 

set up a cross-sectorial coordination framework in delivering ECD programmes and more 

importantly, generate evidence for policy advocacy. A promising starting point is the drafting 

of the National Framework on Care for Comprehensive Development of the Child in Early 
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Years at Home and in the Community in the 2018-2025 Period, led by MOLISA and approved 

by Prime Minister in October 2018. 

2.2 Demographic context 

2.2.1. Child population structure  

The average population of Viet Nam in 2015 is 91,713,300, where men account for 49.3 per 

cent7. Over the past years, the lifespan of Vietnamese people has increased while the birth 

rate has decreased, making the age structure of the population more variable and trending to 

aging. The Viet Nam Population Pyramid 2015, compiled from the Population and Family 

Planning Survey of 1/4/2015, shows that age groups are fairly uniform. About 33.9 per cent of 

the population live in urban areas. The current population model shows that the proportion of 

the working age is high; the percentage of dependents (including children) tends to decline 

rapidly (from 78.2 per cent in 1989 to 63.6 per cent in 1999 and 44 per cent by 2014). Currently, 

Viet Nam has about 1.7 million children under 1 year old and 5.9 million children aged 1 to 4 

years. 

Figure 2. Population pyramids of Viet Nam, 1/4/2014 and 1/4/2015  

 

Source: General Statistics Office of Viet Nam (2016), Major findings: The 1/4/2015 time-point 

population change and family planning survey 

2.2.2. Child population by age groups and 
ecological areas  

The total population of children from birth to eight years old in 2009 was 12,412,059. They are 

distributed over six ecological zones, namely Central and mountainous north, Red river delta, 

North-central coast, Coastal southern, Central Highlands, Southeast and Mekong Delta. 

                                                

7General Statistics Office of Vietnam (2016), Statistical Yearbook of Vietnam (2015) 

 

http://www.gso.gov.vn/Modules/Doc_Download.aspx?DocID=20167
http://www.gso.gov.vn/Modules/Doc_Download.aspx?DocID=20167


 

 WRITE HEADER TEXT FOR EVEN PAGES 

 

8 

 

The population of children from birth to eight years old comprises ten different ethnic groups 

including the Kinh, Tay, Thai, Muong, Khmer, Hoa, Nung, Mong, Dao, Gia Rai and other ethnic 

groups. The Kinh is the most populated ethnic group with 11,313,517 children.  

2.3 Socio-economic context 

Poverty affects the lives of children in Viet Nam and especially those most disadvantaged living 

in rural and distant communities from main cities. Viet Nam is concerned with multidimensional 

aspects of poverty and not just with the lack of financial resources and access to basic goods. 

The multi-dimensional poverty model provides a complete and comprehensive depiction of 

child poverty in Viet Nam. This model reflects the ecological and synergy of integrated 

childcare emphasising the connections between each aspect. For example, having secured a 

family income does not guarantee that the child may have access to health care and education.  

Figure 3. Analysis of multi-dimensional poverty in children (children under 16 years 
old) 

 

 

 

 

 

 

 

 

 

 

 

 

Source: General Statistics Office - Results of the Viet Nam Living Standard Survey 2014 

Children may be considered multi-dimensional poor if they are not guaranteed at least 2 out of 

7 dimensions. Considering that the multi-dimensional poverty in children in the Viet Nam, 

according to the Living Standard Survey (2014) was 21 per cent for children under 16 years 

old, children’s lives have improved, as this is lower than that in 2010 (26.1 per cent). 

Multidimensional poverty rates differ between rural and urban areas with no significant gender 

differences as it is equally distributed among males and females. 

The Central and mountainous north have the highest rate of child poverty (41.5 per cent). More 

than half of ethnic minority children are considered as living in poverty, the figure is 3.7 times 

higher than the Kinh/Hoa children. One out of four children living in rural areas lives in poverty 

and the rural area contributes 90 per cent of the total number of poor children in the country. 

The child deprivation rate per dimension trend decreased in all dimensions in the period 2008-

2014. The 2014 data shows that four out of seven dimensions have child deprivation rate below 
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10 per cent, comprising the dimensions of education, shelter, no early labour, social inclusion 

and protection.  

The remaining dimensions have a very high rate of child deprivation; the highest is leisure, 

followed by health and water – sanitation with a child deprivation rate of 65.9 per cent, 45.3 

per cent and 36.6 per cent, respectively in 2014.
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3. METHODOLOGY 

3.1 Methodology 

The primary audience of this assignment is UNICEF Viet Nam and concerned government 

agencies. This baseline will also be shared with other key stakeholders including UN agencies, 

and non-government organisations active in IECD. Development of the baseline design 

approach can be found in Appendix 1.  

In the baseline assessment, a mixed-method approach was adopted to understand the existing 

ECD situation and its enabling environment in Viet Nam. The participatory approach is 

employed in this mixed-method, which involves all relevant stakeholders and beneficiaries. In 

order to conduct the mixed-method, the following data collection methods are used: (i) Desk 

Review; (ii) Quantitative Methods: Household Survey, Commune Survey and IECD Service 

Provider Survey and (iii) Qualitative Methods: Focus Group Discussion, Key Informant 

Interviews.  

Figure 4. Mixed-Method Approach 

 

Desk Review was already implemented during the inception phase and analysis was included 

in the inception report, so the baseline study covers two main components: quantitative and 

qualitative study. While the quantitative study could collect data to compute the benchmark 

value of indicators, the research team understands the importance of a qualitative study to 

obtain a deep insight into the accessibility and provision of ECD services at the local levels. 

Specifically, how they perceive ECD, to what extent they utilize available resources, the role 

of each individual in the process of ECD as well as how these perceptions change before and 

after the intervention will be useful to the assessment of the IECD programme. The qualitative 

Mixed 

method 

approach

Desk 

Review

Qualitative 

Method: Focus 

Group Discussion 

and Key Informant 

Interviews

Quantitative 

Method: Household 

survey, Commune 

survey and ECD 

Service Provider 

Survey
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component will complement and further knowledge and information collected from the 

quantitative component of the baseline assessment, providing further details about each 

indicator. 

The quantitative surveys were conducted with three groups of respondents, including 

households, commune-level staff and local ECD service providers, namely commune health 

centres and preschools. Meanwhile, qualitative KIIs were conducted with key personnel in 

newly-established IECD PMUs in provincial, district and commune levels and local ECD 

service providers. FDGs were conducted with parents/ main caregivers of children aged 0-8 

from one randomly selected commune per province, therefore making up two discussions (one 

with males and one with females) per province. 

Figure 5. Components of Quantitative Survey and Qualitative Research 

 

About justification for sample and sampling plan, please refer to Appendix 2.  

3.2 Tools 

A combination of qualitative and quantitative methodologies were employed to address the 

objectives of the baseline assessment. Each component has its own material and technique. 

Table 4 presents the set of materials and tools for each component accordingly. 

Table 4. Tools and materials for data collection in the baseline survey 

Component Tools and materials 

Quantitative 

Method 

Field survey manual 

Tablet PC with pre-installed survey software 

Household survey 

ECD Service provider surveys (pre-school/nurseries and health centres) 

Quantitative Survey

27 communes

At each 
commune:

40 households 
with children 

aged 0-8

Total: 

1080
households in 

Household 
survey

At each 
commune:

1 pre-school 
and 1 health 

centre

Total:

27 preschools, 
4 nurseries and 

27 health 
centres in ECD 

Service 
provider survey

At each 
commune:

1 leader of 
IECD 

management 
group

Total:

9 leaders in 
Commune 

survey

Qualitative Research

3 selected communes of 27 ones

At each 
province:

1-2 KIIs with 
PMUs at 

provincial level

1-2 KIIs with 
PMUs at districl 

level

1 KIIs with 
PMUs at 

commune level

At each 
commune:

2 KIIs with
ECD service 

providers

At each 
commune:

1 FDG with 6-8 
mothers/female 

caregivers of 
children aged 

0-8

1 FDG with 6-8 
fathers/male 
caregivers of 
children aged 

0-8
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Commune survey 

Qualitative 

Method 

KII questions for PMU representatives in provincial, district and commune levels 

and ECD service providers at communes. 

FGD topics for parents/primary caregivers of children aged 0-8 

A0-sized papers for note-taking and demonstration 

3.2.1. Quantitative Method 

Household Survey 

The household survey was designed based on the list of indicators. It includes some sections 

as follows: 

 Section 1 collects General information of the household, which is answered by the 

household head or the household’s member aged 18 and above.  

 Section 2 gets to know about Women of reproductive age, which is answered by a 

household’s female member in the age group 15-49 who is currently in pregnancy or 

gave a live birth(s) in the last 2 years. 

 Section 3 obtains information about Early childhood development and parenting 

practices, which is answered by the primary caregiver for each child in the household. 

 Section 4 explores Child protection, which is answered by each child aged 6-8 in the 

household. 

 Anthropometry form records the height measurement of children under 5 years old in 

the interviewed households. 

Commune Survey 

Information collected at the commune level plays an important role in understanding the IECD 

operationalization model to be implemented in the project commune and the preparation of 

commune officers in implementing the model, in particular the work of case management. 

In addition, the commune questionnaire also aims to collect information that is quite 

homogenous at household level including the availability of existing ECD services for children 

of 0-8 age group. 

The commune survey was conducted in all 27 project communes in Dien Bien, Gia Lai and 

Kon Tum. The commune survey included some sections: 

 Section 1 explores the IECD services currently provided in the commune.  

 Section 2 gets to know the operation model of the IECD programme currently 

implemented in the commune.  

Pre-school and/or Nursery Survey & Health Centre Survey 

These surveys collect information as follow: 

 Section 1 gathers the number of staff and qualification of staff related to ECD at 

the facility 
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 Section 2 gets information about currently provided IECD services at the facility. 

 Section 3 obtains additional information about WASH (Water – Sanitation – Hygiene) 

equipment currently available at the facility.  

It is remarked that there is one observation form to record the group hand-washing practices 

of the primary school students in the commune.  

As shown in Table 5, the research team successfully surveyed 1080 eligible households in 3 

project provinces. In addition, the team scored interviews with leaders in 27 commune surveys, 

31 preschool and nurseries surveys and 27 health centre surveys. 

Table 5. Summary Count of Baseline Surveys Collected 

Survey Household Commune Preschool and Nurseries Health Centre 

Dien Bien 360 9 10 9 

Kon Tum 360 9 12 9 

Gia Lai 360 9 9 9 

Total 1080 27 31 27 

 

3.2.2. Qualitative Method 

The qualitative component is grounded in three complementary approaches: (i) equity and 

human rights approach, (ii) gender-sensitivity approach and (iii) a participatory approach. 

These are discussed, in turn, as below. 

Table 6. Approaches of qualitative method 

Approach Rationale  

Equity and 

Human rights 

approach 

This approach assists the assessment of 

 The current situation of people in the community who run the risk of being 

marginalized, vulnerable or excluded (for example women, children with 

disabilities, children suffering from HIV/AIDS, the poor and ethnic minority 

groups)  

 The past activities to promote equity and human rights in the project 

communes, in particular child rights 

 The level of commune officers’ awareness and commitment to act against 

violence and ensure child rights 

This approach is based on the right to affirm the legitimate rights and interests of 

marginalized groups, including women, children, the poor and ethnic minorities. 

Gender-

sensitivity 

approach 

The gender-sensitivity approach is used to supplement the equity and human 

rights approach. Females are often more marginalized because of gender issues 

in comparison to males. Therefore, the benefits of IECD programme will be 

different to various research subjects. The use of a gender-sensitivity approach in 

the Viet Nam context is based on following rationale:  
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 Women are expected to undertake family responsibilities ranging from 

household caring to childcare.  

 Women have specific biological characteristics and are responsible for 

giving birth and parenting.  

 Women in ethnic minorities tend to be less confident than men which may 

make them more vulnerable.  

Participatory 

approach 

This approach enhances the participation of beneficiaries and related 

stakeholders. It encourages the participation of women in the following activities:  

 Sharing and discussing the availability and quality of the ECD services 

currently available in the community 

 Identifying the potential benefits and pitfalls of the IECD programme 

 Ranking the importance of ECD-related individuals or groups to 

themselves 

 Looking at the current state of social cohesion within the community and 

discovering the possible impacts of IECD services on building up social 

cohesion.  

 

From above approaches, two qualitative methods were used to collect information: Key 

Informant Interviews (KIIs) and Focus Group Discussions (FGDs).  

Key Informant Interview 

KII is an effective method to collect individual perspectives on the IECD programme. Through 

this approach, informants’ opinions, perspectives and experiences are captured and used to 

explore many issues associated with the programme, one of which is their attitude and level 

of commitment to the implementation of IECD programme. Subjects of KIIs are PMU leaders 

or representatives at provincial level, PMU representatives at district level, PMU 

representatives at commune level (in most cases commune leaders), ECD service providers 

in communes (principals at pre-schools/nurseries and managers of health centres). A total of 

19 KIIs were conducted with a range of representatives from sub-national levels. 

Table 7. Number of KIIs in the baseline  

Informant Dien Bien 

District: Tuan Giao 

Commune: Muong 

Thin 

Kon Tum 

District: Dak Glei 

Commune: Dak Glei 

Gia Lai 

District: Mang Yang 

Commune: Kon 

Chieng 

Provincial IECD PMU 1 3 2 

District IECD PMU 

Leader 
1 2 1 

Commune IECD PMU 

Leader 
1 1 1 

Pre-School/ Nursery 

Principal 
1 1 1 
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Health Centre 

Manager 
1 1 1 

Total 5 8 6 

Focus Group Discussion 

FGD is another necessary data collection instrument used in this study. The FGD method was 

used to collect data from those directly benefiting from the programme, who are households 

living in the project communes. In each province, the research team chose one commune 

where 2 FGDs of 6-8 parents/caregivers were conducted to explore their perception, 

knowledge and actual practices of parenting and ECD. The guide about conducting interviews 

and discussions were attached in the Appendix of Inception Report. 

Table 8. Number of FGDs in the baseline  

Informant Dien Bien 

District: Tuan Giao 

Commune: Muong 

Thin 

Kon Tum 

District: Dak Glei 

Commune: Dak Glei 

Gia Lai 

District: Mang Yang 

Commune: Kon 

Chieng 

Parent/Male caregivers 1 1 1 

Parent/Female 

caregivers 
1 1 1 

Total 2 2 2 

3.3 Data analysis  

Quantitative analysis was performed using STATA. In addition to its well-known capability of 

analysing data, STATA did a great job by offering a package (igrowup_stata) to determine the 

stunting rate among children under 5 (in Indicator 1). To be specific, with built-in reference data 

for height measurement from population, the package calculates z-score for the height for age 

anthropometric indicator. Children whose height-for-age is more than two standard deviations 

below the median of the reference population are considered short for their age and are 

classified as moderately or severely stunted. The package was developed by WHO and can 

be found via this link: https://www.who.int/childgrowth/software/en/. 

Descriptive statistics were used to present the data and findings are presented in tables 

attached with the dataset. Figures and analyses are presented in the Chapter 3 of the report, 

which also addresses and to some extent accounts for the differences between disaggregated 

groups based on location, gender of the household head/ primary caregiver, household wealth 

quintile, educational level of the household head/ primary caregiver, etc. Following MICS 6 

reporting guidelines, indicators with a small number of observations are displayed using the 

following rules: 

 For indicators with fewer than 25 observations: the number of observations will be 

displayed in the table but the percentages should not be calculated or discussed. If a 

https://www.who.int/childgrowth/software/en/
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percentage is based on fewer than 25 unweighted cases for any category of an 

indicator, the category should be kept and ‘(*)’ should be put in place of the 

percentages. 

 For indicators with between 25 and 49 observations, the percentages should be shown 

in parentheses in the table and interpretations will be limited. 

Given that the surveys were implemented in 27 project communes where in each commune, 

only 1-2 preschools and 1 health centres were surveyed, the issue of small number of 

observations is commonly faced. And percentages, if calculated in indicators at the commune 

level, need to be analysed with great caution.  

Qualitative analysis was done using Grounded Theory and a four-step analytical strategy 

derived from Thematic Content Analysis. First, all data collected from KIIs and FGDs were 

transcribed, organized according to pre-determined questions. Second, the data was 

subjected to an open-coding process without prior assumption of any theoretical frameworks. 

Key themes were then distilled and extracted. Third, the research team investigated themes 

identified and made necessary adjustments to refine them, e.g. ‘difficulties of the PMU at the 

commune levels”, “reporting frequency of the PMU” and “family level barriers to ECD 

participation”. Last, data were kept and stored by theme, from which direct quotation was used 

in writing the report.    

Definitions and computation formulas of all 36 indicators can be found in Appendix 4.  

3.4 Methodology Constraints 

Despite the efforts to fully address the needs of a baseline assessment, several factors 

constrained the baseline design. These factors included:  

3.4.1 Cluster sampling versus Simple random sampling 

In this survey, cluster sampling is applied, instead of simple random sampling method for some 

reasons. One of the main reasons is cost efficiency (Heeringa et al., 2004). Simple random 

sampling is relatively difficult and costly to execute in practice with a large population because 

it requires all members of the population to be identified before being independently and 

directly selected from the sampling frame. Therefore, cluster sampling was selected with 

consideration given to the available budget for the survey and its precision requests. 

3.4.2 Absence of a comparison group  

The research team determined to follow the intervention group known as the 27 project 

communes, without a comparison group, throughout the baseline and follow-up surveys. The 

main reason is that intervention group was not randomly selected. Often development projects 

and programmes such as IECD Programme deliberately target the most disadvantaged 

groups. Among 27 communes selected to benefit from IECD Programme, 25 communes are 
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the most disadvantaged and Programme 135 8(P135) communes. Therefore, it is difficult to 

find communes in the comparison group which should be identical to the selected communes 

in the intervention group.  

Besides, the potential communes for the comparison group currently receive some 

development or similar intervention programmes from other organizations due to the poor 

socio-economic status of the locations. Consequently, it would affect the comparability of the 

comparison group with the intervention group when it comes to the credibility of the programme 

impacts at the follow-up surveys.  

Moreover, the finance for the baseline assessment is rather limited so that the budget 

allocation is not sufficient to conduct both comparison and intervention groups in these project 

provinces. As communes in a close proximity with project communes are not to be selected to 

avoid spill-over effects, distant communes with the project ones will be considered to be 

included in the comparison group. However, the travel cost for enumerators or the human 

resources of enumerators for comparison group will add up to the financial burden of the 

currently limited budget. Based on the research team’s financial estimation, the allocation of 

logistics and human resources for implementing the comparison and intervention groups would 

use up most of the budget. 

Therefore, the data was collected only from an intervention group. The argument is that it 

would be difficult to determine and evaluate what would have happened in the absence of the 

intervention. However, given that the programme covers the population in a large area and 

that there are resource constraints in forming an appropriate comparison group and collecting 

data from this group, the alternative option is to focus on the changes of the intervention group. 

The research team would survey the intervention group before and after the intervention. With 

the number of households to be surveyed in 27 communes, 1,080 households, the research 

team would like to apply a longitudinal study design. It means that the research team will take 

repeated data collection methods of the same variables and additional indicators (if applicable 

in the follow-up surveys) from the sample research subjects. In case, children in any one of 

the 1,080 surveyed households grow out of 0-8 age range or they move out of the community, 

those households will no longer be qualified for follow-up surveys and replaced with a new 

household that has children aged 0-8 living in the same community.  In this case, necessary 

adjustments to the sample size and analysis are to be made, as stated in Appendix 2.  

                                                

8 Programme 135: A government-led poverty reduction programme aimed to increase the opportunities 
for poor households to benefit from economic growth, for specific targeted poor household groups and 
regions. The programme addresses a wide range of socio-economic issues targeted in different ways 
via a number of national targeted programmes such as the National Targeted Programme for Poverty 
Reduction, the National Targeted Programme for Rural Water Supply and Sanitation, the National 
Targeted Programme for Vocational Training, the National Targeted Programme for Energy 
Conservation and Efficiency; the National Targeted Programme for Employment; the National Targeted 
Programme for Climate Change; the National Targeted Programme for Prevention and Control of Social 
Evils and the Socio-Economic Development Programme for the Most Vulnerable Communes in Ethnic 
Minority and Mountainous Areas 
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4. FINDINGS 

The baseline assessment was developed to provide information on the overaching theme that 

cover 36 indicators, namely inclusive and quality IECD services used in the community  

for the well-being of children from 0-8 years. The research team explored the insights about 

key themes identified during the study, i.e., the availablility and access to quality ECD 

services for young children as well as the implementation of some baseline activities at 

the beginning of  the IECD programme. These themes are categorized and discussed in 

details in the following sections. 

All the themes and indicators are specified in Appendix 3 and definitions and computation 

formulas of all 36 indicators can be found in Appendix 4.  

4.1 Socio-economic characteristics of households 
and primary caregivers 

This section presents an overview of socio-economic characteristics of households and 

individuals who participated in the baseline surveys. Household characteristics include 

household wealth index while individual characteristics involve gender, ethnicity and education 

of household head and primary caregiver.  

The research team calculated the household asset-based wealth index based on household 

ownership of different kinds of assets9, such as: access to electricity, television, fridge, radio, 

                                                

9 The team followed the principal components approach of Filmer and Pritchett (2001) to compute a wealth index. 

According to this approach, an index is constructed as the first principal component of a vector of assets of 

households such as durables and housing conditions. Filmer and Scott (2008) and Kolenikov et al. (2009) conclude 

that rankings of various measures of welfare, including outcomes for education, health care, fertility, child mortality, 

and the labor market, are very similar the ranking of asset indices. 

The principal component approach defines a wealth index in terms of the first principal component of the variables 

used. The wealth index, denoted by jA , for household j is computed as follows: 

  











 


p

ppj

p

pj
s

xx
aA  (1) 

Where px denotes the asset p, and x  denote a mean of households in the sample. s is a standard deviation of 

asset px , and the p-dimensional vector of weight a is chosen to maximize the sample variance of A, subject to 

12 
p

pa . The weight a is also called the vector of scores of asset variables, which can be estimated using 

principal component analysis. Higher value of the asset index means a higher access to the assets. The asset index 

is standardized to have mean of zero and standard deviation of one.  
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bike, motorbike, car, access to Internet connection, computer, telephone, poultry, bank 

account, access to improved water, access to improved latrine and a house with solid floor, 

solid roof, and solid wall. A household ranking was generated based on this score index, and 

households were divided into five wealth quintiles. However, given that the survey was 

conducted in poorest regions, households in the higher wealth quintiles established within this 

survey should not be considered well-off.  

Across all project sites, 94 per cent of the households had access to electricity, only 18 per 

cent owned a bike. The two most common assets were phone and motorbike, which were 

owned by 86 per cent and 88 per cent of the households, respectively. 

In the total sample of 1080 households surveyed, there are only 13.9 per cent that have female 

household-head. The average household size for the surveyed households in this baseline is 

5.2, which is unsurprisingly higher than the national average, given that sampling included 

higher proportion of ethnic minorities. The average number of children under 8 per household 

is 1.7 children. 

Most of children up to 8 years old surveyed (93 per cent) are taken care of by their biological 

parents. Of which, biological mother makes up around 82 per cent and biological father 

accounts for 11 per cent of the number of primary caregivers, whereas, 5 per cent of the 

number are the child’s grandparents. Women play a primary role in taking care of children in 

the age group of 0-8 and making related decisions, with 88.61 per cent of total primary 

caregivers are female. 

Overall, about 42 per cent of all primary caregivers surveyed have no qualification and only 13 

per cent completed high school or higher (including 6.67 per cent that had finished education 

level higher than high school). 

Primary caregivers from households in the lowest wealth quintile were less likely to complete 

primary school (39 per cent out of 216 primary caregivers) than households in the highest 

wealth quintile (88.3 per cent out of 215 primary caregivers). 79 per cent of the ethnic minority 

primary caregivers were able to speak Vietnamese, meanwhile, Kinh group accounted for 10 

per cent of the ethnicities of all primary caregivers. 

Table 9. Household characteristics 

 

Primary 

caregiver 

can speak 

Vietnamese 

Female 

caregiver 

Female 

household 

head 

Primary 

caregiver 

without 

qualification 

Primary 

caregiver 

completed 

high school 

or higher 

Number of 

households 

Unit  per cent per cent per cent per cent per cent households 

Total 78.6 88.6 13.9 42.1 13.0 1080 

       

By province 

Dien Bien 67.5 75.0 5.6 51.7 14.7 360 

Kon Tum 91.5 96.1 19.7 31.4 14.7 360 

Gia Lai 78.8 94.7 16.4 43.3 9.4 360 

       

By household head's gender 

Male 78.4 87.0   42.5 12.7 930 

Female 79.8 98.7   40.0 14.7 150 
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By household head's ethnicity 

Kinh 100 93.3 24.8 9.5 40.0 105 

Thai 85.6 91.3 6.8 44.1 18.6 161 

H’Mong 54.6 62.7 5.3 56.5 12.0 209 

Gia Rai 83.2 100 16.8 53.8 4.2 119 

Ba Na 75.1 93.1 14.3 46.1 3.7 217 

Xo Dang 94.1 97.0 24.4 32.1 8.9 168 

Gie Trieng 92.8 97.1 11.6 52.2 13.0 69 

Other 96.0 93.8 6.3 6.3 18.8 32 

       

By household head's highest level of education 

Never been to school 71.6 88.4 17.6 63.7 5.8 449 

Primary school 76.6 92.1 9.9 39.8 4.6 264 

Secondary school 91.3 86.4 10.3 20.6 10.3 243 

High school 89.5 88.7 15.1 9.4 50.9 53 

Elementary vocational 

school 
75.0 100 0 25.0 50.0 4 

Secondary vocational 

school 
80.0 87.5 0.0 12.5 62.5 8 

Professional 

secondary 
100 83.3 16.7 5.6 66.7 18 

Vocational college 100 100 0 0 100 3 

College 81.8 71.4 14.3 21.4 57.1 14 

University 83.3 87.5 29.2 12.5 83.3 24 

       

By number of children 0-8 years old per household 

One child 75.1 90.8 14.4 42.4 16.5 521 

Two children 82.4 87.7 14.7 39.5 9.3 430 

Three children 80.2 82.5 9.3 48.5 12.4 97 

Over three children 77.4 84.4 9.4 53.1 6.3 32 

       

By wealth index 

Lowest quintile 73.2 82.4 20.4 61.1 2.3 216 

2nd quintile 67.6 83.0 8.5 51.1 7.6 223 

3rd quintile 81.9 90.1 10.9 45.8 6.1 212 

4th quintile 82.5 94.9 12.2 40.7 8.9 214 

Highest quintile 96.6 93.0 17.7 11.6 40.0 215 

       

By gender of caregiver 

Male 94.8   1.6 28.5 22.8 123 

Female 76.4   15.5 43.9 11.7 957 

       

By highest level of education of the primary caregiver 

Pre-primary or none 57.5 92.3 13.2   455 

Primary school 94.0 88.9 16.2   234 

Secondary school 97.7 86.5 12.0   251 

High school and over 99.0 80.0 15.7   140 

4.2 Effective and responsive care of the young child 
by the primary caregiver, family and community 

4.2.1 Core family care practices 

Caregiver’s support for learning 
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Indicator 2 
Percentage of children receiving early stimulation and responsive care 

from their parents or caregivers 

Early stimulation plays an essential role in children’s brain development during their first few 

years of life. The support in early stimulation will prepare children better for their future learning. 

In the baseline survey, the research team used criteria about “Play” and “Communicate” 

activities as per the UNICEF and WHO guidelines to assess the percentage of children 

receiving early stimulation from their parents or caregivers, which is disaggregated by age 

groups. 

 For the newborn, from birth up to 1 week: (i) Provide ways for the baby to see, hear, 

move arms and legs freely and touch their caregiver. Gently soothe, stroke and hold 

the baby. Skin to skin; (ii) Look into the baby’s eyes and talk to the baby, then let the 

baby see the parents’/caregiver’s face and hear the voice.   

 For the infant, from 1 week up to 6 months: (i) Provide ways for the child to see, hear, 

move freely and touch their parents/caregivers. Slowly move colourful things for the 

child to see and reach for; (ii) Smile and laugh with the child. Talk to the child. Get a 

conversation going by copying the child’s sounds or gestures. 

 For the child, from 6 months up to 9 months: (i) Give the child clean, safe household 

things to handle, bang and drop; (ii) Respond to the child’s sounds and interests. Call 

the child’s name and see the child respond. 

 For the child, from 9 months up to 12 months: (i) Hide a child’s favourite toy under a 

cloth or box. See if the child can find it. Play peek-a-boo; (ii) Tell the child the names of 

things and people. Show the child how to say things with hands, like “bye bye”. 

 For the child, from 12 months up to 2 years: (i) Give the child things to stack up, and to 

put into containers and take out; (ii) Ask the child simple questions. Respond to the 

child’s attempts to talk. Show and talk about nature, pictures and things. 

 For the child, 2 years and older: (i) Help the child count, name and compare things. 

Make simple toys for the child; (ii) Encourage the child to talk and answer the child’s 

questions. Teach the child stories, songs and games. Talk about pictures or books. 
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Figure 6. Percentage of children receiving early stimulation and responsive care from 
their parents or caregivers 

 

Figure 6 shows that more than half of children (59 per cent) living in the project areas received 

early stimulation from their parents or caregivers. Among three project provinces, there is not 

a marked difference. Regarding children’s age groups, the rate for children aged 9-12 months 

and aged 2-4 years both playing and communicating with their parents or caregivers ranks the 

highest in all age groups. For the children aged under 1 week, there is an infant receiving early 

stimulation (100 per cent). It is remarkably noted that the rate for children aged 12 months to 

2 years old who received early stimulation, recorded the lowest, (22 per cent). Kinh and Thai 

children received early stimulation the most, in comparison with children from other ethnic 

minority groups because Kinh and Thai households are usually in the richest wealth index 

quintile and higher educational levels. Among 3 children aged 0-4 from interviewed Nung 

households, 2 children both played and communicated. However, the sample size of these 

ethnic minority groups is rather small so that the research team put them into “Other ethnic 

group” for the convenient assessment. Children living in the households with higher living 

standards and having primary caregivers at a higher educational level tend to receive more 

early stimulation, especially in term of the richest group and households with primary 
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caregivers’ educational level being high school and over. In addition, when primary caregivers 

are grandparents, children will have more chances to play and communicate, compared to the 

primary caregivers being natural mother or natural father. Besides, there is a case of 1-year 

Gia Rai child who lives with their adopted parents and receives early stimulation (100 per cent). 

The low rate of children receiving early stimulation in project communes poses a huge 

challenge to the IECD Programme, in case of its goal achievement.  

Indicator 22 

Percentage of parents/caregivers in project locations who engaged 

with their children aged 0-4 years (under 5) in activities to promote 

responsive care including early stimulation 

The survey results show that 58 per cent of parents or primary caregivers performed activities 

including early stimulation, which are suitable for children aged 0-4 years (Figure 7). Among 

related early stimulation activities, 59 per cent of respondents reported that they played with 

their children while 92 per cent practiced communication exercises with their children. In the 

three project provinces, Gia Lai has the highest percentage of parents practicing early 

stimulation activities, (60 per cent). Among ethnic groups, the rate of Kinh and Thai parents 

engaged in these activities was double that of parents in ethnic groups such as Gie Trieng and 

H’Mong. Those parents belonging to “Other ethnic group” include 2 Tay people, 4 Muong 

people, 2 Nung people, 1 Dao person, 1 Ede person, 1 Co person, 2 Hre people and 1 Bru 

Van Kieu person. In which, 1 out of 2 Hre parents practised early stimulation activities. One 

Hre parent and one Bru Van Kieu primary caregiver were not engaged in these activities. Other 

parents or primary caregivers in “Other ethnic group” did.  

The proportion of parents or primary caregivers who practice early interaction with 0-4-year-

old children increases when the educational level is higher. Specifically, when the parent or 

primary caregiver did not complete primary school, only 53 per cent of them were engaged in 

practicing play and communication activities with their children which was lower than the 

average figure of the three project provinces. Meanwhile, when parents’ or primary caregivers’ 

educational level was at high school or higher, the rate was 81 per cent. By wealth index 

quintiles, parents or primary caregivers from the richest quintile (76 per cent) were the most 

engaged in early stimulation activities while those from the 2nd quintile (46 percent) and the 

poorest quintile (47 per cent) was the least engaged. To some extents, this difference could 

be explained by the fact that parents from poor households spend most of their time farming 

in the field or going to work far away and consequently, they spent less time than non-poor 

parents did for interacting with children. 

 

 From 5 am in the early morning, I have to wake up and go to work. While my 

children are still sleeping, the mother has gone. Until 11.30am, I come back. 

However, after having lunch, I go to work again. I have no time for my children...  

Female FGD in Kon Chieng commune, Mang Yang district, Gia Lai province.  

“ 
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Figure 7. Percentage of parents/caregivers in project locations who engaged with their 
children aged 0-4 years (under 5) in activities to promote responsive care including 

early stimulation  

  

Child development 

Indicator 18 
Percentage of children aged 0-3 years in project locations received age-

appropriate nutrition and early stimulation/learning from parents/ 

primary caregivers 
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Figure 8. Percentage of children aged 0-3 years in project locations received age-

appropriate nutrition and early stimulation/learning from parents/caregivers 

 

A fundamental part of Sustainable Development Goal 4.2.1 is the universal access to quality 

ECD and care among young children. Research from diverse settings, including that in low 

and middle income countries, have provided evidence of the positive impact of interventions 

to promote play, stimulation, early communication and responsive feeding can have on the 

child’s maximal development of brain and neuro system (Nelson, de Haan, and Thomas 2006; 

Gladstone et al., 2018). Inappropriate nutrition and lack of stimulation in the first years of life 

could lead to dramatic abnormalities in brain development (Shonkoff and Phillips, 2000). Black 

et al., (2016) estimated the risk of being permanently stunted by malnutrition and the lack of 

early learning opportunities through early stimulation would threat the development potential 

and lifelong health of 43% children under 5 in low- and middle-income countries. Single-sector 

interventions which represent either ECD or nutrition have contributed to positive child 
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development and/or nutrition status, however the development and testing of integrated 

interventions are currently advocated (Hurley, Yousafzai and Lopez-Boo, 2016).   

Figure 8 presents information on the percentage of children aged 0-3 who received age-

appropriate nutrition and early stimulation from their parent or primary caregiver. For the 

newborn, from birth up to 1 week old and the infants from 1 week to 6 months old, exclusively 

breastfeeding is an appropriate diet, while for the children aged 6 months and older, both 

breastfeeding and receiving other food are considered to be proper. Early stimulation practices 

were evaluated according to WHO/UNICEF standards. The survey results show that 7.3 per 

cent of children aged 0-35 months received both age-appropriate nutrition and early stimulation 

from their parents or primary caregivers. Comparing three project provinces, the research team 

found there was no difference. By wealth index quintiles, the gap between the richest quintile 

(16 per cent) and the poorest quintile (2.6 percent) was remarkable. This means that children 

from richer wealth index quintile households were more likely to receive age-appropriate 

nutrition and be engaged with early stimulation activities by their parents or primary caregivers, 

in comparison with those from poor ones.  

Besides, age-appropriate nutrition and early stimulation practices were more prevalent in Kinh 

group (18.2 per cent) than Thai, H’Mong, Gia Rai, Ba Na and Gie Trieng groups (less than 8 

per cent). The research team noted the case “Other ethnic groups” when the proportion of the 

households in this group got 28.6 per cent. Though it was higher than Kinh households, the 

sample size of this group is so small (2 Muong households, 2 Nung households, 1 Bru Van 

Kieu household, 1 Dao household and 1 Tay household) that it would not represent that these 

households have more age-appropriate nutrition and early stimulation practices than Kinh and 

other ethnic groups. In addition, this proportion increased by parents or primary caregivers’ 

education higher levels such as high school (14 per cent), comparing to the proportion of 

primary caregiver without completing their primary education or having no education (5 per 

cent). Generally, the low percentage of children receiving age-appropriate nutrition and early 

stimulation from parents/caregivers in project communes posed huge challenges to the 

achievement of goal projects in 2021. 

Indicator 20 
Percentage of children aged 36-59 months in project locations on track 

in at least three of four developmental domains (MICS IECD Index: 

Literacy-numeracy, physical, social-emotional and learning) 

One of the main focuses of the IECD programme is the development of children. This is a 

continuous process, in which children learn to move, think, speak, feel and communicate to 

others. Vital domains of a child’s overall development include physical growth, literacy and 

numeracy skills, socio-emotional development, and readiness to learn. In the baseline, the 

research team used a module of four key questions to explore the developmental status of 

children aged 36-59 months. These questions are based on the module in the MICS to 

determine whether children are developmentally on track in four domains: 

 Literacy-numeracy: Children are identified as being developmentally on track based on 

whether they can identify/name at least 10 letters of the alphabet, can read at least four 

simple, popular words, and know the name and recognize the symbols of all numbers 
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from one to ten. If at least two of these criteria are met, the child is considered 

developmentally on track.   

 Physical: If the child can pick up a small object with two fingers, like a stick or a rock 

from the ground and/or the child is not sometimes too sick to play, then the child is 

regarded as being developmentally on track in the physical domain.  

 Social-emotional: Children are considered to be developmentally on track if two of the 

following criteria are met: (i) the child gets along well with other children; (ii) the child 

does not kick, bite or hit other children and (iii) the child does not get easily distracted. 

 Learning: If the child follows simple directions on how to do something correctly and/or 

when given something to do, the child is able to do it independently, the the child is 

considered to be developmentally on track in this domain.   

Figure 9 shows that 74 per cent of children aged 36-59 months in the three project provinces 

were developmentally on track. In the three project provinces, Dien Bien had the highest 

proportion of children being developmentally on track, at least three of the four domains (79 

per cent), while no significant difference was observed between Kon Tum (69 per cent) and 

Gia Lai (72 per cent). Regarding four domains of child development, the survey results find 

that 26 per cent of children were on track in the literacy-numeracy domain, but more so in the 

physical (96 per cent), social-emotional (80 per cent) and learning (91 per cent) domains. 

Similarly, in each province, the proportion of children on track in the literacy-numeracy domain 

was lower than in other domains. Early learning activities could take place not only in the school 

setting but also at home setting. The low proportion of children able to perform activities that 

require literacy-numeracy skill could be attributed to the absence or lack of study materials at 

home, for example children books at home (as illustrated later in Indicator 27) 

Figure 9. Percentage of children on track in at least 3 of 4 developmental domains by 
province 

 

Among ethnic groups, the survey results (Figure 10) show no significant difference in the 

percentage of children aged 36-59 months on track in at least 3 out of 4 developmental 

domains (over 60 per cent), except for the Gie Trieng group with the lowest record (48 per 

cent). Likewise, the proportion of children in Gie Trieng households on track in each 
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developmental domain also falls in the lowest or the second-lowest group. Notably, in the 

literacy-numeracy domain, the proportion of children on track in surveyed Gia Rai households 

was only 13 per cent, a 24-percentage-point gap compared to children in surveyed Kinh 

households. 

Figure 10. Percentage of children on track in at least 3 of 4 developmental domains by 
ethnicity  

 

Figure 11. Percentage of children on track in at least 3 of 4 developmental domains by 
child gender, wealth index quintiles and primary caregivers’ education level  
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Figure 11 displays no significant difference in the percentage of children on track in at least 3 

of 4 developmental domains was observed by children’s gender (73 per cent versus 75 per 

cent). By wealth index quintiles, the proportion of children in the poorest households on track 

(70 per cent) is lower than those in the richest households (84 per cent). Among other wealth 

index quintiles, there was no remarkable difference. However, a noticeable difference is found 

between children with primary caregivers’ education level being at highschool and higher and 

those with primary caregivers not completing any education level (83 per cent versus 69 per 

cent). 

Exposure to books and playing things 

Indicator 27 
Percentage of households having children aged 0-8 years in the project 

locations who have learning materials (children’s books and 

playthings) at home 

Exposure to learning materials including books and toys is considered to provide a foundation 

for developing children’s literacy skills. At the same time, the possession of books and toys in 

the households will also enable children to have more opportunities to explore, learn as well 

as prepare for later school performance. In the baseline survey, their parents or primary 

caregiver were asked if they had children's books, picture books and toys available at home. 

Play things are not limited to toys purchased from a store, but also include homemade toys 

such as bottles, jars, etc., or objects and materials found outside the home (animal shells, 

leaves ...) which are used by children to feel, touch, pick and name. 

Figure 12. Percentage of households having children aged 0-8 years in the project 
locations who have learning materials at home, by province  

  

The results show that 46.3 per cent of surveyed households with the children at aged 0-8 year 

olds have learning materials at home, including children's books and toys (Figure 12). Among 

the three project provinces, Dien Bien recorded a lower percentage of households with learning 

materials (40 per cent) than Kon Tum (50.6 per cent) and Gia Lai (48.3 per cent). Books are 

considered to play an important role in later learning and children's intelligence quotient. 
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Exposure to books in early years will improve children’s literacy skills. More than 38 per cent 

of households had playthings for children while only 21 per cent of households had children 

books available. 

The ownership of learning materials in surveyed households may depend on their economic 

condition and educational level of the household head and primary caregiver. Interestingly, 

59.4 per cent of Gie Trieng households and 47.1 per cent of Gia Rai households had learning 

materials at home (Figure 13). However, in terms of book availability, the percentage of 

households from two ethnic groups, Gie Trieng and Gia Rai, recorded the lowest among the 

surveyed ethnic groups. Meanwhile, 55.2 per cent of Kinh households had children’s books at 

home, ranking the first among ethnic groups surveyed, which was more than 47 percentage 

points from Gia Rai group (an ethnic group with high poverty rate, over 60 per cent10 and 

literacy rate under 80 per cent11). 

Figure 13. Percentage of households having children aged 0-8 years in the project 
locations who have learning materials at home, by ethnicity 

 

                                                

10 54 Ethnic Groups – Why different, MDRI, 2018 
11 Report on 53 Ethnic Groups – UNDP, CEMA 
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Figure 14. Percentage of households having children aged 0-8 years in the project 
locations who have learning materials at home, by number of children in households, 

wealth index and primary caregivers’ education level 

 

Figure 14 shows that 78 per cent of households in the richest quintiles in project areas had 

both play things and children’s books for children aged 0-8 years while 28 per cent of the 

poorest households did. This significant difference is also presented when it comes to primary 

caregivers’ education level. Accordingly, children who had primary caregivers with the 

education level of at high school or higher were better exposed to learning materials (71 per 

cent) than those having  primary caregivers who did not complete primary education (31 per 

cent). Besides, the number of children aged 0-8 in the household could also affect the 

possession of children’s books and play things at home. Specifically, 50 per cent of the 

households that have one child aged 0-8 had learning materials while this rate would decrease 

when the number of children in the household increased. Then, with 1-2 children, households 

would be equipped with more learning materials for them.  
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Child discipline is an integral part of child rearing in all cultures because children learn to have 

acceptable behaviour as well as self-control. Although discipline is essential for children, 

viewpoints of teaching children is different in practice. The research team interviewed parents 

or caregivers of children aged 0-8 in the three project provinces, whether children should be 

disciplined by violent practices or not. 

As shown in Figure 15, 28 per cent of parents or primary caregivers advocated that children 

should not be disciplined by any physical and psychological disciplinary practices. Specifically, 

these parents supposed that non-violent disciplinary practices should be used to teach children 

acceptable behaviour or adjust children's behaviour such as not allowing the child to leave the 

house or using explanations or assigning them to do something so that they would be 

distracted and stop their misbehaviour. In which, 27 percent of natural mothers, 28 per cent of 

natural fathers, 32 per cent of grandparents and 35 per cent of other parents (aunt, uncle, 

relatives ...) supported this viewpoint. In addition, there was one case where adoptive parents 

agreed that children should not be punished by violent disciplinary practices. 31 per cent of 

parents in Dien Bien believed that children should not be punished in the form of violence, 

ranking the highest in the three project provinces. By household heads’ ethnicity, the proportion 

of surveyed Thai and H’Mong households agreeing with the views reached 37 per cent and 27 

per cent respectively, standing the second and third after Kinh group (45 per cent). Meanwhile, 

the percentage of Gie Trieng households supporting non-violent discipline recorded the lowest 

among surveyed ethnic groups, 14 per cent. Moreover, the survey results show that primary 

caregivers’ education level is also correlated with the viewpoint. Then, 50 per cent of 

interviewees with a high school degree or above favors the view of disciplining children in non-

violent practice. Additionally, there is no significant difference between the percentage of 

parents or primary caregivers with lower secondary education and no degree. 

 […] Love my children as I love myself. 

Male FGD at Dak Glei town, Dak Glei district, Kon Tum province.  

“ 
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Figure 15. Percentage of parents or caregivers of children aged 0-8 in project 
locations who believed that responsive and non-violent parenting is their best for their 

children 

 

Indicator 19 
Percentage of parents/primary caregivers of children aged 0-8 years in 

project locations who practise non-violent discipline and responsive 

parenting 
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percentage also recorded relatively low in Kon Tum (5 per cent) and Gia Lai (6 per cent), while 

Dien Bien had a higher rate, reaching 22 per cent (Figure 16). Interestingly, the proportion of 

Thai and H'Mong households practicing non-violent discipline is quite high, at 19 per cent and 

23 per cent, respectively, standing in the top 2 among surveyed ethnic groups. In addition, due 

to a comparatively small size of other ethnic groups (32 households), the research team 

categorized into “Other ethnic group” for evaluation purpose. The group includes households 

from Tay (6 households), Muong (6 households), Nung (5 households), Dao (1 household), 

Ede (1 household), San Chay (5 households), Hre (5 households), Bru Van Kieu (1 household), 

Tho (1 household) and Co (1 household). In which, 1 Tay household, 2 Muong households, 2 

Nung households and 1 San Chay household applied non-violent disciplinary practices for their 

children. Though the proportion of these parents and primary caregivers in “Other ethnic group” 

is relatively high, 19 per cent, a gap of 8 percentage points with Kinh group, the sample size 

is not big enough to represent those above mentioned ethnic groups. 

Figure 16. Percentage of parents/primary caregivers practiced non-violent discipline 
and responsive parenting 
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Figure 17. Violent disciplinary practices against children 

 

For violent discipline, 86 per cent of parents or primary caretakers or adults in the home used 

at least one psychological aggression or physical punishment type against children aged 0-8 

years within one month prior to the survey12 (Figure 17). While 73 per cent of the households 

applied physical punishment to their children, almost 70 per cent of households sanctioned 

their children with psychological pressure. The most commonly used practice of physical 

punishment is to spank, hit or slap the child on the bottom with bare hand (61 per cent), hit or 

slap the child on the hand, arm, or leg (44 per cent) and hit the child on the bottom or elsewhere 

on the body with something like a belt, hairbrush, stick or other hard objects (24 per cent). The 

most serious forms of physical punishment (hitting the child hard and repeatedly) are generally 

not used, with 4.5 per cent. In addition, parents or caregivers did shout, yell at or scream at 

the child (61 per cent) more than the practice of calling the child dumb, lazy or any other names 

similar to that (41 per cent). 

Maternal health history 

Indicator 6 
Number of pregnant women who receive iron and folic acid 

supplementation 

                                                

12 It is noted that 3.33 per cent of parents/primary caregivers/adults did not used any punishment practice against 
children in one month prior to the survey, because children did not make any mistake or do something wrong. 
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Figure 18. Number of pregnant women who receive iron and folic acid 

supplementation 

 

Nutritional supplements such as iron or folic acid supplementation help to improve the 

nutritional status and health of mothers and children. Figure 18 shows the number of pregnant 

women who received micronutrient supplementation within one month prior to the survey. The 

results showed that among 67 surveyed pregnant women, only 18 people took iron and folic 

acid supplements and 49 did not. Due to the difference in the number of pregnant women 

surveyed in three project provinces, there is also a difference in the statistical result of pregnant 

women who received and did not receive iron and folic acid supplements. In addition, none of 

the surveyed pregnant women took multiple micronutrient supplementation. 

Indicator 23 
Percentage of women aged 15-49 years with a live birth in the last 2 

years in project locations who were attended by skilled health 

personnel during their most recent live birth. 

Most maternal deaths and neo-natal deaths occur during delivery or immediate post-partum 

period. Therefore, in order to ensure safe motherhood and new-borns’ health, the support of a 

trained health worker with midwifery skills during birth delivery is required. There are several 

targets of the Sustainable Development Goals by 2030 related to maternal and child health, 

such as reduction of maternal mortality and neo-natal mortality. Therefore, it is necessary to 

monitor the indicator related to birth delivery attended by skilled health personnel (i.e. doctors, 

nurses, midwives). In this survey, the research team interviewed women who had live births in 

two years preceding the survey. 
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Figure 19. Percentage of women aged 15-49 years with a live birth in project locations 
who were attended by skilled health personnel during their most recent live birth 

 

The survey results found that 57 per cent of live births in the past two years were attended by 

skilled health workers (Figure 19). This proportion was the lowest in Dien Bien (40 per cent), 

while Kon Tum and Gia Lai recorded 68 per cent and 65 per cent, respectively. Between Kinh 

women (the highest proportion, 100 per cent) and H Mong (the lowest proportion, 23 per cent), 

there was a gap of 77 percentage points. The sample size of “Other ethnic group” was rather 

small, including 1 Tay woman, 1 Muong woman, 1 Nung woman and 1 Dao woman. All of them 

were attended by skilled attendants. Women in the poorest group have less chances of being 

attended by skilled health workers. Among the respondents, 41.2 per cent of mothers, who 

gave live births in the two years preceding the survey, received doctor’s assistance and 29.5 

per cent of those was assisted by a nurse or midwife (Figure 20). In addition, the proportion of 

women assisted by a relative/friend was relatively high, nearly 30 per cent; about 9.3 per cent 

was attended by traditional birth attendants and nearly 1 per cent had a community health 

worker at delivery. Due to the traditions of some ethnic groups such as H’Mong and Ba Na, 

most of these women are assisted by traditional midwives, who did not receive training but 

have accumulated their knowledge and experience through birth attendance practices in many 

years. 
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Figure 20. Types of person assisting at delivery 

 

Box 1. Ba Na Women - Give birth at home 

The results of both male and female FGDs indicate that most Ba Na women had deliveries supported 

by tradditional midwives who were experienced but did not receive any training. All said that if normal 

labour was easy, it would be done at home and assisted by tradditional midwives. Although both male 

and female participants shared that though they received advice about deliveries in a medical facility 

for safety reasons, they thought "If it is easy to deliver so (we) ask for those tradditional midwives’ 

assistance. In case of serious situations, we will transfer to the facilities (outside the village)" and 

"While people are waiting around, old women and traditional birth attendants assist with their past 

experience". Male participants in FGDs said that their wives or other women in the village will only 

seek a skilled health worker, or transfer to a district or provincial hospital if an emergency arises or 

the labour is prolonged. Even in a male FGD, a participant said that there were some cases where 

deaths occurred during childbirth in their locations. 

Source: Baseline Survey – MDRI, 2018 

 

Indicator 24 
Percentage of women aged 15-49 years with a live birth in the last 2 

years in project locations who were attended at least four times by any 

provider during their last pregnancy that led to a live birth  

Antenatal care is an integral part of the primary care of mothers’ health during pregnancy and 

childbirth. Providing antenatal care is one of the key measures to reduce maternal and infant 

deaths. In Viet Nam, pregnant women are recommended to attend antenatal visits at least 3 

times: in the first 3 months, in the next 3 months and the last 3 months. The research team 

used the standard of “at least 4 antenatal visits” in the Multiple Indicator Cluster Surveys 

(MICS) under the Global MICS Survey Programme, coordinated by General Statistics Office 

(GSO) and the United Nations Children's Fund (UNICEF). 

1%

9%

34%

30%

41%

Community health worker

Traditional birth attendant

Relative/Friend

Nurse/Midwife

Doctor



 

 WRITE HEADER TEXT FOR EVEN PAGES 

 

40 

 

Figure 21. Percentage of women aged 15-49 years with a live birth in the last 2 years in 
project locations who were attended during their last pregnancy that led to a live birth 

(by province and education level) 

 

Figure 21 shows the percentage of women aged 15-49 who received antenatal care during the 

most recent pregnancy within the two years preceding the survey. Of 376 interviewed women, 

80 per cent of women attended at least one antenatal visit and 21 per cent of women had at 

least four antenatal visits. It is noteworthy that 20 per cent of interviewed women have never 

had any antenatal care visit. Among three project provinces, Kon Tum had the highest rate of 

women attending at least 1 antenatal visit, 90 per cent, but the proportion of women attending 

at least four antenatal visits was highest in Gia Lai, reaching 30 per cent. Meanwhile, Dien 

Bien had a higher rate of women not attending antenatal visits than the other two provinces, 

31 per cent. The antenatal care coverage is closely correlated with women’s education level, 

91 per cent of mothers with upper secondary education and above, decreasing to 81 per cent 

of mothers with primary education and 67 per cent of mothers without education. Likewise, 

women in rich families had a higher antenatal care attendance rate than those in poor families 

(Figure 22). Comparing ethnic groups in the baseline, Kinh women had the highest frequency 

of antenatal visits, at least one visit (100 per cent) and at least four visits (87 per cent). Thai, 

Gia Rai, Xo Dang and Gie Trieng groups also recorded a relatively high rate of women 

receiving at least one antenatal care visit, over 80 per cent, while H’Mong and Ba Na women 

had the lowest and the second-lowest frequency of antenatal care visits. Though “Other ethnic 

groups” witnessed the percentage of at least one antenatal visit and at least four antenatal 

visits as high as Kinh group, their sample size is so small (1 Tay household, 1 Muong 

household, 1 Nung household and 1 Dao household) that it does not represent that these 

ethnic groups have higher antenatal care attendance than the above mentioned ethnic groups.  
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Figure 22. Percentage of women aged 15-49 years with a live birth in the last 2 years in 
project locations who were attended during their last pregnancy that led to a live birth 

(by ethnicity) 

 

Box 2. Ethnic minority women attend antenatal visits but not on a regular basis  

The discussion results from both male and female FGDs showed that almost all ethnic minority 

women attended antenatal visits, but not on a regular basis. Gie Trieng man in FGD in Kon Tum said 

that “(I) fetched my wife to check in a clinic, to check if the baby is well”. In female FGD in Gia Lai, 

both Ba Na and Thai women informed that they attended antenatal visits, “I went to check. Every 3 

months, I did. Then, I got injected.” However, Ba Na women stated that, though commune health staff 

brought reminder notes to them, due to negligence, or busy working far away, these women did not 

remember the schedule of antenatal visits as timely as Kinh women. Meanwhile, Thai women in Gia 

Lai shared that they went to get an ultrasound and check-up at a private clinic.  

Source: Baseline Survey - MDRI, 2018 

 

Indicator 25 
Proportion of births in project locations that were delivered at a health 

facility 

Giving birth at a health facility is one of the important factors that could reduce health risks of 

mothers and children. Figure 23 shows the percentage distribution of women aged 15-49 who 

gave birth in the two years preceding the survey at the health facility. In this survey, the 

definition of health facility is based on the MICS, which means commune health centres, 

maternity houses, district hospital/or at higher levels or private health facilities. According to 

the survey results, 57 per cent of the births was delivered at a health facility, with a remarkable 

difference between three project provinces. Dien Bien had the lowest proportion of births in the 

three provinces, 38 per cent, which is nearly half of that in Kon Tum (70 per cent) and Gia Lai 

(66 per cent). Among ethnic groups, there are also differences when Kinh, Thai, Gia Rai and 

Gie Trieng women have delivered at health facilities (more than 80 per cent), while H Mong 

and Ba Na groups have had births delivered at home (over 40 per cent). This difference can 
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be partly explained by the customs of these ethnic groups. For instance, both Ba Na and H 

Mong women have their customs of giving birth at home with the support of a traditional birth 

attendant or a traditional healer (usually an older woman) and encounter psychological barriers 

such as feeling embarrassed in direct contact with other people. Therefore, it would be 

reluctant for them to go to a health facility for delivery. "Ba Na people do not give birth at health 

centres but usually deliver at home. In case of difficulties, they will come to the health centre, 

but if it could not be handled at the health centre, they will be transferred to hospitals at higher 

levels." (Health centre manager at Kon Chieng commune, Mang Yang district, Gia Lai 

province). In addition, the lack of transportation means would also affect the proportion of 

delivery at health facilities in some ethnic groups. "Kinh people have their means of 

transportation to go. In our place, there is no means of transportation so walking (to health 

facilities) is hard.” (Female FGD at Kon Chieng commune, Mang Yang district, Gia Lai 

province). "(We have to) go on soil roads, a distance of 7-8 kilometres. On rainy seasons, it is 

difficult to go " (Male FGD at Muong Thin commune, Tuan Giao district, Dien Bien province). 

Figure 23. Proportion of births in project locations that were delivered at a health 
facility 
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Kinh women deliver at health center and district hospital. For Ba Na women, if it is 

easy, they give birth at home; if it is difficult, they will go to hospital. 

Female FDG at Kon Chieng commune, Mang Yang district, Gia Lai province.  

“ 

(Thai women) Give birth at health center or at district hospital. […] (Hmong 
women), there are still some deliveries at home. 

Male FGD at Muong Thin commune, Tuan Giao district, Dien Bien province.  
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Indicator 28 
Percentage of parents and caregivers of children aged 0-8 years in 

project locations receiving ECD related communication materials 

Access to media materials can help parents and primary caregivers learn more information 

about ECD, as well as support for the care and feeding process. In this survey, the team 

investigated whether parents of children aged 0-8 in the project area received media materials 

or learned their own information about ECD. This information was collected to assess the 

primary care provider's access to early childhood development information. 

Figure 24. Receipt of ECD related communication materials 

 

The survey results (Figure 24) show that among 1080 interviewed households, only 22.8 per 

cent of parents or primary caregivers of children aged 0-8 year accessed information about 

ECD. Among three project provinces, there is no significant difference between Dien Bien (19.7 

per cent) and Gia Lai (21.1 per cent), while Kon Tum recorded 27.5 per cent of parents or 

primary caregivers receiving information related to ECD. However, by wealth index quintiles, 

there is a noticeable gap between the poorest household group (8.8 per cent) and the richest 

household group (51.2 per cent), more than 40 percentage points. This can be explained by 
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the fact that the richer households have more access to information than the poorer 

households. Similarly, the households, in which primary caregivers have a higher education 

level, tend to access more information. Among ethnic groups, Kinh households (50.5 per cent) 

are more likely to be aware of ECD related communication materials than other ethnic minority 

groups (under 32 per cent). Besides, the research team also assessed “Other ethnic groups” 

as the sample size of this group is relatively small (32 households). These households come 

from ethnic groups: Tay (6 households), Muong (6 households), Nung (5 households), Dao (1 

household), Ede (1 household), San Chay (5 households), Hre (5 households), Bru Van Kieu 

(1 household), Tho (1 household) and Co (1 household). In which, only 12 households (Tay, 

Muong, Dao, San Chau, Hre and Co) accessed ECD related communication materials. 

The ownership of items such as radio/cassette, computer, Internet, telephone and access to 

ward loudspeaker could also affect households’ access to information. The survey indicates 

that Kinh households owned more durable goods, including the above-mentioned items, more 

than other ethnic minority households. When it comes to information sources, service providers 

were most likely to be approached by parents or primary caregivers (96.5 per cent). 

Specifically, service providers include doctors at health centre/hospital, commune and village 

health staff, teachers in nursery/kindergarten/primary schools and other commune/village 

staffs. The second most popular source of information is media (38.2 per cent), followed by 

relatives or friends (37.1 per cent) and reading materials (15.1 per cent). The mass media 

includes Internet, television, radio and ward loudspeaker systems. 

Box 3. Health staff and TV are among the most popular sources of information  

In both discussion groups with male and female participants, health staff and TV are among the most 

popular sources of information which parents would like to consult. In female FGDs, when mothers 

need to seek information about childcare, they stated “(We) come to ask health staff” and also shared 

“(We) also watch TV”. Besides, they shared that they do not read newspapers due to two main 

reasons: (i) they are busy working in the field and (ii) some of they cannot read properly. In male 

FGDs, “Apart from my experience, I watch TV. Though there is a ward loudspeaker system, I have 

not heard its broadcasting. It has been installed for 6 years.” Telephone is not used for checking 

information as they are not connected with Internet. Instead, parents would like to use phone to call 

their relatives or acquaintances in case they need some advice.  

Source: Baseline Survey - MDRI, 2018 

 

Indicator 29 
Percentage of parents and caregivers of children aged 0-8 years who 

know and can list the benefits of all areas of IECD and know where to 

find supports 

In addition, the research team evaluated whether parents or primary caregivers know the 

benefits of IECD, by listing the benefits of all areas and the place to seek supports on IECD 

services. The benefits of IECD are categorized into seven main groups: (i) age-appropriate 

medical care for children; (ii) age-appropriate nutrition for children; (iii) clean water and 

hygienic latrines; (iv) integrated education about physical activities, communication and social-

emotion; (v) child protection from physical and mental abuse; (vi) support children in difficult 

circumstances and (vii) health care for pregnant women.  



 

 

 

45 

 

 

 

The survey results show that just 15 per cent of interviewed parents or primary caregivers in 

three provinces could list the benefits of IECD and know where to find supports (Figure 25). 

Among three project provinces, there is no huge difference in the percentage of parents or 

primary caregivers who know the benefits, who and where to access these services. Notably, 

there is a marked correlation with wealth index quintiles and primary caregivers' education 

level, respectively. By wealth index quintiles, 5 per cent of the poorest groups could list the 

benefits and find supports, then it increased in other groups, up to 27 per cent in the richest 

groups. Likewise, this rate also tends to increase by primary caregivers’ education level. 

Specifically, with primary education or lower, only 8 per cent of parents or primary caregivers 

could list the benefits and find supports, while with secondary education, high school and 

higher, this rate reached 22 per cent and 36 per cent, respectively. In addition, a difference 

also exists between surveyed ethnic groups in terms of listing the benefits and knowing where 

to find supports of IECD services. Gia Rai and Kinh groups recorded over 25 per cent. 

Meanwhile, Thai, H’Mong, Ba Na and Gie Trieng groups got lower rates, under 20 per cent. 

Interestingly, Gia Rai group achieved the highest, 34 per cent, more 9 percentage points than 

Kinh group, while Ba Na group got the lowest (6 per cent). The gap among the above 

mentioned ethnic groups can be explained by the differences in households’ wealth, education 

level and Vietnamese fluency. 

(I watched) cooking programs to cook for my children. (I watched) “De con duoc 
om” program, which advises to use vacines properly, not to overuse, not to make 
children eat too much, to prevent obesity. 

Male FGD at Dak Glei town, Dak Glei district, Kon Tum.  

“ 
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Figure 25. List the benefits of all areas in IECD and know where to find supports 

 

 

 

Indicator 30 
Percentage of parents/caregivers who believe that all children at the 

right age, regardless of background and abilities, should receive IECD 

services, equally 

In the baseline assessment, the research team went to explore parents and primary caregivers’ 

belief about all children’s age-appropriate and equal access to IECD services, regardless of 

their background and abilities. This viewpoint is closely linked to one of the key goals of the 

IECD programme that UNICEF hopes to achieve, ensuring that children have equitable access 

to essential quality health, nutrition, protection and early learning services that address their 

developmental needs. Therefore, parents’ or primary caregivers’ beliefs will be evaluated 

based on their IECD practices with their children. If a child is fully involved in activities such as 
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[…] The main limitation lies in the remote areas. For instance, they could not 

understand Vietnamese.[…] Women in remote areas are poor. They are too busy 

doing in the field to take care of their children. 

KII with a staff at Dak Glei district health center, Kon Tum province.  
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periodic health checks, age-appropriate vaccination, adequate nutrition as guided by a doctor 

or health care provider, enrolment at the right age, it will reflect that parents or primary 

caregivers believe that children should have equally access to IECD services at the right age, 

regardless of their background and abilities. However, in case parents or primary caregivers 

did not let their children participate in at least one of the above listed activities, with objective 

reasons, the research team evaluates that those parents supported the mentioned viewpoint. 

Figure 26. Belief about children’s equal access to IECD services at the right age 

 

Figure 26 shows the survey results of parents or caregivers' belief that all children should 

receive IECD services at the right age and equally. In which, 93 per cent of parents supported 

the belief and 7 per cent of parents did not enable their children to access IECD services. Dien 

Bien recorded 91 per cent of parents supporting the belief, which is 3 percentage points lower 

than Kon Tum (94 per cent) and Gia Lai (94 per cent). Between the poorest group (96 per cent) 

and the richest group (88 per cent), there was no significant difference in the percentage of 

parents or primary caregivers supporting the belief. Likewise, there was also no marked 

disparity in term of primary caregivers’ education level, between high school and higher and 

no education. The survey result remarked the main reason for children not being involved in 

at least one IECD service is that their primary caregivers were too busy to take their children 

to get vaccinated timely or to let their children enrol at the right age or to get appropriate 

nutrition guided by a doctor or a health staff. 
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4.2.2 Physical environment and well-being of 
children 

WASH facilities 

Clean water, basic toilets and good hygiene practices are essential for the survival and 

development of children, yet many in Viet Nam are still at risk from water and sanitation-related 

diseases. The baseline evaluation assessed the availability and quality of water and sanitation 

facilities within the area of the communes, focusing on households and local ECD centres such 

as preschools or commune health centres.  

Indicator 3 Proportion of the population having an improved sanitation facility 

Following international standards, improved toilet facilities include flush/pour flush to piped 

sewer system or septic tank; flush/pour flush to pit latrine; biogas; direct double dry pit toilet 

and ventilated improved pit latrine.  

Figure 27. Proportion of the population having an improved sanitation facility 
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Figure 27.c 

As shown in Figure 27-a, 27.2 per cent had access to an improved sanitation facility and the 

remaining 72.8 per cent had either unimproved sanitation facility or no facility/ bush/ field. Dien 

Bien recorded the highest percentage of households having improved sanitation facility, at 

35.7 per cent while the percentage for Kon Tum was less than that at 28.9 per cent although 

the province had the largest percentage of households having sanitation facility. Gia Lai stood 

lowest in the chart in terms of proportion of households having access to sanitation facility and 

more importantly access to improved sanitation facility, at 16.7 per cent. Open defecation was 

still commonly practiced in Gia Lai and made up more than half of surveyed households.  

Box 4. Limited access to improved sanitation facility  

The FGDs in Gia Lai and Kon Tum revealed many households do not have an improved sanitation 

facility because of their economic conditions. “Every household has a latrine. However, it is a pit 

latrine. (We) have not had flush or pour flush. Due to economic difficulties, (we) cannot afford to 

build/have one. Some households with better economic conditions have had this kind of latrine.” 

According to parents/ primary caregivers participating in FDGs, they have the habit of digging dry 

toilet holes (pit latrines) behind the house, about 1-2 meter deep and after several years of using, 

they dig a new hole without cleaning the old one.Remarkably, in the FGDs in Dien Bien, male and 

female participants stated their houses are currently equipped with an improved sanitation facility, 

which is benefited from a previous project on supporting sanitation facilities in another Programme.    

Source: Baseline Survey - MDRI, 2018 

 

Household access to improved sanitation facility widely varied among ethnic groups, of which 

Kinh ethnic group recorded the largest percentage of households with access to improved 

sanitation facility, at more than 80 per cent (see Figure 27-b). More than half as much, at 48 

per cent, Thai ethnic group stood second in the chart, followed by H Mong and Gie Trieng 

ethnic group at 25 per cent and 21.3 per cent, respectively. The remaining ethnic groups 
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including Gia Rai, Ba Na and Xo Dang all stood low at below 20 per cent. This finding is 

consistent with the findings in the Viet Nam Rural, Agriculture and Fishery Census 2016 that 

Gia Rai, Ba Na and Xo Dang ethnic group stood at the bottom of the chart in terms of household 

access to septic tank or semi-septic tank toilet. Note that households of other ethnic groups 

accounted for a minimal percentage (32 households from seven ethnic groups, namely: Nung, 

Dao, Ede, San Chay, Hre, Bru-Van Kieu, Tho and Co). Among them, San Chay, Hre and Bru-

Van Kieu households had higher access to improved sanitation facility than the average rate, 

and households from the rest ethnic groups either used unimproved sanitation facility or had 

no sanitation facility at all. 

Figure 27-c suggests that access to improved sanitation facility increased as relative poverty 

decreased or in other words, household wealth improved. Not surprisingly, access also 

increased with increased levels of household head education.  

Indicator 7 
Number of communities certified free of open defecation as a result of 

UNICEF and partner support (leveraged/indirect) 

UNICEF in partnership with the Government of Viet Nam is working to achieve Sustainable 

Development Goal 6 on clean water and sanitation as well as Viet Nam’s global commitments 

to become open defecation free (ODF) by 2025.  

In the effort to fulfil the commitment, over the past few years the Viet Nam Health Environment 

Management Agency has collaborated with UNICEF to pilot “ODF community model”, a key 

component of which is the joint Community-Led Total Sanitation programme between Ministry 

of Health and many NGOs (such as UNICEF, SNV Netherlands Development Organisation, 

World Vision, Church World Service, Plan). Dien Bien, Gia Lai and Kon Tum were among 

seven provinces selected for the programme. 

The certification of ODF community for villages and communes is approved by the Chairman 

of District People's Committee and reviewed after every three years. 

Results from baseline assessment indicated that at the village level, 100 per cent of the 

surveyed villages (= 302/302 villages) in 27 project communes in Dien Bien, Gia Lai and Kon 

Tum did achieve the ODF status. However, at the commune level, two out of nine project 

communes in Dien Bien (Muong Mun and Muong Thin commune, Tuan Giao district) and Kon 

Tum (Dak Na and Mang Ri commune, Tu Mo Rong district) did achieve the ODF status while 

there was no ODF-certified commune in Gia Lai. According to the ODF protocol, a commune 

is ODF certified if 100 per cent of its villages are ODF certified and 100 per cent of its health 

centres and schools (main branches) have access to water, improved sanitation facility and a 

designated place for handwashing with soap. The reason why not every commune was 

certified ODF although 100 per cent of communes received ODF certification lies in the 

unfulfillment of second criteria. 
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Indicator 10 
People in humanitarian situations who access safe drinking water as 

per agreed sector/cluster coordination standards and norms 

The indicator aimed to explore what kind of water households in humanitarian situations used 

for drinking. In this context ‘humanitarian situations’ refers to natural disaster of all kinds that 

have negative impact on the availability and quality of household water supply. Following 

international standards stated in MICS tabulation plan, safe drinking water source is 

considered as any of the following: piped water into dwelling/yard/plot/neighbour, public 

tap/standpipe, tube well/borehole, protected dug well, protected spring, rainwater, tanker-

truck, cart with small tank and packaged water. 

1,901 surveyed people from 355 households reported finding themselves in humanitarian 

situation over the past 12 months, among whom nearly one third (582 people) had access to 

safe drinking water source. In Dien Bien 539 people, equivalent to 28.4 per cent of the total 

number reported experiencing humanitarian situation, of which the most popular cause was 

floods in between June and August. The floods caused damage to the pipeline connection that 

brings water downstream, therefore, disruptions to supplies of clean water happened in the 

form of water shortage or water impurity. Among 539 respondents, nearly 80 per cent said that 

they had to use unsafe water sources such as unprotected dug well, unprotected spring or 

surface water. 

In Gia Lai and Kon Tum where the remaining 1,362 people reported experiencing humanitarian 

situations, the popular causes were droughts and floods which happened at the beginning and 

at the end of the year, respectively. Particularly, the droughts dried the wells, which was 

normally the main source of household water, resulting in severe water shortage. Less than 

Dien Bien, approximately two thirds of the suffering respondents in Gia Lai and Kon Tum had 

to resort to unsafe water sources for drinking.  

Indicator 32 
Proportion of pre-schools/IECD centres with WASH facilities meeting 

national/JMP standards 

Beyond the household, the indicator aimed to assess the quality of WASH facilities in the 

school and health centre settings to guarantee a standard physical environment for children. 

The assessment criteria in use were JMP standards within the framework of WHO/UNICEF 

Joint Monitoring Programme for Water and Sanitation that supports the inclusion of WASH as 

part of the SDGs. 

JMP monitoring system involves a multi-level service ladders that enable countries at different 

stages of development to track and compare progress. There are separate ladders for water, 

sanitation and hygiene. Within each category, the core service ladders include three levels: no 

service, limited service and basic service where the ‘basic’ service threshold corresponds to 

the SDG indicator (see Figure 28 and 29). Therefore, in this baseline assessment, the ‘basic’ 

threshold was also selected as assessment criteria. The survey questions were adapted from 

the 2016 JMP programme document that provides harmonized indicators and core questions 

to collect data on “basic” water, sanitation and handwashing in schools and health centres. In 

the long term, the indicator will go beyond simply recording the availability of WASH 
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infrastructure and take into account the quality of WASH services provided for children to 

measure the quality of education and healthcare services provided and the resulting outcomes.  

Figure 28. Basic levels for monitoring WASH in schools 

 

Figure 29. Basic levels for monitoring WASH in health centres 

 

In each commune there is often one commune health centre and one or two preschools. In 27 

project communes, 31 preschools and 27 commune health centres were surveyed, of which 

12 preschools and no commune health centres had WASH facilities meeting JMP standards.  

Among 12 qualified preschools, Kon Tum contributed the most with 8 qualified preschools, 

followed by Dien Bien with three and Gia Lai with only one preschool. Although 100 per cent 

of surveyed preschools had improved sanitation facilities which means that they had at least 

one usable improved toilet for girls and one for boys, fewer met the criteria for a basic 

handwashing facility. That accounts for the wide variety in the number of preschools with 

qualified WASH facilities among provinces (see Figure 30). 

The low coverage of basic handwashing facility was attributed to the fact that: (i) preschools 

had handwashing facility but no soap and/ or water available at the time of the survey; or (ii) 

preschools had no handwashing facility. This highlights the challenge of designing and 

maintaining handwashing facilities so that soap and water are available to students for 

handwashing at critical times, given the scientific evidence that the handwashing practices 

help to prevent diarrhoea which is responsible for 10 per cent of under-5 child mortality13.  

                                                

13 UNCIEF Viet Nam. Water, sanitation and hygiene. <https://www.unicef.org/vietnam/water-sanitation-
and-hygiene> 
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Figure 30. Surveyed preschools with WASH facilities meeting JMP standards  

  

With regards to 27 surveyed commune health centres, none of them had qualified WASH 

facilities as per JMP standards, which raises the concern that many health care facilities, 

especially in rural areas, lack even the most basic water, sanitation and hygiene services (see 

Figure 31). This lack of services compromises the ability to provide basic, routine services and 

the ability to prevent and control infections. Without WASH services in health care facilities, 

the global community will not reach the goal of universal access to WASH, or achieve a number 

of the health-related SDGs, including universal health coverage, ending preventable newborn 

deaths and reducing maternal mortality. 

The main reason for the unqualified WASH facilities was the lack of usable toilet designated 

for all types of users, especially for staff and girls/women. JMP standards specify that a 

commune health centre should have usable and separated sanitation facilities for four types 

of users: patients, staff, girls/women and people with limited mobility.  

In addition, the coverage of hand hygiene materials widely varied among provinces, of which 

Dien Bien province had only one commune health centre with qualified service. The low 

coverage of hand hygiene materials was attributed to the fact that: at points of care and toilets 

of the health centres: (i) there was hand hygiene facility but no soap and/ or water and/ or 

alcohol hand rub available at the time of the survey; or (ii) there was no handwashing facility. 

Given that a number of commune health centres were being rebuilt at the time of the survey 

(in Chieng So and Hang Lia commune, Dien Bien Dong district, Dien Bien and in Dak Glei 

town, Dak Glei district, Kon Tum), it is expected that the construction would take this lack into 

account and start upgrading WASH facilities. 
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Figure 31. Surveyed commune health centres with WASH facilities meeting JMP 
standards  

 

Handwashing 

Indicator 8 
Number of schools that practice daily group handwashing in the 

reporting year only, as a result of UNICEF direct support and/or 

leveraged through national programmes 

Handwashing is a hygiene practice that plays a critical role in battling diseases and 

malnutrition. In addition to observing schools if they had a designated facility for group 

handwashing, the baseline assessment did observe the daily group handwashing by students 

in schools in project communes during the year of survey – 2018. 

The sample includes 31 preschools and 25 primary schools whose students had lunch at 

school, of which 27 preschools and 11 primary schools had their students practice group 

handwashing before lunch at the time of the survey (see Figure 32). 
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Figure 32. Number of schools that practice daily group handwashing and have group 
handwashing facility in 2018 

 

 

 

 
Preschools Primary schools 

For preschools, Kon Tum held the first position in the chart with 11 out of 12 surveyed 

preschools had students practice daily handwashing in group before lunch, followed by Dien 

Bien and Gia Lai with 9 and 7 preschools, respectively. Meanwhile, for primary schools, Dien 

Bien stood the first with 7, followed by Gia Lai and Kon Tum with equally 2 schools.  

Interestingly, the group handwashing practice seemed not to depend on the availability of 

group handwashing facility at schools, evidenced by the fact that schools with group 

handwashing practice outnumbered schools with group handwashing facility. This finding is 

contrary to the research team’s concern that the handwashing practices might be undermined 

by the lack of handwashing facilities. In fact, despite the lack of facility, the schools made an 

effort to arrange for all students to practice handwashing before lunch with individual 

handwashing facility located in toilets.  

Malnutrition 

Indicator 1 Percentage of children under five who are stunted 

Good nutrition is essential for child survival, health and development. Well-nourished children 

are better able to grow and learn, to participate and contribute to their communities and be 

resilient in the face of disease and disasters. ‘Stunting’ or chron ic malnutrition remains a key 

concern in Viet Nam as Viet Nam is among 34 countries globally facing the highest burden. It 

is home to 1.8 million under-5 children who suffer from stunting and are at risk of permanent 

physical and brain damage, with the predominantly ethnic minority-populated Central 

Highlands and Northern Midlands and Mountainous regions including three project 

provinces14. 

                                                

14 UNCIEF Viet Nam. Nutrition. < https://www.unicef.org/vietnam/nutrition> 
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The measure of malnutrition in this baseline assessment was calculated using measurement 

of children’s height/ length: stunting. World Health Organization (WHO) Growth Standards 

were used as the reference point for determining children who were stunted15. Children whose 

height-for-age is more than two standard deviations below the median of the reference 

population are considered short for their age and are classified as moderately or severely 

stunted.  

Figure 33. Prevalence of stunting among under-five children 

 

 

 

 
Figure 33-a Figure 33-b 

 

                                                

15 WHO Multicentre Growth Reference Study Group. WHO Child Growth Standards: Length/height-for-
age, weight-for-age, weight-for-length, weight-for-height and body mass index-for-age: Methods and 
development. Geneva: World Health Organization, 2006  

50%
52%

50%
46%

25%

32%

40%
35%

0%

20%

40%

60%

80%

Total
(n=1005)

Dien Bien
(n=389)

Kon Tum
(n=337)

Gia Lai
(n=279)

Total Province

Stunting rate (baseline survey)

Stunting rate (NIN 2014 report)

9
%

2
9
%

3
3
%

2
8
% 3
6
%

3
1
% 4
0
%

1
3
%

5
%

9
%

2
8
%

1
1
%

2
4
%

2
6
%

9
%

6
%

0%

20%

40%

60%

80%

K
in

h
(n

=
7

7
)

T
h

a
i

(n
=

1
5
3

)

H
 M

o
n
g

(n
=

2
5
0

)

G
ia

 R
a

i
(n

=
1

0
3

)

B
a

 N
a

(n
=

1
6
8

)

X
o

 D
a

n
g

(n
=

1
5
3

)

G
ie

 T
ri
e

n
g

(n
=

8
5
)

O
th

e
r

(n
=

1
6
)

Ethnicity of household head

Moderate stunting rate Severe stunting rate



 

 

 

57 

 

  
Figure 33-c 

Overall, 49.6 per cent of the children under five were stunted, and 18.8 per cent were severely 

stunted. As shown in Figure 33-a, three provinces recorded a higher stunting rate than the 

provincial-average stunting rate in 2014 reported by National Institute of Nutrition (NIN) 

database. There were geographic differences in stunting rates, of which Dien Bien experienced 

the largest gap between the baseline rate and the NIN 2014 rate, at 52 per cent compared with 

32 per cent. Meanwhile, the difference in Kon Tum was smallest, at 50 per cent compared with 

39.7 per cent. It does not mean that Dien Bien reported a larger stunting rate than Kon Tum 

but implies that there was a considerable gap between the stunting rate reported in the survey 

and the provincial average rate. 

The stunting rate among children under five is attributed to multiple factors, which include but 

not limit to: (i) IYCF knowledge and practices of parents and primary caregivers (indicator 18 

& 21); (ii) accessibility to standard WASH facilities (indicator 3); and (iii) prenatal care during 

pregnancy to avoid maternal malnutrition (indicator 6). The fact that the baseline values of 

these indicators remained low accounts for the prevalence of stunting among young children. 

Figure 33-b indicated that stunting rates were more prevalent in H’Mong, Ba Na, Xo Dang and 

Gie Trieng ethnic groups as the four groups experienced a larger stunting rate than average. 

Among them, H Mong children suffered from both largest stunting rate, at 61.2 per cent and 

largest severe stunting rate, at 28 per cent. This is attributed to a number of factors, including 

but not limited to: (i) high total fertility rate; (ii) high child marriage rate; (iii) low usage of 

contraceptive method; and (iv) residence in mountainous areas with low access to quality 

water sources, sanitation facilities and healthcare services. Child marriage rate was still 

prevalent among H Mong community and H Mong mothers give birth to their first child at a 

young age (at 15-16 years old) so the children often suffer from stunting at birth. Although 

modern contraceptive methods were introduced, its low popularity among H Mong community 

resulted in women having many children with short birth interval. According to Viet Nam Rural, 
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Agriculture and Fishery Census 2016, H Mong ethnic group had the 6th highest total fertility 

rate, on average 3.6 children per mother. The child marriage was second largest, at 59.7 per 

cent and the percentage of women aged 15-49 using contraceptive method was only 68 per 

cent, ranked 46th.  

As shown in Figure 33-c, stunting rates showed trends of decreasing as educational level of 

primary caregiver improved and as wealth increased. Children whose caregivers graduated 

from high school and over (at 27.9 per cent) were less stunted than children whose caregivers 

never went to school (at 58.2 per cent). Stunting rates were much lower for younger children 

and most prevalent in the 18-23 month old group (at 63.6 per cent).  

Specifically, the stunting rate among children of 0-5 month old group was low at 14 per cent, 

then doubled to 28 per cent among 6-11 months old children. The rate rocketed to 44 per cent 

and 64 per cent as children grew up to 12-17 months old and 18-23 months old, respectively. 

The rate did not indicate a marked decline for the remaining period until children get 6 years 

old. The 6-24 month period is a critical time in life when the child body requires a higher 

complementary nutrient intake together with breastfeeding to meet an increased nutrition 

demand for fast development of the child body. The sharp increase in the stunting rate between 

age groups itself naturally reflects a poor dietary and nutrient intake that children have got  

from their daily meals. Therefore, it is suggested that a high priority should be given to the 

programme interventions to improve quality of young children’s feeding practices if the 

programme aims at reaching the visison of no child stunting.  

Infant and Young Child Feeding 

Indicator 11 
Percentage of village health workers and commune health workers at 

grass root levels in the project locations are able to perform Infant and 

Young Children feeding (IYCF) counselling 

In addition to factors such as hygiene and access to improved sanitation, proper feeding of 

infants and young children (IYCF) can increase their chances of survival. It can also promote 

optimal growth and development, especially in the critical window from birth to 2 years of age. 

IYCF counselling by skilled community health workers played an essential role, in particular 

for first-time parents as they closely followed mothers from pregnancy till delivery and during 

childcare. It is highlighted by UNICEF that communication alone is not sufficient to improve 

breastfeeding and complementary feeding practices and needs to be complemented by 

counselling and support by skilled health workers at grass root levels.  

In order to assess the capability of the community health workers in IYCF counselling, the 

baseline assessment asked the head of the commune health centres how many of their 

healthcare staff either received training on IYCF or actually performed IYCF counselling for 

caregivers. In this context, ‘training’ refers to formal training of all forms provided by nutritionists 

and experts at higher-level centres, for example district-level or provincial level.  
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Figure 34. Percentage of village health workers and commune health workers at grass 
root levels in the project locations are able to perform IYCF counselling 

  

Figure 34 shows that 66.7 per cent of health workers were able to perform IYCF counselling, 

however only two thirds of them, at 42.3 per cent received relevant professional training. There 

were slight geographic differences among three provinces, of which Dien Bien reported the 

largest proportion of IYCF performing health workers (at 78 per cent). Given the highly 

prevalent stunting rate among children under 5 in Dien Bien, this proves the province’s 

commitment to tackling stunting.  

Indicator 21 
Percentage of children aged 0-23 months in project locations who are 

put to the breast within one hour of birth 

Breast milk is comprised of the essential nutrients that an infant needs in the first six months 

of life. Breastfeeding within the first hour of life provides protection against infection and has 

been shown to prevent neonatal death due to sepsis, pneumonia, diarrhoea and 

hypothermia16. Conversely, it was found that delayed initiation of breastfeeding after the first 

hour of birth doubled the risk of neonatal mortality17. Although breastfeeding is a common 

practice in Viet Nam, survey results showed that early initiation of breastfeeding was low. 

Specifically, among 359 children aged 0-23 months surveyed, 357 of them (equivalent to 99.4 

per cent) were ever breastfed at some point, half of whom (186 children) were breastfed within 

one hour of birth.  

                                                

16 Victora CG, Bahl R, Barros AJD, França GVA, Horton S, Krasevec J, et al. Breastfeeding in the 21st 
century: epidemiology, mechanisms, and lifelong effect. Lancet. 2016; 387(10017): 475–490. doi: 
10.1016/S0140-6736(15)01024-7 
17  Khan J, Vesel L, Bahl R, Martines JC. Timing of breastfeeding initiation and exclusivity of 
breastfeeding during the first month of life: effects on neonatal mortality and morbidity--a systematic 
review and meta-analysis. Matern Child Health J. 2015;19(3):468–479. doi: 10.1007/s10995-014-1526-
8 

67%

55%
64%

78%

42% 42%
36%

49%

66%

55%
62%

78%

0%

20%

40%

60%

80%

100%

Total
(n=111)

Gia Lai
(n=31)

Kon Tum
(n=39)

Dien Bien
(n=41)

Able to perform IYCF counselling Received training on IYCF counselling

Performed IYCF counselling



 

 WRITE HEADER TEXT FOR EVEN PAGES 

 

60 

 

Figure 35. Percentage of children aged 0-23 months in project locations who are put to 
the breast within one hour of birth 

   
Figure 35-a Figure 35-b 

 
 

  
Figure 35-c 

Among three provinces, Gia Lai reported the lowest percentage of children aged 0-23 months 

old put to breast within one hour of birth (at 38.4 per cent) while both Dien Bien and Kon Tum 

had a larger than average percentage (see Figure 35-a). Concerning the ethnicity of the 

household head, Thai, H’Mong, Xo Dang and Gie Trieng people practiced early breastfeeding 

quite well, evidenced by the higher-than-average percentage of children aged 0-23 months old 

from the four group put to breast within one hour of birth (see Figure 35-b).  

Initiation of breastfeeding within one hour of birth was higher among multiparous women than 

first-time mothers. Mothers who had two or more infants had higher odds of timely initiation of 

breastfeeding within one hour of birth compared with mothers who had one infant. A surprising 
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finding is that the early breastfeeding practices did not show trends of increasing as 

educational level of primary caregiver improved (see Figure 35-c). 

Child Protection and Social Assistance 

In addition to Child Health and Child Education, Child Protection is a key component of the 

IECD programme aimed at providing quality child protection services to vulnerable groups of 

children in remote areas including but not limited to children suffering from violence, abuse 

and neglect. Contextual reviews from the Inception Report suggested that Child Protection 

areas have been less attended by central and sub-national governments and its agency as 

well as organizations than others. In fact Viet Nam lacks a comprehensive child protection 

system to respond to the increase in abandoned, neglected, abused and exploited children as 

well as youth crime18. 

To address these challenges, UNICEF is working with government to strengthen the child 

protection system in Viet Nam through development and amendments to child protection-

related laws to ensure alignment with international standards. In particular, the IECD 

programme focuses on evidence-based advocacy and technical support for reform of child 

protection-related legislation, development of cross-sector prevention and responses as well 

as underlining the need for an increased public budget and spending on child protection. 

The baseline assessment is responsible for assessing the availability and quality of existing 

child protection services provided by government agencies in project locations. 

Indicator 14 
Municipalities that implement local protocols for the protection of 

children from violence, abuse and neglect 

Qualitative findings indicated that 100 per cent of project districts and project communes are 

committed to protecting children from violence, abuse and neglect and already established 

child protection committees at the district and project level. It is worth noting that Dien Bien, 

Gia Lai and Kon Tum were previously beneficiaries of the Provincial Child Friendly Programme 

(PCFP) 2012-2016 which, according to PMU in Gia Lai, did a good job in strengthening 

community-based childcare and protection networks. However, a surprising finding is that a 

remarkably high percentage of children aged 6-8 would not report to local child protection 

worker or child protection agency the violent incidents in which they or other children were 

victims (as analysed in indicator 26).  

 

                                                

18UNCIEF Viet Nam. Child Protection System. <https://www.unicef.org/vietnam/child-protection-
system> 

[…] At the local level, from district level to commune level there are already 

established childcare and child protection committees. 

KII with a staff at DOH, Dien Bien province.  
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Indicator 16 
Number of Social Work Service Centres (in project locations) applying 

national standards are established and functioning at provincial and 

district levels 

Social work has been prioritized as a cornerstone of professional child protection services in 

welfare, justice, education and health. At the time of the survey, all three provinces did 

establish social work service centres at provincial level in accordance with national standards. 

Each province has one provincial-level social work service centre and only Kon Tum has one 

more centre located in the city. At the district level, there has not been any nationally qualified 

centre yet. 

For the time being, there is not a complete set of national standards on social work service 

centres. The most relevant legal document is Circular 33/2017/TT-BLDTBXH that gives 

instructions on some of the criteria such as the organizational structure of a social work service 

centre such as organizational structure, infrastructure & facilities and provided services. 

Therefore, a social work service centre is recognized as applying national standards if applying 

the criteria listed in the Circular, of which the one most closely linked to ECD programmes is 

about provided services, including but not limited to: Social work, Psychology, Direct care of 

vulnerable children, Healthcare & Nursing, Nutrition care, Medical rehabilitation and Teaching 

school subjects.  

Indicator 15 
Number of child protection workers in UNICEF-supported communes 

who provide case management in line with national standards 

Case management plays an important role in the delivery of child protection services as it 

ensures quality, consistency and coordination of services. Case management can be provided 

in emergency and development settings to address a range of child protection issues. At a 

small scale, case management services can specifically address the needs of children with 

particular vulnerabilities or risks or at a large scale, they address a broader range of child 

welfare and social protection concerns19.  

In Viet Nam, the term “case management in social work” is gaining momentum, yet case 

management in child protection services has not been popular. Though not explicitly referring 

to “case management”, the Circular 56/2017/ND-CP dated on 09/05/2017 by MOLISA 

specifies the steps in the action plan to address the needs of children with particular 

vulnerabilities or risks. The procedure generally consists of six steps:  

Step 1. Receive and record information of the at-risk child  
Step 2. Identify the child's needs  
Step 3. Develop a child support plan  
Step 4. Implement the child support plan  
Step 5. Monitor and assess the implementation of the child support plan  

                                                

19 Global Child Protection Working Group. (2014). Inter-agency guidelines for case management & child 
protection. The role of case management in the protection of children: A guide for policy & programme 
managers and caseworkers. <http://www.cpcnetwork.org/wp-
content/uploads/2014/08/CM_guidelines_ENG_.pdf> 
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Step 6. Record and keep a record of the child after intervention 

In order to explore the capability of the child protection workers in performing case 

management, the baseline assessment asked the head of commune PMG how many of 

commune-level officers had been involved in at least one of six above-mentioned steps. 

As shown in Figure 36, Gia Lai outnumbered Dien Bien and Kon Tum in terms of number of 

commune-level officers who are involved in at least one of six steps and who are involved in 

all six steps of case management procedure. In fact, Gia Lai invested considerably in child 

protection services in general and in case management service in particular, evidenced by that 

Mang Yang district, one of three project districts in Gia Lai, established a child protection 

counselling office specialized in providing case management services for children. 

Figure 36. Number of child protection workers in UNICEF-supported communes who 
provide case management in line with national standards 

 

Concerning Dien Bien and Kon Tum, both provinces reported wide variations in the number of 

case managers between districts. For example, in Dien Bien, Tua Chua district reported having 

only three case managers (one for each project commune) while in Dien Bien Dong district, 

the reported number was ten times larger, at 31. This raises a concern over the quality and 

consistency of the case management service provided in two provinces. 

Indicator 26 
Percentage of boys and girls aged 6-8 years who know where to report 

violent incidents involving themselves and other children 

Violence against children includes all forms of violence against people under 18 years old, 

whether perpetrated by parents or other caregivers, peers, romantic partners, or strangers. 
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Globally, it is estimated that up to 1 billion children aged 2–17 years, have experienced 

physical, sexual, or emotional violence or neglect in the past year20. 

According to UNICEF report titled “Hidden in Plain Sight: A statistical analysis of violence 

against children” published in 2014, interpersonal violence of all forms has a grave effect on 

children – undermines their future potential, damages their physical, psychological and 

emotional wellbeing; and in many cases ends their lives. All children have the right to protection 

against violence. Target 16.2 of the 2030 Agenda for Sustainable Development is to “end 

abuse, exploitation, trafficking and all forms of violence against, and torture of, children”. 

In Viet Nam, the use of violent discipline in the home is still widespread, evidenced by MICS 

2014 finding that more than 70 per cent of children aged 2 to 14 years experienced any violent 

discipline (psychological aggression and/or physical punishment) in the past month of the 

survey, of which middle childhood (ages 5 to 9) is the period when children are most likely to 

be disciplined in a violent manner21. The IECD programme aims to raise awareness among 

children aged 6-8 of violent actions and to whom they can report violent incidents involving 

themselves and other children. The baseline assessment did assess their awareness by 

asking children aged 6-8 to whom they would report if they or other children were exposed to 

violent actions (both physical and psychological violence). Before interviewing young children, 

enumerators sought their informed consent and their primary caregiver’s consent, in 

accordance with UNEG ethical Guidelines for evaluation and UNICEF Procedure for Ethical 

Standards in Research, Evaluation and Data collection and Analysis. 

From the research team’s observation, children in remote areas are often shy to speak to 

enumerators and need primary caregivers to stay beside during the interview. In some cases 

children were afraid to respond to survey questions and primary caregivers would answer on 

behalf. However, according to the research team, the “answer-on-behalf” cases should be 

restricted because in many cases, the violent acts against children come from parents/ primary 

caregivers. In addition, violence remains a sensitive topic to young children. Among 602 

surveyed children, 460 children (equivalent to 76.4 per cent) would report violent incidents 

involving themselves and other children, of which 386 (equivalent to 83.9 per cent) children 

would report violent incidents involving themselves and 383 (equivalent to 83.3 per cent) would 

report violent incidents involving other children. 

Concerning violent incidents happening to themselves, there were minimal variations between 

provinces (see Figure 37). Overall, more than half children would choose to report to parents, 

around one third would report to teachers and less than 10 per cent would inform relatives and 

adult family members. A striking feature is that none of the surveyed children would tell school 

head, police or child protection officier. This implies the low popularity of child protection officer 

among children and child protection officers seem not a popular source of help and support to 

children. From the research team’s observation, there was propaganda panel in front of child 

protection committee office but it seems not to reach as many children as expected. 

                                                

20 Hillis, S., Mercy, J., Amobi, A. & Kress, H. (2016). Global prevalence of past-year violence against 
children: a systematic review and minimum estimates. Pediatrics, 137(3): e20154079. 
21UNICEF. (2014). Hidden in Plain Sight: A statistical analysis of violence against children. 
<https://www.unicef.org/publications/index_74865.html> 

http://pediatrics.aappublications.org/content/early/2016/01/25/peds.2015-4079
http://pediatrics.aappublications.org/content/early/2016/01/25/peds.2015-4079
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Figure 37. Percentage of boys and girls aged 6-8 years who know where to report 
violent incidents involving themselves, by province 

 

Figure 38. Percentage of boys and girls aged 6-8 years who know where to report 
violent incidents involving themselves, by their relationship with primary caregiver 

 

Further disaggregate analysis indicates that children’s answers did not vary between boys and 

girls, between different educational levels of primary caregiver and household wealth. 

Interestingly, children’s answers were found to vary upon their relationship with primary 

caregivers. As shown in Figure 38, children whose primary caregivers are not biological 

parents were less likely to turn to their parents for help in case of being exposed to violent 

incidents. More than 55 per cent of children whose primary caregivers are biological mothers, 

compared with less than 40 per cent children whose primary caregivers are grandparents 

would tell their incidents to parents. In fact, more of them chose to report to relatives and adult 

family members (at 46.4 per cent).   
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Indicator 36 
Percentage of number of children aged 0-8 years who are eligible for 

social assistance in project locations receiving the assistance 

(including cash transfers) 

Social assistance directly contributes to enable children, in particular marginalized children, to 

access a minimum standard of living and essential services. In furthering the commitment to 

improving living standards of marginalized children, the Government of Viet Nam issued 

Decree no. 136/2013/ND-CP (dated 21/10/2013) specifying national social support and social 

protection policies for different types of beneficiary, including children. Accordingly, children 

falling into any of the following categories are eligible for national social assistance including 

cash transfers: 

 Abandoned children from poor households 

 Orphans 

 Children with disabilities 

 Children affected by HIV from poor households 

In addition, children in need may receive social assistance from individuals and other 

organizations who also joined hand with the Government of Viet Nam. 

The baseline assessment asked the primary caregivers if their children belonged to the eligible 

group of national social assistance recipients and what kind of assistance they received over 

the past 12 months. In case the children received assistance (in cash or in kind) from 

individuals or other organizations, the baseline assessment explored the reason for that. 

The coverage rate of social assistance to surveyed children aged 0-8 in project location was 

50.2 per cent. Of 843 children reported eligible for national social assistance, 423 (equivalent 

to 50.2 per cent) received social assistance (in cash or in kind) under national polices or from 

individuals and other organizations over the past 12 months. 396 recipients were covered by 

national social policies and only an insignificant number was covered by individuals and other 

organizations. The striking feature is that the majority of social assistance was distributed to 

older children, evidenced by the survey result that 416/423 recipients (equivalent to 98.3%) 

were aged 2 and over (see Figure 39a). This raises a concern that the group of infants and 

young children less than 2 years old, who have not yet been admitted to national schooling 

system, remained uncovered by national social policies and the delivery of social assistance 

was mainly through national schooling system. 
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Figure 39. The coverage rate of social assistance to children aged 0-8 

 

Figure 39a 

 

Figure 39b 

As shown in Figure 39b there were geographic differences in the coverage rate of social 

assistance, with higher rate in Dien Bien (58.1 per cent) and Gia Lai (57.1 per cent) than Kon 

Tum (36.2 per cent). The coverage rate also varied upon the number of children aged 0-8 in 

the household. Children from households with more than three children were less covered than 

those from household with fewer children. Children from different ethnic groups were differently 

covered by social assistance. Children from H Mong, Ba Na, Gia Rai and Thai ethnic groups 

were better covered than average. 

Further disaggregate analysis indicated that the coverage rate of social assistance did not 

remarkably vary with regard to gender of the child, educational level of the primary caregiver 

or household wealth. 
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Peace Building and Social Cohesion 

The IECD programme emphasizes the contribution of ECD services to horizontal and vertical 

social cohesion, specifically to strengthen interpersonal relations between individuals and 

intergroup relations in the community. The baseline assessment explored the collaboration of  

individuals and groups in the community in ECD, measured by their level of participation in 

ECD activities such as sharing useful information and giving advice about how to educate and 

take care of children. 

To measure horizontal social cohesion, in the household survey, the baseline assessment 

asked the primary caregivers if (i) they would share to community people useful information 

about how to educate and take care of children and (ii) they felt supported by community 

people in case of having difficulties in raising children. 

Figure 40. Percentage of primary caregivers who reported “actively sharing useful 
information about how to educate and take care of children” 

 

As shown in the Figure 40, overall a large percentage of primary caregivers responded that 

they were willing to share to people in the community useful information about how to educate 

and take care of children. The percentage does not vary much between geographic locations 

or between male and female primary caregivers or among people of different ethnic groups. 

Interestingly, the percentage increased as educational level of primary caregivers and 

household wealth improved, implied that caregivers attaining higher education level and 

household prosperity were more open to the community and more willing to share useful 

childcare tips. 
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Figure 41. Percentage of primary caregivers who reported “receiving support from 
others in the community when having difficulties in raising children” 

 

However, when being asked if they received support from community people when having 

difficulties in raising children, fewer caregivers responded “Yes” (see Figure 41). Among 

different ethnic groups, Gia Rai and Gie Trieng caregivers were least likely to respond “Yes”. 

Similar to the finding in Figure 40, the percentage increased as educational level of primary 

caregivers and household wealth improved, implied that caregivers attaining higher education 

level and household prosperity were more likely to report that they received support from others 

in the community in raising children or in the other way, they more actively sought for support 

from community. 

From the survey results, the research team came up with the finding that social cohesion, in 

particular horizontal cohesion implying the interperson and inter-group relationships in the 

community, was likely to depend on educational level of primary caregivers and their 

household wealth. 

With respect to vertical social cohesion referring to the relationship between individuals and 

families with authorities, the baseline assessment did ask primary caregivers if they regularly 

received information about how to raise children from ECD service providers including schools, 

health centres and other officers.  
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Figure 42. Percentage of primary caregivers who reported “regularly receive 
information about raising children from service providers” 

 

In response to the survey question, 63.2 per cent of primary caregivers responded “Yes”. 

Among people from different ethnic groups, Gia Rai was least likely to report “regularly receive 

information about raising children from service providers” (at 45.1 per cent). Similarly to 

questions about horizontal social cohesion, better educated and wealthier caregivers were 

more likely to respond “Yes”.  

In this context, the activity of “regularly receive information about raising children from service 

providers” should be understood from a wider perspective as a reciprocal conversation 

between service providers and primary caregivers, in which the service providers could provide 

ECD-related information to caregivers or caregivers could actively exchange information with 

service providers about raising their children. Consistent with the question above, better 

educated and wealthier caregivers more often asked questions or made suggestions regarding 

child care and child education to community people and service providers in the last 12 months. 

Concerning the FGDs among parents of children aged 0-8 in the project provinces, their 

perceptions towards the participation of community members in ECD varied widely among 

provinces and between fathers and mothers. The group of parents in Kon Tum were more 

likely to list the whole community as a participant in ECD and placed value on commune health 

workers and neighbors. Meanwhile the majority of parents in Dien Bien counted only family 
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members. There was also diverse perceptions between fathers and mothers, of which mothers 

were more likely to involve community members in ECD.  

However, the concept of “community” does vary among ethnic groups. In the FGDs with 

parents in Dien Bien and Gia Lai, parents from different ethnic groups were invited, for example 

Thai and Mong parents in Dien Bien and Thai, Kinh and Ba Na parents in Gia Lai. The research 

team found out that in Dien Bien where Thai and H Mong people spoke fluently the same 

language - Thai language, the concept of “community” was broadened to embrace both Thai 

and Mong community. Meanwhile, in Gia Lai where people did not speak fluently the same 

language (Thai and Ba Na people spoke little Vietnamese and Kinh people spoke fluently 

Vietnamese), the concept of “community” was rather limited to the community of their own 

ethnicity. This distinction is also evidenced by the way parents sat in the FGD, in which Dien 

Bien parents sat together while Gia Lai parents of different ethnic groups sat on different sides 

of the table (illustrated in Figure 43 and Figure 44).  

Figure 43. FDG for fathers/ male caregivers in Dien Bien 

 

Source: Baseline Survey – MDRI, 2018 
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Figure 44. FDG for fathers/ male caregivers in Gia Lai 

 

Source: Baseline Survey – MDRI, 2018 

Ethnicity is the dimension that presents the highest gaps in terms of social cohesion with 

minorities in worse situations than their majority counterparts22. The research team came up 

with the finding assumption that language, and culture in a broad sense remains a barrier to 

social cohesion because when parents did not speak the same language, they hardly 

exchanged information or gave advice about ECD to each other, even when they had the same 

concern over ECD.  

                                                

22 OECD (2014). Social Cohesion Policy Review of Viet Nam. Development Centre Studies. OECD 
Publishing. http://dx.doi.org/10.1787/9789264196155-en 
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4.3 Improved access to and use of quality IECD 
services for young children 

4.3.1 Access to IECD services 

Indicator 4 
Percentage of children age 36-59 months enrolled in an early childhood 

education programme (enrolment rate) 

One of the measures of access to IECD services in this baseline assessment was defined as 

the percentage of children 36-59 months old (equivalent to 3-5 years old) who attend an early 

learning or early childhood education programme. Even though the family and home 

environment are critical to a young child’s survival and development, access to good early 

education programme provides children with basic cognitive and language skills as well as 

develops their social skills, therefore getting them ready for primary school.  

The baseline assessment asked about access to nursery school or pre-primary education for 

children 3-5 years old in the household. Of 428 surveyed children, the majority of them (at 92.1 

per cent) attended a nursery or pre-primary classes and mainly at public schools (at 90.9 per 

cent). The presence of private sector in early education was still very rare, evidenced by the 

finding that only 1.1 per cent of surveyed children went to private preschools.  
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Figure 45. Percentage of children age 36-59 months enrolled in an early childhood 
education programme (enrolment rate) 

 

As shown in Figure 45, there were slight geographic differences in the school enrolment rate 

among surveyed children, of which Gia Lai reported the lowest rate (at 80.9 per cent). 

Disaggregate analysis indicated that Ba Na and Gia Rai children, who mainly resided in Gia 

Lai, had lower-than-average access to early education. Meanwhile, H Mong and Thai children, 

who mainly resided in Dien Bien and Gie Trieng and Xo Dang children from Kon Tum 

experienced an improved enrolment rate, which accounts for high enrolment rate in the 

provinces. Particularly, 100 per cent of Gie Trieng and Xo Dang children aged 3-5 attended 

preschools at the time of the survey. 

The percentage of children attending nursery or pre-primary classes increases with household 

wealth and age of the children. The higher rate of children 4-5 years old attending preschools 

than children 3-4 years old was attributed to the “universal education coverage” policy for 5-

year-old children which aims to accelerate children’s school readiness. Additionally, the 

percentage does not vary much between gender of the child or educational level of the primary 

caregiver.  
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Looking from the supply side, one critical measure of access to quality IECD services is the 

number of project communes having functioning IECD services. The baseline assessment 

asked representatives of IECD project management group and local ECD service providers 

specific questions regarding the availability and quality of ECD services provided at the 

commune level, in order to determine a commune as having functioning IECD services. The 

information needed for determination is to be collected from commune survey, preschool 

survey and commune health centre survey. 

Accordingly, a commune is determined as having functioning IECD services if meeting the 

following criteria: 

Figure 46. Criteria to determine a commune having functioning IECD services 

 

Aggregate results from surveys showed that none of the surveyed communes were qualified 

for “having functioning IECD services”. The main reason for the disqualification is the lack of 

effective IECD programme implementation, the first requirement as listed above. At the time 

of survey, even though all communes had established IECD programme steering committee 

and started implementing a number of involved activities within the framework of the IECD 

programme, the activity of IECD club has not been set on a regular basis, which in this case 

is on weekly basis. Specifically IECD club had only been established recently in 14 out of 27 

project communes, most of which are in Gia Lai and Kon Tum. In addition, the organizers of 

the IECD club are in the process of developing a detailed action plan for club activities. Among 

14 communes whose IECD club had been already established, only one club had held two 

club meetings in the last month of survey time (September 2018), seven had one meeting and 

the remaining did not meet at all. That accounts for the fact that none of the IECD clubs met 

the requirement of having weekly activity, which is quite rational given that this is baseline 

assessment. 
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Effective IECD programme implementation (commune survey)

- Having an IECD programme steering committee with name of member
and terms of reference;

- Having an IECD club with weekly activity

- Having a network of IECD core staff at village level

- Having a child protection committee (probably combined with programme
steering committee) and case management workers at commune level

Effective provision of healthcare, nutrition & WASH services (commune 
health centre survey)

- Post Natal Care within the first month of delivery for both mother and baby

- Newborn care at home by skilled birth attendants

- Exclusive breast feeding, IYCF and nicronutrient supplementation

- Community-led total sanitation, hygiene promotion

Effective provision of early education services & WASH services in schools 
(preschool survey)

- WASH in schools focusing on handwashing

- Having early learning centres both formal and community based



 

 WRITE HEADER TEXT FOR EVEN PAGES 

 

76 

 

Concerning the other two requirements regarding the effective provision of ECD services by 

local service providers, the pass rate was rather high, evidenced by the fact that 25/31 

preschools (equivalent to 80.7 per cent) and 13/27 commune health centres (equivalent to 

48.2 per cent) met the requirement as qualified IECD service providers. 

However, the pass rate widely varied across provinces (see Figure 47). In terms of number of 

qualified preschools and commune health centres, Dien Bien stood the first, of which 

interestingly 100 per cent of Dien Bien preschools were qualified. Commune health centres, 

evidenced by its low pass rate recorded in Gia Lai and Kon Tum was worth attending to. 

Specifically, among 27 project communes, the majority had provided basic healthcare & WASH 

services for infants and young children, very few of them were engaged in the activity of 

consulting caregivers on early stimulation exercises.  

Figure 47. Percentage of preschools and commune health centres determined as 
quality IECD service providers 

 

 

 

Indicator 9 
Existence of integrated early stimulation, protection and nutrition 

intervention package targeting 0 to 35 months old children 

Being one of UNICEF’s Results Assessment Module (RAM) standard indicators relevant for 

ECD, this indicator aims to capture the progress in a country towards establishing an integrated 

ECD approach to address the critical first three years of life through a packaged intervention 

of early stimulation, protection and nutrition. Accordingly countries are classified into one of 

the five (5) categories. 
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Figure 48. Five categories of integrated early stimulation, protection and nutrition 
intervention package targeting 0 to 35 months old children 

 

According to UNICEF’s Programme Guidance for ECD, the intervention package is aligned 

with the package “First 1,000 Days” but concerns only three areas: stimulation, protection and 

nutrition. Specifically: 

 Main interventions include: Care for Child Development, Early initiation and 

promotion of breastfeeding and responsive feeding, Complementary and 

responsive feeding & Prevention of Gender-Based Violence & HIV/AIDS protection 

 Sector engagement: Nutrition, HIV/AIDS, Child Protection and Gender 

To measure the indicator, questions were asked in the commune health centre survey and 

commune survey regarding the provisions of stimulation and nutrition-related services & 

services of child protection and prevention of gender-based violence. Aggregate results from 

the surveys, coupled with a review of ECD policy-related legal documents, helped to rank the 

category of the project communes. Results from surveys indicated that in the project locations 

all interventions aimed at young children aged 0-3 were primarily delivered through the health 

system, in particular by the commune health centre. As a consequence of the sole involvement 

of health system in providing the package, the interventions were mostly childcare-related, 

including stimulation and nutrition. Among 27 project communes, 17 communes did provide 

both stimulation and nutrition services for young children, while the remaining ten provided 

either stimulation or nutrition only. In particular, of these 17 communes, 8 was located in Dien 

Bien, 5 in Gia Lai and 4 in Kon Tum. This is consistent with findings of previous indicators that 

the local commune health system in Dien Bien did quite well in providing sufficient ECD 

services within their expertise. Other platforms, for example the education system, inclusive of 

quality non-formal and private provision, has the ability to reach children typically 3 years of 

age and older. Similarly, child protection services, for example social assistance covers mostly 

older children who have attended school. Moreover, among three sectors there has not been 

Weak 

(score 1)

• There is no programmatic interventions for early stimulation, protection, or nutrition to
improve the development outcome of 0-35 months old children.

Initiating

(score 2)

• There are interventions for early stimulation, protection or nutrition to improve the
development outcome of 0-35 months old children but interventions are sector specific
(e.g. Health, Education, Social Affairs) and remain uncoordinated.

Developing

(score 3)

• At least two interventions of early stimulation, protection, and nutrition are
programmatically coordinated to improve the child development outcome of the targeted
population of 0-35 months old children.

Established

(score 4) 

• Early stimulation, protection, and nutrition interventions are delivered as a package to
leverage the child development outcome of the targeted population of 0-35 months.

Championing

(score 5) 

• Early stimulation, protection, and nutrition interventions are packaged and adopted by
the government as a national model, and started rolling out under the government
ownership
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significant and effective collaboration and coordination in delivering consistent and timely IECD 

service package for children of 0-3 age group. 

A review of ECD policy-related legal documents indicated that the national government of Viet 

Nam has not yet adopted the package as a nation-wide model. In fact, it is expected that the 

IECD programme, which is being piloted in the project locations, will generate evidence and 

policy options to scale-up IECD model nationally. Judging by the above analysis, on a 5-point 

scale, 17 out of 27 project locations landed score 2 (Initiating) and the remaining ten landed 

score 1 (weak). The name of the project locations and their relevant scores are to be found in 

the data table. 

Indicator 

12 

Proportion of ECD centres that provide integrated ECD services based on 

national standards 

Figure 49. Proportion of ECD centres that provide ECD services based on national 

standards 

 

In the baseline assessment, the research team explored among the project communes in three 

provinces, how many centres provide ECD services based on national standards. ECD centres 

play an important role in providing a foundation for the physical and cognitive development of 

children aged 0-6. In which, an important factor in early childhood development is the quality 

improvement of facilities to ensure an environment for children’s physical and cognitive 

development. The research team used National standard level 1 and level 2 in term of 

preschool assessment. Accordingly, the preschools achieving level 1 mean that they have 

childcare and education activities, which ensure comprehensive quality education, in 

compliance with the goals of preschool education. At level 2, preschools meet not only level 1 

standards for childcare and education quality but also other criteria such as school attendance, 

children having lunch at school, proportion of children with normal growth in weight and height 

by age23. The survey resultss show that in three project provinces, 23 per cent of preschools 

                                                

23 Details of the National standard level 1 and 2 for preschools and the recognition procedure can be 
referred to Circular No.02/2014/TT-BGDDT dated 8 February 2014 and Circular No.19/2018/TT-BGDDT 
dated 22 August 2018 by MOET on Education Quality Assurance and Recognition of National Standard 
for preschools.  

22.6%

20%

25%

22%

Total
(n=31)

Dien Bien
(n=10)

Kon Tum
(n=12)

Gia Lai
(n=9)

Total: 23%



 

 

 

79 

 

meet National standards at either Level 1 or Level 2 (Figure 49). In addition, there were no 

significant differences among these project provinces, Dien Bien (20 per cent), Kon Tum (25 

per cent) and Gia Lai (22 per cent). This means that the facilities at the preschools in 27 project 

communes of three surveyed provinces are still lacking and do not meet the criteria of National 

standards.  

Indicator 31 
Percentage of ECE centres, including family-based child care groups in 

project locations which have minimum IECD equipment and early 

learning/ stimulation services for young children 

Figure 50. Percentage of ECE centres having minimum IECD equipment and early 

learning/ stimulation services for young children 

 

As analysed above, physical facilities also play a role in supporting children’s physical and 

cognitive development. Therefore, the research team investigated the physical facilities and 

supply of early stimulation/ learning services for children at early childhood education centres, 

including home-based childcare groups at project communes. In which, the assessment of 

physical facilities is referred to the regulations of Circular No. 34/2013/TT-BGDDT additionally 

amending the list of equipment - playthings – minimum teaching equipment for preschool 

education, issued together with Circular No. 02/2010 / TT-BGDDT. The results show that in all 

27 project communes, 84 per cent of early childhood education centres, including home-based 

childcare groups in the project areas, have physical facilities meeting the standards and 

providing early stimulation/learning services for children. Notably, Dien Bien province recorded 

that 100 per cent of surveyed preschools met the standards of physical facilities and service 

provision. Meanwhile, in Kon Tum and Gia Lai, the proportion was 75 per cent and 78 per cent 

respectively. Then, physical facilities, as well as early stimulation with children, need further 

improvement in these two provinces, so that they can provide a better learning and 

development environment for children. 

100%

75%

78%

Dien Bien
(n=10)

Kon Tum
(n=12)

Gia Lai
(n=9)

Total: 84%
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4.3.2 Health insurance 

The health insurance coverage for children under the age of six in the project locations reaches 

100 per cent and the health insurance is financed by state funds thanks to the State Law on 

Health Insurance’s effort to increase access to health services.  

According to FGD participants, the application for health insurance card for children of this age 

group is quick and easy. “The officer at the commune people’s committee instructed me to 

apply for health insurance when I was doing the birth registration for my child. I just needed to 

do the household registration for my child, one week after that the health insurance card for 

my child was issued.” (Male FGD in Dak Glei commune, Dak Glei district, Kon Tum province).  

However, for children aged 6 and above, in particular children aged 6-8 who are the beneficiary 

of the IECD programme, the health insurance coverage is not 100 per cent. According to the 

State Law on Health Insurance, children of this age group are eligible for free health insurance 

if belonging to the following types, including but not limited to: 

 Poor household members, ethnics living in regions facing socio-economic difficulties, 

persons living in regions facing extreme socio-economic difficulties; persons living in 

island communes or districts. 

 Relatives of persons performing meritorious services in the wars such as biology 

parents, husbands, wives or children of revolutionary martyrs; persons rearing 

revolutionary martyrs; 

Decision no.582/QD-TTg issued by the Prime Minister on 28/04/2017 classifies communes 

and villages by their socio-economic status. Accordingly, 27 project communes belong to two 

categories of socio-economic status, specifically in the table below: 

Table 10. Socio-economic status of 27 project communes 

Province District 
Socio-economic 

difficulties 

Extreme socio-

economic difficulties 

Dien Bien 

Tua Chua 

 Xin Chai 

 Ta Sin Thang 

 Ta Phin 

Tuan Giao 

 Na Tong 

 Muong Mun 

 Muong Thin 

Dien Bien Dong 

 Pu Nhi 

 Chieng So  

 Hang Lia 

Gia Lai 

Ko Bang 
Son Lang Lo Ku 

 Kong Long Khong 

Mang Yang 
Ayun Dak Troi 

 Kon Chieng 

Krong Pa 
Ia Mla  Chu Gu 

 Chu Drang 
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Kon Tum 

Dak Glei 
Dak Pet Dak Choong 

Dak Glei town  

Kon Ray 
Dak Rve town Dak To Re 

Tan Lap  

Tu Mo Rong 

 Dak Ro Ong 

 Dak Na 

 Mang Ri 

 

According to the table, 100 per cent of project communes in Dien Bien were ranked “extreme 

socio-economic difficulties”, which means that all children aged 6-8 living in the communes are 

eligible for free health insurance. Meanwhile, in Gia Lai and Kon Tum, 6 out of 9 and 5 out of 

9 communes are ranked “extreme socio-economic difficulties” respectively, which does not 

guarantee full free health insurance coverage. Children aged 6-8 in the project locations who 

are not eligible for free health insurance may obtain health insurance through their own 

contributions at a preferential premium applicable for students.  

4.4 Effective implementation of the IECD programme 

The IECD operationalization model ensures the representation of diversified agencies at the 

different levels in the project activities and generates evidence for policy advocacy. The full 

participation of the local authorities and professionally specialized agencies at the provincial, 

district, commune and village levels promotes the linkage among sectors and among these 

levels in the implementation of all the programme components.  

Indicator 33 
Availability of co-ordination committee and mechanism on IECD at 

provincial, project districts and communes 

At the provincial level, the IECD Project Management Unit (PMU) was established in Dien 

Bien, Gia Lai and Kon Tum in March, February and January 2018, respectively. The PMU of 

IECD programme bore resemblance to the PMU of the Provincial Child Friendly Programme 

(PCFP) 2012-2016, of which all three provinces were beneficiaries, particularly with respect to 

the organizational structure. According to the IECD Programme Policy document in Gia Lai, 

the PCFP has contributed to the capacity-building of the officers by strengthening their project 

management and project planning skills.  

Key sectoral departments and agencies at provincial level are represented in PMU: 

Department of Health (DOH), Department of Education and Training (DOET), Department of 

Labor, Invalids and Social Affairs (DOLISA), and other relevant stakeholders, which may vary 

depending on each province. In Dien Bien the PMU is directly under the leadership of DOH 

while in Gia Lai and Kon Tum, the DPI is in the lead.   

The main responsibility of PMU is to facilitate the implementation and coordination of all project 

activities at the provincial level. The coordinating role of PMU is reflected in programme 

planning, implementation oversight and expediting, monitoring and evaluation, and reporting 

on project activities, including both technical and financial matters. According to results from 
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in-depth interviews with members of PMU in three provinces, the PMU acts as a point of 

contact to collect and synthesize data from sectoral departments and agencies and make 

periodic progress reports. Also, communication activities within the IECD programme 

framework are designed and submitted by sectoral departments to PMU for approval, which 

then is in charge of funding, publishing and distributing the communication materials. In the 

case of Dien Bien, the DOH plays the dual role of both PMU and sectoral department. 

In all districts and communes, the programme teams and the project management groups were 

already established and began operation at different times, of which Gia Lai and Kon Tum 

progressed quicker than Dien Bien. Gia Lai and Kon Tum established the project management 

groups at commune levels mostly in March and April while in Dien Bien the groups were 

established later between June and September. Still, results from the KIIs with members of the 

PMU indicate that all three provinces have mapped out the action plan for the whole 

programme cycle in response to the programme objectives, from which annual action plan 

were extracted with budgets and targets allocated to each programme objective. In reality the 

three provinces have implemented a number of activities according to the 2018 Action Plan.  

 

 

 

Indicator 35 
Existence of a monitoring system for tracking the progress of the IECD 

models implementation 

The IECD programme adopts the results-based management approach to ensure that the 

inputs and processes will generate the best products and services and meet the objectives 

while using resources efficiently. Therefore, monitoring and evaluation (M&E) plays a key role 

in the programme. The progress towards achieving the outputs, the outputs and impacts of the 

In terms of health care activites within the IECD programme, everything is under 

planning for the time being. The provincial reproductive healthcare centre and the 

preventive healthcare centre have sent their staff to the project communes to 

collect baseline data. There has not been any intervention yet. 

KII with Vice Director of Tuan Giao district health care centre, Dien Bien.  

“ 

Within the IECD programme framework, there was a training course on case 

management delivered by MOLISA officer – Ms. Huong. The DOLISA also 

delivered a training course on updating the children information in the online 

database for the convenience of follow-up and monitoring. This training is not only 

delivered to three project communes but will soon be spread out to every 

commune in the district. 

KII with Vice Head of Mang Yang DOLISA, Gia Lai.  

“ 
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programme are regularly monitored and measured against a pre-determined set of indicators 

and targets. A number of M&E tools are to be used, including: sectoral and government 

surveys; case studies; situation analysis; periodic reviews; field visits and independent 

assessments.  

 

Box 5. The implementation of monitoring system in Dien Bien, Gia Lai and Kon Tum 

Gia Lai and Kon Tum progressed quicker than Dien Bien with respect to the implementation of the 

monitoring system. Both provinces have established a reporting system from commune to district and 

provincial levels, in which at the commune level, monthly meetings are held among members of the 

project management group to update progress. Then the data is submitted to the PMU for synthesis 

and compilation of a comprehensive report. As of October 2018, the provinces have issued the 

programme report for quarter III and committed to maintaining the quarterly report frequency to both 

UNICEF and MPI as per Circular 82/2017/TT-BTC issued by MOF on 15/08/2017.  

Meanwhile, in Dien Bien, the programme report has not been issued yet and the monitoring system 

is still under planning. As of October 2018, four out of nine project communes in Dien Bien reported 

that the project management group has not issued any progress tracking report.  

If looking from another angle of the monitoring system, Dien Bien did progress quicker than Gia Lai 

and Kon Tum in terms of establishing an online children information database as required by the 

Bureau of Child Care and Protection (MOLISA) in the dispatch no.266/TE-KHTH dated 15/5/2018. 

The database is scaled down to commune level and can be set up by visiting the website 

http://treem.gov.vn/, in which each commune is identified with an account name and password. The 

database allows every commune to keep record of their children, in particular children of vulnerable 

groups. From the research team’s experience during the fieldwork surveys, the database did save a 

lot of time of survey sampling. In the long term, the database is expected to save time in data collection 

for mid-term review and endline assessment and more importantly guarantee the consistency and 

quality of the data. Whereas, in Gia Lai and Kon Tum, the commune staff had just started the training 

on how to work on the database and the database was being updated at the time of the baseline 

survey, so the survey sampling took longer, on average 4-5 working days. In some cases, the 

commune staff did not have any database available on their hand and had to start collecting from 

scratch. 

 

  

Macro monitoring was conducted by UNICEF, often in the form of financial 

monitoring once a year. At the provincial, the monitoring of activity was conducted 

by members of PMU. Before the field visit, the department in charge of activity 

implemention would send to PMU the schedule, based on which PMU developed 

assessment criteria. Not every activity is monitored. 

KII with Vice Director of Department of Planning and Investment, Kon Tum.  

“ 

http://treem.gov.vn/
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Indicator 34 
Availability of Provincial IECD Action Plan 2018-2021 with budget 

allocation for implementation 

As previously mentioned, all three provinces Dien Bien, Gia Lai and Kon Tum have mapped 

out the action plan for the whole programme cycle 2018-2021 in response to the programme 

objectives, from which annual action plans were extracted with budgets and targets allocated 

to each programme objective. At the time of the interview the individual 2019 work plan of all 

three provinces have been finalized for approval of UNICEF and the three Provincial People 

Committee.  

Additionally, by emphasizing the coordination among involved sectors and departments, the 

IECD programme is expected to fully reflect the ECD-related issues in the provincial socio-

economic development plans as well as allocate sufficient funding for IECD components. 

Results from the KIIs with members of the PMU indicate that all three provinces planned to 

include ECD-related indicators in the provincial socio-economic development plans in the 

future, starting from next year 2019. In August 2018 the PMU in Kon Tum, in collaboration with 

involved sectoral departments and agencies did organize a conference to discuss the inclusion 

of ECD-related indicators in the provincial socio-economic development plans. Participants of 

the conference were requested to review and propose ECD-related indicators. Consequently, 

additional indicators concerning early childhood education, health care and child protection 

were proposed and were under review by the DPI and later by Provincial People’s Committee.  
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5. IECD M&E FRAMEWORK 

5.1 Introduction to M&E Framework 

Within IECD programme, M&E framework had already been developed and elaborated in the 

programme proposal that was submitted for approval. However, the M&E framework as 

described in the proposal was not detailed enough and therefore, is not capable of working in 

reality. Therefore, it is the research team’s job to develop a comprehensive M&E framework. 

With experience in conducting Baseline Assessment, the team will work out the information 

needs for M&E during the life of the programme and answer the technical questions about data 

collection, data source and person(s)-in-charge during monitoring and endline assessment. 

5.1.1 Basic information about M&E Framework 

Implementation-based and Results-based M&E approaches 

Both implementation-based and results-based M&E approach are adopted within the M&E 

framework throughout the IECD programme’s whole life cycle, from inception stage through to 

its conclusion. While the traditional implementation-based M&E approach focuses on 

monitoring and assessing how well the IECD programme inclusive of its interventions or 

activities is being executed, the results-based M&E approach provides policymakers, 

programming staff, and stakeholders with an understanding of the success or failure of that 

programme, intervention, or activity. By complementing each other, both approaches help to 

supervise and ensure the quantity and quality of interventions or activities.  

The M&E framework will be documented via the components of a Theory of Change and 

indicators. 

 

  

5 
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Figure 51. Theory of Change of IECD programme 

  IMPACT 

Indicators: 

Availability of a 

national policy on 

IECD 

05 Indicators – CPD 

Outcome 3 

04 Provincial 

Project’s Long-term  

Indicators. 

OUTCOME 

Improved national 
capacity to legislate, 
monitor and oversee 

child rights related 
laws, polices and 

programmes. 

 

By 2021, in selected 
areas of three provinces, 

all children and their 
families, especially the 
most vulnerable, utilize 

inclusive and quality 
IECD services 

 

15 Provincial 

Project’s Immediate  

Indicators. OUTPUTS 

18CPD Output’s  

Indicators. 

Added holistic 
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(if any) 

Added social 
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IECD operationalization 
model 

Social Cohesion and 
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Provincial Project’s 
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Objective 
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Objective 
4 

 

 

CPD 

Output 

3.1 

CPD 
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3.2 

CPD 

Output 

3.3 

CPD 

Output 

3.4 

 

Holistic Parenting Programme 

 

m-IECD 

Communication for 

Development (C4D) and 

Public Avocacy 

 

Strategies/ 
Inputs 

 

 Fostering multisectorial programming for ECD 

 Improving the delivery of essential services through 

system strengthening  

 Promoting caregiving behaviours, demand for services 

and social norms for positive parenting 

 

 

 

 

 Using advocacy and communications to support 

programmatic goals 

 Broadening data- and evidence-gathering systems 

 Strengthening public financing for ECD 

 

Children aged 0-8 are ready to learn and thrive. 

Children are developmentally on-track in health, 

learning and psycho-social well-being 
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Assumptions along the Theory of Change 

Table 11. Assumptions along Theory of Change 

Activity: Components of the IECD 

programme 
Assumptions along the theory of change 

From starting point to Inputs/Activities 

IECD programme improves the cross-sectoral 

coordination in delivering essential IECD 

services through system strengthening and 

capacity building at local levels 

IECD is an attractive proposition to the provision of 

comprehensive ECD services for young children in 

early years by addressing the lack of horizontal 

integration in services provided. 

UNICEF Viet Nam and the involved ministries have 

the skills and capacity to effectively implement the 

capacity building activities for local service 

providers and more importantly, enhance cross-

sector coordination among them. 

While there are vertical interventions in health, 

nutrition, reproductive health, and education, little 

has been done to integrate services horizontally for 

early childhood development and particularly at the 

household level. (Asian Development Bank 

(2006). Recommendations for Early Childhood 

Development in Viet Nam. Period 2006-2010 and 

the vision toward 2020. 

Moving from Inputs to Outputs 

UNICEF’s provision of financial and technical 

support in capacity building activities as well as 

communication initiatives generate quality ECD 

services to be provided and good parenting 

practices adopted at the household levels. 

(i) An effective IECD project management 

board is established to coordinate activities 

among sectors, manage the fund and 

allocate the fund to good capacity-building 

activities; 

(ii) There are dedicated and devoted service 

providers in the local levels who welcome 

the idea of IECD programme and be willing 

to apply the capacity training lessons to 

daily work; 

(iii) Experts from UNICEF Viet Nam and 

involved ministries have the appropriate 

skills and capacity to deliver quality 

capacity-building activities to local service 

providers and project management training 

for local officers. 

Moving from Outputs to Outcomes 

Target beneficiaries of the IECD programme, 

including all children aged 0-8 and their families 

in the project locations benefit from quality IECD 

services. The IECD model is established and 

Positive demonstration effect in project locations 

achieved and proved. 

Children in the target group and their families do 

not face other binding constraints in accessing and 

using IECD services. 
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Activity: Components of the IECD 

programme 
Assumptions along the theory of change 

successfully operational, meaning: (i) 

significantly viable contributing to the 

comprehensive development of young children 

in terms of physical, socio-emotional and 

cognitive development; (ii) increased access 

and use of quality IECD services by every child 

in the target group, especially vulnerable 

children.  

Service providers, policymakers and other key 

stakeholders take up the knowledge 

disseminated and the models promoted through 

advocacy. 

The socio-economic environment and government 

policies are not worsening  

Moving from Outcomes to Impacts 

Evidenced-based policy advocacy is practiced 

and the IECD programme is scaled up 

nationwide to become a national model. The 

presence of a national model also broadens the 

group of beneficiaries and gives them the full 

opportunities to access quality, timely and age-

appropriate IECD services, contributing to 

holistic development of young children 

nationwide.  

Socio-economic conditions and external factors 

such as weather conditions and geographic 

conditions are not worsening 

The Programme target groups and beneficiaries  

Table 12. Programme target groups and beneficiaries 

Target groups 

Government agencies, in particular ECD service providers and local officers 

in charge of child-related issues 

Other stakeholders who play a role in promoting IECD concepts 

Beneficiaries 

Within the programme cycle, the IECD programme defines the impact target 

population as children aged 0-8 living in the project locations and their families, 

which counts up to 35,000 children and 25,000 parents/ caregivers. 
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Risks and mitigation measures along the Theory of Change 

Table 13. Risks and mitigation measures along the Theory of Change 

Risk Probability 

(High/ 

Medium/ 

Low) 

Impact 

(High/ 

Medium/ 

Low) 

Monitoring 

How it will be 

monitored? 

Mitigation measures 

Social risks 

Communication 

initiatives fail to 

deliver a good 

introduction of 

quality ECD 

services in the IECD 

programme and fail 

to encourage 

parents/ primary 

caregivers to adopt 

good parenting 

practices 

Medium Medium Field visit and 

observation of the 

presence of 

communication 

initiatives and 

materials of the 

IECD programme 

in project locations 

and explore 

beneficiaries’ 

perception towards 

them 

All communication initiatives, 

including programs, 

campaigns and related 

materials should be well 

designed and contexualized. 

Customization must take into 

consideration the complex 

setting of ethnic diversity and 

cultural diversity as well as 

language barrier.  

Governance risks 

Conflict of interest of 

UNICEF and local 

project 

management 

groups 

Low High Due diligence All UNICEF’s programming 

staff and members of local 

project management groups 

should sign the programme 

code of conduct confirming 

that any programme activity 

in which they have a direct or 

indirect material interest 

cannot be implemented and 

inclusive participation of all 

stakeholders is encouraged, 

regardless of which 

department leads the 

provincial project 

management group.  

Operational risks 

Poor management 

by local project 

management 

groups leads to poor 

results of IECD 

programme 

Low 

 

 

High 

 

 

Quarterly progress 

reports 

Milestones field 

checking reports 

UNICEF’s due diligence of 

provincial proposals of 

members of local project 

management groups for their 

capacity to implement the 

IECD programme 

successfully. 

UNICEF will provide from the 

beginning project 

management trainings to 

members of local project 

management groups to get 

familiar with the IECD 
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Risk Probability 

(High/ 

Medium/ 

Low) 

Impact 

(High/ 

Medium/ 

Low) 

Monitoring 

How it will be 

monitored? 

Mitigation measures 

operationalization model and 

develop the required skills to 

manage programme 

interventions and activities. 

Operational risks 

Poor cross-sector 

coordination 

between 

stakeholders leads 

to poor results of 

IECD programme 

 

Low 

 

High 

 

Quarter progress 

reports 

Milestones field 

checking reports 

 

In the project management 

trainings provided by 

UNICEF to members of local 

project management group, 

all members representive of 

different stakeholders are 

invited to attend and share 

their perception towards the 

cross-sector cooperation. 

Cross-sector coordination is 

clearly discussed and 

defined in the trainings as 

well. 

Operational risks 

Technical support in 

capacity building 

activities fail to 

generate quality 

ECD services and 

promote good 

parenting practies 

Low 

 

High 

 

After-training 

written self-

reflection 

Milestones field 

checking reports 

 

 

 

UNICEF through its network 

of ECD experts will contact 

and invite high-profile and 

experienced experts to lead 

the capacity building 

activities. Note that the 

activities take into 

consideration the complex 

setting of ethnic diversity and 

cultural diversity as well as 

language barrier. 

Financial risks 

Financial support in 

capacity building 

activities fail to 

generate quality 

ECD services and 

promote good 

parenting practies 

Low High Quarterly progress 

reports 

Milestones field 

checking reports 

 

 

All financial controls and 

accounting procedures are 

solid and specifically 

designed based on local 

experiences, taking special 

attention to the previous 

UNICEF progrrammes 

delivered in the project 

locations. 

5.1.2 Monitoring Framework 

Monitoring activity is often supposed to be taken continuously to collect data to verify whether 

the objectives of the programme are likely to be attained, and whether corrective actions are 

needed. Therefore, monitoring is often done by identifying expected results of each activity 
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belonging to each component of the programme and the indicators to assess these results. 

The main audience for monitoring, programme managers and staff working in PMU from district 

to commune levels, are those who will be most interested in the results of the monitoring 

system, since they will have to make decisions based on this information. However, given that 

the baseline indicators all require primary data and specifically serve the purpose of evaluation 

and it is costly in terms of financial and human resources to repeat the measurement and 

calculation of those indicators at fixed time points throughout the programme cycle, result 

monitoring is not recommended in this case. Instead, implementation monitoring or activity-

based management is proposed as an appropriate alternative. Judging by the Theory of 

Change, the implementation monitoring will look at the implementation and work plans of a set 

of identified activities, which are the means and strategies that are used to use inputs 

effectively to achieve outputs and, ultimately, outcomes and impacts for every component. 

Therefore, it becomes convenient to understand how the monitoring of implementation of these 

activities results in improved performance. 

The research team proposes to monitor each component of the IECD programme separately, 

using intra-sector monitoring, by recruiting officers from local PMU members and specialists 

from UNICEF Viet Nam to form a provincial-level monitoring team. It is suggested that a 

monitoring team recruit both local PMU members and specialists from UNICEF Viet Nam 

whose expertise fits within the components of IECD programme but at the same time the team 

should involve both programming and non-programming staff to ensure the accountability and 

transprarency of M&E work. For example, to monitor the component of Social Assistance, the 

corresponding monitoring team would include DPI officiers and UNICEF Specialist in the field 

who are either involved or not involved in delivering relevant interventions within the IECD 

programme. So looking from the Figure 52, there are in total four monitoring teams who are 

responsible for monitoring the activity implementation of four components, namely Child  

Survival and Development, Child Education, Social Assistance and Child Protection.  

Figure 52. Monitoring framework of IECD Programme in a certain province 

 

Child 
Protection = 
DOLISA + 
UNICEF 

Specialist

Social 
Assistance 

= DPI + UNICEF 
Specialist

Child Survival 
and 

Development

= DOH + 
UNICEF 

Specialist

IECD 
Programme

Child Education

= DOET + 
UNICEF 

Specialist
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The following figure demonstrates the monitoring process that takes place for a certain activity 

belonging to a certain component.  

Figure 53. Monitoring process of an IECD activity 

 

In the first stage of the monitoring process, namely Preparation & Schedule, the monitoring 

team should be notified of detailed activity schedule and work plan before the activity is actually 

implemented to prepare logistics and materials for monitoring. The common practice is that at 

the beginning of the year, in parallel with programming staff announcing the activity schedule 

for the whole year, the monitoring team also work together to determine what activity to be 

monitored and what quantitative and qualitative data to collect and in what forms for monitoring 

purposes. Therefore, in case of no significant change or adjustment in activity schedule or 

work plan, the monitoring team will be well prepared in advance and proactive in carrying out 

monitoring work. 

The first note to the activity monitoring is that M&E work is also an activity within the IECD 

programme, to which human and financial resources should be allocated. However important 

M&E is, M&E work has in reality not always been considered as an integral part of any 

programme, project or policy. 

The second note is that not every activity should be and must be monitored and the same 

activity should not be monitored in every district and commune, given restricted resources and 

ambitious development goals. Only key activities representative of each component should be 

put to monitoring plan, and therefore, should be discussed and agreed by programming staff 

and monitoring team beforehand. Also, unless the monitoring team would like to carry out a 

cross-regional comparative study of activity implementation between districts or communes, 

only activities that are significant and most relevant to local contexts should be monitored, to 

provide inputs to feature case study. In the second stage of the monitoring process, namely 

Monitoring, the assigned person of the monitoring team has to get two tasks completed: 

Preparation 
& Schedule

• In advance of actually implementing the activity, the programming staff
notify the monitoring team of the activity schedule and work plan.

• Usually the activity schedule and work plan are announced at the
beginning of a year for the whole year. Still, the monitoring team should be
notified of any change or adjustment under any circumstance.

Monitoring

• The monitoring team, based on the activity schedule and work plan,
allocates resources and assigns people to supervise the activity and give
brief feedback/ comments to programming staff at the field about whether
the activities are completed in a timely and appropriate manner.

• The monitoring team is also in charge of designing, delivering and
collecting activity assessment forms from programming staff and
participants, such as activity reports, field notes or feedback surveys.

Comments 
& Feedback

• The monitoring team analyzes data collected from the activity assessment
forms and gives judgements and assessments in the forms of reports for
the purpose of M&E documentation.

• The reports are to be shared with programming staff for the purpose of
lesson learning.
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observing the activity implementation at the field and giving on the spot feedback to 

programming staff about whether the activities are completed in a timely and appropriate 

manner; and collecting activity assessment forms from programming staff and participants. 

In case of training activity, for example, technical training provided to local volunteers on how 

to use m-IECD modules to track the progress of beneficiaries in the project locations, one 

activity assessment form is delivered to participants to collect their feedback (see Figure 54 as 

as an example).   

In the third and also last stage of the monitoring process, namely Comments & Feedback, data 

collected from activity assessment forms are analyzed to produce insightful findings and show 

trends over time of activity implementation. Specifically, quantitative data are analyzed to 

produce summative descriptive statistics, which help to generate an overview of the activity 

quality, while qualitative data, collected through participants’ written reflection, is selected and 

directly quoted to provide justifications for the statistics. The analysis and key findings, are 

then presented in a brief activity monitoring report, which is also shared with programming staff 

for the purpose of lesson learning. 

Apart from data that can be easily and regularly retrieved from activity reports, field notes or 

feedback surveys of monitoring team, monitoring activities can also rely on the aggregation of 

external data such as local governments’ databases. For example, data tracking the practice 

of taking supplements by pregnant women can be stored and retrieved from commune health 

centers’ records. A note to this data is that as this is by nature secondary data, this obviously 

helps to save costs of collection, though hardly produces the specifically needed data for 

monitoring purposes, for example disaggregation data by location or age group.   
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Figure 54. Sample activity assessment forms for monitoring purposes 

TRAINING EVALUATION FORM 

 

Date of training:  .......................................... Place of training:  .........................................  

Presenter’s name:  .............................................................................................................  

Participant’s name: ............................................................................................................  

Participant’s place:  ............................................................................................................  

Participant’s occupation:  ..................................................................................................  

Topic or Session:  ..............................................................................................................  

 

Please complete the evaluation for today’s training session – Your feedback is 
valuable to the programming and monitoring team. Both teams are committed to 
continual improvement and suggestions will be considered. 

 

Criteria Strongly 
agree 

 
5 

Agree 
 
 
4 

Neither 
agree nor 
disagree 

3 

Disagree 
 
 
2 

Strongly 
disagree 

 
1 

Training was relevant 
to my needs. 

     

Materials provided 
were helpful. 

     

Length of training was 
sufficient. 

     

Content was well 
organized. 

     

Questions were 
encouraged. 

     

Instructions were clear 
and understandable. 

     

Training met my 
expectations. 

     

The presenter and/ or 
presentation was 
effective. 

     

 

What was the most useful thing you learned in this training? 

 .............................................................................................................................................  

 

What was the least useful thing you learned in this training? 

 .............................................................................................................................................  

 

Do you have any suggestion for the future trainings on this topic/ session or ideas 
for future topics/ sessions? 

 .............................................................................................................................................  
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5.1.3 Evaluation Framework 

The evaluation takes over the important task of evaluating the programme against key 

evaluation criteria, namely Relevance, Effectiveness, Efficiency, Sustainability and Scalability. 

This is particularly essential to the IECD programme, which is UNICEF’s flagship initiative 

piloted in three provinces (Dien Bien, Gia Lai and Kon Tum). Therefore, the evaluation criteria 

help to generate evidence for evidence-based policy advocacy to draw public policy attention 

to IECD and scale up the IECD operationalization model nationwide.  

Relevance 

The evaluation of relevance deals with matching the appropriateness of the programme design 

inclusive of its interventions or activities to the needs of children and parents/ caregivers in the 

project locations. 

Accordingly, the evaluation of relevance aims to answer the following questions: 

 Is the IECD operationalization model relevant vis-à-vis the overall programme goal in 

calling for inter-sectorial cooperation in IECD service delivery and ensuring that 

children aged 0-8 in project locations are safe, healthy, ready to learn and thrive? 

 Have the IECD programme design and objectives been relevant and well aligned with 

international norms and agreements on Human Rights, Child Rights and Gender 

Quality and national policies and strategies? 

 Has the IECD programme been implemented well enough to achieve its objectives 

(such as meeting the target values of indicators) in the given period of time from 2017 

to 2021? 

 Has the IECD programme been effective in addressing target vulnerable groups 

including children, women, ethnic minority by removing multiple barriers to social 

inclusion and responding to their needs? 

The Programme relevance can be confirmed by the beneficiaries, namely children aged 0-8 in 

project locations and their parents/ caregivers who were interviewed by the consultant in 

household surveys in the endline assessment. Alternatively, parents or caregivers can be 

asked to elaborate on their viewpoints in focus group discussions, which will be conducted in 

the same manner as in the baseline study. 

Effectiveness 

Effectiveness focuses on results, not processes and the consultant examines if the programme 

has produced its planned outcomes and met intended objectives. As this is baseline 

assessment, during the cycle of the IECD programme the evaluation is replicated at the end 

to summatively assess the progress towards achieving the objectives, namely endline 

assessment and impact evaluation, preferrably within one year after the last activity is 

delivered. The methodology and research tools of the evaluation, including quantitative and 

qualitative tools, are the same as those in the baseline assessment study.  

In the context of IECD programme, due to limited financial budget and short-term programme 

cycle, a mid-term evaluation would not be recommended. Specifically, the IECD programme 

cycle is only 4 years (starting from 2017 to 2021), so a mid-term evaluation that takes 
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approximately 6 months would be lengthy and the expected results and impacts of the 

programme may not fully be realized. In other words, a mid-term evaluation would fit into a 

longer-term programme cycle, for example 10 years with a five-year break. 

The overall guideline of the evaluation is the Theory of Change (ToC) and IECD 

operationalization model, with a view to answering the following research questions: 

 Whether the established ToC reflects logical pathways to the expected programme 

outcomes? 

 Whether expected outcomes (increased access to IECD model by children from 0 to 8 

and their families in the project locations) and outputs are effective, efficient, relevant, 

sustainable and equal? 

 Whether IECD components in all selected areas: health, early education, child 

protection, etc. work well? 

Specifically, the list of indicators that were stated in the Baseline Assessment’s TOR are for 

IECD programme’s evaluation purpose. Some of them fit in both baseline and endline 

assessment and others fit into only endline assessment. After reviewing the list and discussing 

with UNICEF Viet Nam regarding the feasibility and practicality of the measurement of all 

indicators, the research team proposed that the endline assessment will evaluate 36 indicators 

in the baseline and additional indicators in the endline (see Table 14). Definitions and 

computation formulas of all indicators are presented in the following section. After data 

collection is completed, the endline values of all indicators are compared against target values 

to demonstrate that the programme is achieving some of its intended objectives. 

Table 14. List of additional indicators in endline assessment 

No. Indicators 

E1. 
Percentage of parents/child caregivers and commune people in the project locations having 

positive feedback/ comments on IECD services 

E2. 
Number of commune health centres in project locations have IYCF counselling services that 

integrate early stimulation services 

E3. 
Existence of at least two m-IECD modules applied mobile technology to fast track the progress 

of respective IECD interventions in the project locations 

E4. 
MPSARD Action Plan is available and operational in three focus provinces 

(Đề án Đổi mới phát triển trợ giúp xã hội) 

E5. 
Percentage of parents and caregivers of children aged 0-8 years who wanted to participate in 

IECD parenting/counselling platforms at grassroots level 

E6. The extent to which multi-media contents promote positive parenting practice. 

E7. Percentage of IECD resource persons in the project locations are trained on holistic parenting  

E8. Percentage of parents/caregivers of children under 5 years participate in IECD clubs 

E9. 
The extent to which provincial SEDP 2016-2020 of Kon Tum, Gia Lai and Dien Bien provinces 

include indicators that are related to IECD. 
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Efficiency 

Efficiency is associated with the resources used to produce desired outputs. The programme, 

therefore, will be examined to explore the extent to which it is producing its planned outputs in 

relation to expenditure of resources. In addition to exploring effiency in resource use, the 

programme is also examined to explore what specific steps have been undertaken to optimize 

the programme efficiency. 

Accordingly, the evaluation of efficiency aims to answer the following questions: 

 How economically resources or inputs (such as budget, expertise and time) are 

converted to results?  

 Did the programme manage to achieve all or some of its objectives within established 

timeframes and costs? Has the programme demonstrated good efficiency to date in 

those areas where the activities were implemented and outputs produced? 

 Did the programme demonstrate some flexibility in adapting to any change in 

environment in terms of political, legal or socio-economic aspects? 

 What specific steps have been taken to optimize the efficiency of the programme? 

The programme efficiency can be assessed by analyzing three main sources of information: 

(i) accounting reports of PMUs in which budget is specifically allocated to component or 

objective; (ii) secondary data collected from activity monitoring reports compiled by the 

monitoring team; and (iii) primary data qualitatively collected in the form of key informant 

interviews and focus group discussions with programming team. The information is analyzed 

to highlight key findings such as areas where efficiency is reached or feature case studies.  

Sustainability and scalability 

Sustainability deals with being strategic and looking to the future and assessing if key 

programme components will be in place and expand beyond the programme completion in 

2021. Meanwhile, scalability measures the capability of expanding the programme area 

beyond three pilot provinces through the mechanism of policy advocacy. So, sustainability 

generates evidence that steers scalability.   

Therefore, the evaluation of sustainability aims to explore whether the programme design 

includes an appropriate sustainability strategy (including promoting national/ local ownership, 

use of local capacity, etc.) to support positive changes for the target groups and beneficiaries 

after the end of the programme cycle.  

Specifically, sustainability requires i) strengthening stakeholder capacity to deliver 

interventions and ii) integrating interventions within institutional structures so that they can iii) 

maintain desired benefits over time.  

Therefore, the evaluation of efficiency aims to answer the following questions: 

 Are the prospects for further development of related interventions after the end of the 

programme cycle even across project locations? If not, then why? 

 Are local governments in project locations committed and simultaneously capable of 

maintaining the IECD operationalization model by the end of the programme cycle? 
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Have local governments’ skills and expertise in coordinating different IECD 

components in service delivery been improved?  

 Do capacity building activities within the IECD programme positively affect 

sustainability and have they been systematized and institutionalized? If yes, then in 

what form and in which level (provincial, district or commune)? 

 To what extent can the programme sustain the future change in environment in terms 

of political, legal or socio-economic aspects at the end of the programme cycle? 

The programme sustainability and scalability can be assessed by interviewing programming 

staff, in particular members of PMUs who are directly involved in activity implementation and 

service delivery. Depending on the need of information, key informant interviews and focus 

group discussions are conducted to explore their viewpoints regarding the future of the 

programme and any suggestion for programme improvement.  
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5.2 M&E Framework 

 M&E Framework – IECD Programme 

Goal          

 CPD Outcome 3: By 2021 in selected areas of the three provinces, all children and their families, especially the most vulnerable, utilize 
inclusive and quality IECD service 

 CPD Output 3.1: Enhanced local capacity to develop and operationalise IECD centred, equitable and inclusive high impact child 
survival and development packages in focus province 

 CPD Output 3.2: Strengthened capacity of education service providers in focus provinces to deliver quality early learning and 
school readiness programmes for children under 4 years 

 CPD Output 3.3: Enhanced local capacity in focus provinces to develop and operationalise local child protection systems and 
services, including positive parenting, non-violent discipline 

 CPD Output 3.4: Enhanced local capacity to develop and operationalise an IECD centred, equity-focused and inclusive social 
assistance mechanism in focus provinces 

Indicator Definition Disaggregation 
by 

Baseline Target Means of 
Verification 

Collection 
methods (with 
indicative time 
frame & 
frequency) 

Responsibility Risks & 
Assumptions 

1. Percentage of children 
under five who are 
stunted (%) 

Percentage of children 
whose height-for-age is 
more than two standard 
deviations below the median 
of the reference population 
(provided by WHO Child 
Growth Standards)  
+ Moderately stunted: 
height-for-age below 2 
standard deviations from the 
median 
+ Severely stunted: height-
for-age below 3 standard 
deviations from the median 

- Location 
(province) 
- Number of 
children aged 0-
8 per household 
- Age group of 
the measured 
child 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

49.6 N/A - Baseline 
assessment 
- Endline 
assessment 

- Measure directly 
the height of 
children in 
surveyed 
household using 
qualified height 
measurement 
scales provided 
by NIN or UNICEF 
Viet Nam.  
- At the endline 
survey, there 
should be re-
measurement. 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

- By the time of 
the endline 
survey, some 
children whose 
height was 
measured in 
baseline could be 
over 5 years, so 
that the end-line 
data about these 
children may not 
be collected and 
replaced with 
data of new 
young children 
under five.  
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6. Number of pregnant 
women who receive iron 
and folic acid 
supplementation 

Number of pregnant women 
who received iron and folic 
acid during the last 30 days. 

- Location 
(province) 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

18/67 women N/A 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
pregnant women 
if they received 
iron and folic acid 
supplementation 
over the last 30 
days (1 month) 
before the 
interview date. 
- Household 
survey 
- Annual 

UNICEF & 
Consultants 

- From baseline 
experience, the 
number of 
pregnant women 
in the sample at 
the time of the 
survey may be 
rather smal in 
project location. 

23. Percentage of women 
aged 15-49 years with a 
live birth in the last 2 
years in project locations 
who were attended by 
skilled health personnel 
during their most recent 
live birth. (%) 

Percentage of women aged 
15-49 years with a live birth 
in the last 2 years in project 
locations who were attended 
by a doctor or nurse/midwife 
during their most recent live 
birth. 
Numerator: number of 
women aged 15-49 years 
with a live birth in the last 2 
years who were attended by 
a doctor or nurse/widwife 
during their most recent live 
birth  
Denominator: number of 
women aged 15-49 years 
with a live birth in the last 2 
years 

- Location 
(province) 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

56.9 N/A 
 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview women 
aged 15-49 in the 
project 
communes with a 
live birth in the last 
2 years 
- Household 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

24. Percentage of women 
aged 15-49 years with a 
live birth in the last 2 
years in project locations 
who were attended 
during their last 
pregnancy that led to a 
live birth at least four 

Percentage of women aged 
15-49 years with a live birth 
in the last 2 years who 
received antenatal care at 
least 4 times during their last 
pregnancy. 
Numerator: number of 
women aged 15-49 years 

- Location 
(province) 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 

21.3 N/A 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview women 
aged 15-49 in the 
project 
communes with a 
live birth in the last 
2 years 
- Household 
survey 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 
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times by any provider. 
(%) 

with a live birth in the last 2 
years who received 
antenatal care at least 4 
times during their last 
pregnancy.  
Denominator: number of 
women aged 15-49 years 
with a live birth in the last 2 
years.  

- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

- Annual 

25. Proportion of births in 
project locations that 
were delivered at a health 
facility (%) 

Percentage of women aged 
15-49 years with a live birth 
in the last 2 years who were 
delivered at a hospital, a 
commune health centre, a 
maternity house or a private 
health centre. 
Numerator: number of 
women aged 15-49 years 
with a live birth in the last 2 
years who were delivered at 
a hospital, a commune 
health centre, a maternity 
house or a private health 
centre  
Denominator: number of 
women aged 15-49 years 
with a live birth in the last 2 
years 

- Location 
(province) 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

57.2 N/A 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview women 
aged 15-49 in the 
project 
communes with a 
live birth in the last 
2 years 
- Household 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

21. Percentage of 
children aged 0-23 
months in project 
locations who are put to 
the breast within one hour 
of birth (%) 

Percentage of 0-23 month 
old children who were put to 
their biological mothers' 
breast within 01 hour of birth. 
Numerator: number of 0-23 
month old children who were 
put to their biological 
mothers' breast within 01 
hour of birth.  
Denominator: number of 0-
23 month old children. 

- Location 
(province) 
- Number of 
children aged 0-
8 per household 
- Gender of the 
child 
- Relationship 
between the 
child and 
primary 
caregiver 
- Gender of 
household head 

51.8 100 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
parents or primary 
caregivers  
- Household 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 
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- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

3. Proportion of the 
population having an 
improved sanitation 
facility (%) 

Percentage of household 
members who have 
improved sanitation facility. 
A household is determined 
to have improved sanitation 
facility if using one of the 
following types of toilet 
facilities:  
+ Flush/Pour flush (to piped 
sewer system, septic tank) 
+ Flush/pour flush (to pit 
latrine)  
+ Biogas  
+ Direct double dry pit toilet  
+ Ventilated improved pit 
latrine  
Numerator: Number of 
household members who 
have improved sanitation 
facility 
Denominator: Number of 
household members  

- Location 
(province) 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

27.2 100 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
households about 
their sanitation 
facility 
- Observe 
household’s 
sanitation facility 
to confirm 
- Household 
survey 
- Annual 
 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

10. People in 
humanitarian situations 
who access safe drinking 
water as per agreed 
sector/cluster 
coordination standards 
and norms 

Number of household 

members who access safe 

drinking water during natural 

disasters of all kinds that 

have negative impact on the 

availability and quality of 

household water supply. 

Household's access to safe 
drinking water is determined 
as one of the following types:  

- Location 
(province) 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 

582/1,901 
people 

N/A 
 
 
 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
households about 
their water source 
for drinking 
purpose in 
humanitarian 
situations 
- Household 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

- The household 
response and 
data collected is 
subject to the 
occurrence of 
natural disasters, 
which may vary 
between years in 
the project 
locations. 
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+ Piped water into dwelling, 
to yard/plot, to neighbour  
+ Pubic tap/ standpipe  
+ Tube well/ Borehole  
+ Protected dug well  
+ Protected spring  
+ Tanker-truck  
+ Packaged water (bottled/ 
sachet water)  

- Qualification of 
primary 
caregiver 
- Household 
wealth index 

 
 
 
 
 

5. Number of communes 
with functioning IECD 
services 

A commune is determined to 
have functioning IECD 
services if meeting the 
following criteria:  
+ An IECD programme 
steering committee with 
name of member and terms 
of reference 
+ IECD club with weekly act  
+ A network of IECD core 
staff at village level  
+ Providing a list of ECD 
services:  
Health: post-natal care 
within the first month of 
delivery for both mother and 
baby & newborn care at 
home by skilled birth 
attendants 
Nutrition: exclusive 
breastfeeding, IYCF and 
micronutrient 
supplementation 
WASH: community-led total 
sanitation, hygiene 
promotion & WASH in 
schools focusing on 
handwashing practices 
Education: early learning 
centres (both formal and 
community based)  
Child protection: parenting 
clubs empowering 

- Location 
(province/ 
district/ 
commune) 

0 27 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 
 

- Interview 
representatives 
from commune 
PMUs about 
currently 
functioning IECD 
services in the 
commune. 
- Commune 
survey 
- ECD service 
provider survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 
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parents/caregivers in 
providing responsive care 
giving. 

 Provincial Project’s Long Term Objective: By 2021, all targeted children (0-8 years old) and their family members especially those of the 
most vulnerable groups in the target communes utilize inclusive and quality IECD services to fulfil children’s rights to survival, 
development, education and protection 

Indicator Definition Disaggregation 
by 

Baseline Target Means of 
Verification 

Collection 
methods (with 
indicative time 
frame & 
frequency) 

Responsibility Risks & 
Assumptions 

18. Percentage of 
children aged 0-3 years in 
project locations received 
age-appropriate nutrition 
and early stimulation/ 
learning from parents/ 
caregivers (%) 

Percentage of children aged 
0-3 years who receive age-
appropriate nutrition and 
early stimulation. 
+ Age-appropriate nutrition 
includes minimum dietary 
diversity and minimum meal 
frequency (according to 
MICS6 indicator definitions) 
+ Early stimulation includes 
exercises according to "Care 
for Child Development - 
Participant Manual" by WHO 
and UNICEF 
Numerator: number of 
children aged 0-3 years who 
receive age-appropriate 
nutrition and early 
stimulation 
Denominator: number of 
children aged 0-3 years 

- Location 
(province) 
- Age group of 
the child 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

7.3 100 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
parents or primary 
caregivers about 
their IYCF and 
early stimulation 
practices with 
their children. 
- Household 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

2. Percentage of children 
receiving early 
stimulation and 
responsive care from 
their parents or 
caregivers (%) 

Percentage of children aged 
0-4 years who receive early 
stimulation according to 
"Care for Child Development 
- Participant Manual" by 
WHO and UNICEF. 
Early stimulation involves 2 
groups of practice: Play & 
Communication. To be 
considered as receiving 

- Location 
(province) 
- Age group of 
the child 
- Gender of the 
child 
- Relationship 
between the 
child and 

59.1 100 
 
 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
parents/ primary 
caregivers if they 
did perform “Play” 
or “Communicate” 
activities with 
children – 
according to 
WHO/ UNICEF 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 
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early stimulation, children 
must receive at least one 
practice of each group. 
Numerator: Number of 
children aged 0-4 years who 
receive early stimulation 
according to "Care for Child 
Development - Participant 
Manual" by WHO and 
UNICEF. 
Denominator: Number of 
children aged 0-4 years  

primary 
caregiver 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

 
 

Participant 
Manual 
- Household 
survey 
- Annual 
 

22. Percentage of 
parents/caregivers in 
project locations who 
engaged with their 
children aged 0-4 years 
(under 5) in activities to 
promote responsive care 
including early 
stimulation (%) 

Percentage of parents/ 
caregivers of children aged 
0-4 years who practice early 
stimulation with their children 
according to "Care for Child 
Development - Participant 
Manual" by WHO and 
UNICEF. 
Early stimulation involves 2 
groups of practice: Play & 
Communication. To be 
considered as receiving 
early stimulation, children 
must receive at least one 
practice of each group. 
Numerator: Number of 
parents/ caregivers of 
children aged 0-4 years who 
practice early stimulation 
with their children according 
to "Care for Child 
Development - Participant 
Manual" by WHO and 
UNICEF. 

- Location 
(province) 
- Age group of 
the child 
- Gender of the 
child 
- Relationship 
between the 
child and 
primary 
caregiver 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

57.8 N/A 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
parents or primary 
caregivers 
- Household 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 
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Denominator: Number of 
parents/ caregivers of 
children aged 0-4 years 

19. Percentage of 
parents/primary 
caregivers of children 
aged 0-8 years in the 
project locations who 
practise non-violent 
discipline and responsive 
parenting (%) 

Percentage of parents/ 
primary caregivers who 
practised non-violent 
discipline and responsive 
parenting (according to 
MICS6 indicator definitions) 
Numerator: number of 
parents/ primary caregivers 
who practised non-violent 
discipline and responsive 
parenting. 
Denominator: number of 
parents/ primary caregivers. 

- Location 
(province) 
- Relationship 
between the 
child and 
primary 
caregiver 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

11 100 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
parents or primary 
caregivers about 
their child 
disciplinary 
practices. 
- Household 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

4. Percentage of children 
age 36-59 months 
enrolled in an early 
childhood education 
programme (enrolment 
rate) (%) 

Percentage of children aged 
36-59 months who are 
currently attending an early 
childhood education 
programme, of either public 
or private kind.  
Numerator: number of 
children aged 36-59 months 
who are currently attending 
an early childhood education 
programme.  
Denominator: number of 
children aged 36-59 months. 

- Location 
(province) 
- Gender of the 
child 
- Age group of 
the child 
- Enrollment 
status of the 
child 
- Relationship 
between the 
child and 
primary 
caregiver 
- Number of 
children aged 0-
8 per household 

92.1 100 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
parents/ primary 
caregivers about 
their children’s 
enrolment in early 
childhood 
education 
programme  
- Household 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 
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- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

20. Percentage of 
children aged 36-59 
months in project 
locations on-track in at 
least three or four 
developmental domains 
(MICS IECD index: 
literacy-numeracy, 
physical, social-
emotional and learning) 
(%) 

Percentage of children aged 
36-59 months in project 
locations who are 
developmentally on track in 
at least three out of four 
developmental domains, in 
which:  
+ Literacy-numeracy: 
Developmentally on track if 
children can do at least two 
of three activities: Can 
identify/name at least ten 
letters of the alphabet, Can 
read at least four simple, 
popular words, Knows the 
name and recognizes the 
symbol of all numbers from 1 
to 10. 
+ Physical: Developmentally 
on track if children can do at 
least one of two activities: 
Can pick up a small object 
with two fingers like a stick or 
a rock from the ground, Is 
not sometimes too sick to 
play. 
+ Social-emotional: 
Developmentally on track if 
children can do at least two 
of three activities: Gets along 
well with other children, 

- Location 
(province) 
- Gender of the 
child 
- Age group of 
the child 
- Enrollment 
status of the 
child 
- Relationship 
between the 
child and 
primary 
caregiver 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

73.8 100 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
parents or primary 
caregivers about 
their children’s 
development in 
four mentioned 
areas.  
- Household 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

The data for 
computation is 
collected by 
interviewing 
parents or 
primary 
caregivers about 
their children’s 
development 
rather than 
observing the 
children 
themselves. So 
the data collected 
may not truly 
reflect the 
children’s real 
development. 



 

 WRITE HEADER TEXT FOR EVEN PAGES 

 

108 

 

Does not kick, bite, or hit 
other children, Does not get 
distracted easily.  
+ Learning: Developmentally 
on track if children can do at 
least one of two activities: 
Follows simple directions on 
how to do something 
correctly, When given 
something to do, is able to 
do it independently. 
Numerator: number of 36-59 
month old children who are 
developmentally on track in 
at least three of four above-
mentioned domains. 
Denominator: number of 36-
59 month old children. 

13. Proportion of children 
in the three IECD 
provinces benefiting from 
early childhood education 
through alternative 
approaches (such as 
home based provision of 
ECD, accelerated school 
readiness models, parent 
education, among others) 
with support from 
UNICEF (%) 

Percentage of children aged 
36-59 months in project 
locations benefiting from 
early childhood education 
through alternative 
approaches supported by 
UNICEF, such as: 
+ home based provision of 
ECD 
+ accelerated school 
readiness models 
+ parent education 
Numerator: number of 
children aged 36-59 months 
in project locations 
benefiting from early 
childhood education through 
alternative approaches 
supported by UNICEF 
Denominator: number of 
children aged 36-59 months. 

- Location 
(province) 
- Gender of the 
child 
- Age group of 
the child 
- Relationship 
between the 
child and 
primary 
caregiver 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 

N/A N/A 
 
 
 
 
 
 
 
 
 
 
 
 

- Endline 
assessment 
 

- Interview 
parents or primary 
caregivers 
(Household 
survey) 
- Desk review of 
programme 
documents (after 
all components of 
the programme 
are implemented 
in 27 communes) 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 
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- Household 
wealth index 

27. Percentage of 
households having 
children aged 0-8 years in 
the project locations who 
have learning materials 
(children's books and 
playing things) at home. 
(%) 

Percentage of households 
who have children books 
and play things for children 
at home. 
Numerator: number of 
households who have 
children books and play 
things for children at home. 
Denominator: number of 
households. 

- Location 
(province) 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

46.3 N/A 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
parents/ primary 
caregivers 
- Household 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

 Provincial Project’s Immediate Objective 1: By 2021, parents. Caregivers and community members in programme communes have the 

knowledge, skills and supportive norms to access available IECD services and practice behaviours that support health IECD 

Indicator Definition Disaggregation 
by 

Baseline Target Means of 
Verification 

Collection 
methods (with 
indicative time 
frame & 
frequency) 

Responsibility Risks & 
Assumptions 

17. Percentage of 
parents and caregivers of 
children aged 0-8 years in 
project locations who 
believed that responsive 
and non-violent parenting 
is the best for their 
children (%) 

Percentage of parents/ 
primary caregivers who 
believed children need not to 
be violently punished by all 
means (psychological/ 
physical) (according to 
MICS6 indicator definitions) 
Numerator: number of 
parents/ primary caregivers 
who believed children need 
not to be violently punished 
by all means (psychological/ 
physical). 
Denominator: number of 
parents/ primary caregivers. 

- Location 
(province) 
- Number of 
children aged 0-
8 per household 
- Relationship 
between the 
child and 
primary 
caregiver 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 

28.2 100 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
parents or primary 
caregivers 
- Household 
survey) 
- Annual 
 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 
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- Qualification of 
primary 
caregiver 
- Household 
wealth index 

E5. Percentage of 
parents and caregivers of 
children aged 0-8 years 
who wanted to participate 
in IECD parenting/ 
counselling platforms at 
grassroots level (%) 

Numerator: number of 
parents/ primary caregivers 
who wanted to participate in 
IECD parenting/ counselling 
platforms  
Denominator: number of 
parents/ primary caregivers 

- Location 
(province) 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

N/A 100 - Endline 
assessment 
 

- Interview 
parents or primary 
caregivers 
- Household 
survey 
- Annual 
 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

The indicator can 
only be collected 
at the endline 
survey after the 
IECD programme 
is conducted 
widely in 3 project 
provinces. 

E8. Percentage of 
parents/caregivers of 
children under 5 years 
participate in IECD clubs 
(%) 

Numerator: number of 
parents/ primary caregivers 
of children under 5 years old 
who currently participate in 
IECD clubs 
Denominator: number of 
parents/ primary caregivers 
of children under 5 years old 

- Location 
(province) 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

N/A 100 - Endline 
assessment 
 

- Interview 
parents or primary 
caregivers 
- Household 
survey) 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

This indicator can 
only be collected 
at the endline 
survey after the 
IECD programme 
is conducted 
widely in 3 project 
provinces. 

26. Percentage of boys 
and girls aged 6-8 years 
who know where to report 
violent incidents involving 

Percentage of children aged 
6-8 who know where to 
report incidents involving 
themselves or other children. 

- Location 
(province) 
- Whom children 
report to 

76.4 100 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
parents/ primary 
caregivers 
(Household 
survey) 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

- In the endline 
assessment, 
there’s a 
percentage of 
children who 
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themselves and other 
children (%) 

Numerator: number of 
children aged 6-8 who know 
where to report incidents 
involving themselves or 
other children  
Denominator: number of 
children aged 6-8.  
Note: Children aged 6-8 are 
only interviewed upon the 
approval of their parents/ 
caregivers.  

- Number of 
children aged 0-
8 per household 
- Gender of the 
child 
- Relationship 
between the 
child and 
primary 
caregiver 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

 
 

- Annual were interviewed 
in baseline and 
grow out of 6-8 
age range or 
move out of the 
project 
communes, 
which implies 
high chance of 
insufficient 
sample 

E6. The extent to which 
multi-media contents 
promote positive 
parenting practice. 

Percentage of parents/ 
primary caregivers who 
apply positive parenting 
practice which is 
communicated via multi-
media.  
Numerator: number of 
parents/ primary caregivers 
who apply positive parenting 
practice which is 
communicated via multi-
media.  
Denominator: number of 
parents/ primary caregivers 

- Location 
(province) 
- Means of 
media 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

N/A N/A 
 
 
 
 

- Endline 
assessment 
 

- Interview 
parents/ primary 
caregivers 
- Household 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

The computation 
formula as well 
as the scale of 
achievement of 
this indicator 
requires detailed 
guidance from 
UNICEF Viet 
Nam at the 
endline 
assessment. This 
is only research 
team’s 
suggestion. 

28. Percentage of 
parents and caregivers of 
children aged 0-8 years in 

Percentage of parents/ 
primary caregivers who 
receive (hear or find) 

- Location 
(province) 

22.8 N/A 
 
 

- Baseline 
assessment 

- Interview 
parents/ primary 
caregivers 

- UNICEF: 
Finance & 
Reporting 
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project locations 
receiving ECD related 
communication 
materials. (%) 

information about all aspects 
of ECD from trust-worthy 
sources such as: service 
providers, mass media, 
relatives/friends, reading 
materials and others. 
Numerator: number of 
parents/ primary caregivers 
who receive (hear or find) 
information about all aspects 
of ECD from trust-worthy 
sources. 
Denominator: number of 
parents/ primary caregivers. 

- Source of 
information 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

 
 
 
 
 
 
 

- Endline 
assessment 
 

(Household 
survey) 
- Annual 

- Consultants: 
Data collection 

29. Percentage of 
parents and caregivers of 
children aged 0-8 years 
who know and can list the 
benefits of all areas of 
IECD and know where to 
find supports. (%) 

Percentage of parents/ 
primary caregivers who 
know and can list the 
benefits of all areas of IECD 
and know where to find 
supports. 
Numerator: number of 
parents/ primary caregivers 
who know and can list the 
benefits of all areas of IECD 
and know where to find 
supports.  
Denominator: number of 
parents/ primary caregivers. 

- Location 
(province) 
- Areas of IECD 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

15 N/A 
 
 
 
 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
parents/ primary 
caregivers 
(Household 
survey) 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

30. Percentage of 
parents/ caregivers who 
believe that all children at 
the right age, regardless 
of background and 
abilities, should receive 
IECD services, equally. 
(%) 

Percentage of parents/ 
primary caregivers who 
either have their children 
(aged 0-8) access all IECD 
services or fail to do so for 
objective reasons. 
Numerator: number of 
parents/ primary caregivers 
who either have their 

- Location 
(province) 
- Areas of IECD 
services 
- Number of 
children aged 0-
8 per household 
- Relationship 
between the 

93 N/A 
 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
parents/ primary 
caregivers 
(Household 
survey) 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 
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children (aged 0-8) access 
all IECD services or fail to do 
so for objective reasons. 
Denominator: number of 
parents/ primary caregivers. 

child and 
primary 
caregiver 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

 Provincial Project’s Immediate Objective 2: By 2021, Improved capacity of service providers from related sectors in providing IECD 

services at all platforms 

Indicator Definition Disaggregation Baseline Target Means of 
Verification 

Collection 
methods (with 
indicative time 
frame & 
frequency) 

Responsibility Risks & 
Assumptions 

11. Percentage of village 
health workers and 
commune health workers 
at grass root levels in the 
project locations are able 
to perform Infant and 
Young Children feeding 
(IYCF) counselling (%) 

Percentage of village health 
workers and commune 
health workers at grass root 
levels in the project locations 
who either received training 
on IYCF counselling or 
actively performed IYCF 
counselling on all three 
areas:  
+ Early breastfeeding, 
exclusive breastfeeding and 
avoid bottle feeding  
+ Diverse diets and 
supplements of iron-rich 
foods  
+ Frequency of feeding and 
age-appropriate diets  
Note: Doctors are 
assumably qualified for 
performing all three areas of 

- Location 
(province/ 
district/ 
commune) 

66.7 N/A 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
manager of 
commune health 
centre (ECD 
service provider 
survey) 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 
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IYCF counselling so they are 
not asked questions in the 
survey.  
Numerator: number of 
doctors, nurses, physicians, 
pharmacists, midwives and 
other commune health 
workers who either received 
training on IYCF counselling 
or actively performed IYCF 
counselling on all three 
areas.  
Denominator: number of 
doctors, nurses, physicians, 
pharmacists, midwives and 
other commune health 
workers. 

E2. Number of commune 
health centres in project 
locations have IYCF 
counselling services that 
integrate early 
stimulation services 

Number of commune health 
centres in project locations 
whose health workers either 
received training on IYCF 
counselling or actively 
performed IYCF counselling 
and provided early 
stimulation services for 
parents/ primary caregivers 
in the form of training or 
direct practice with their 
children 
 
 

- Location 
(province/ 
district/ 
commune) 

N/A N/A 
 
 
 
 
 
 

- Endline 
assessment 
 

- Interview 
manager of 
commune health 
center  
- ECD service 
provider survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

The computation 
formula as well 
as the scale of 
achievement of 
this indicator 
requires detailed 
guidance from 
UNICEF Viet 
Nam at the 
endline 
assessment. This 
is only research 
team’s 
suggestion. 

E7. Percentage of IECD 
resource persons in the 
project locations are 
trained on holistic 
parenting 

Numerator: number of ECD 
service providers including 
health workers working in 
commune health centers 
and preschool teachers who 
received training on holistic 
parenting provided by 
UNICEF.  
Denominator: number of 
ECD service providers 
including health workers 

- Location 
(province/ 
district/ 
commune) 

N/A N/A 
 
 
 

- Endline 
assessment 
 

- Interview 
manager of 
preschools and 
commune health 
centres  
- ECD service 
provider survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

The computation 
formula as well 
as the scale of 
achievement of 
this indicator 
requires detailed 
guidance from 
UNICEF Viet 
Nam at the 
endline 
assessment. This 
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working in commune health 
centers and preschool 
teachers. 

is only research 
team’s 
suggestion. 

15. Number of child 
protection workers in 
UNICEF-supported 
communes who provide 
case management in line 
with national standards 

Number of commune officers 
under the management of 
commune people's 
committee who are involved 
in at least one of six steps in 
case management 
procedure: 
Step 1. Receive and record 
information of the at-risk 
child  
Step 2. Identify the child's 
needs  
Step 3. Develop a child 
support plan  
Step 4. Implement the child 
support plan  
Step 5. Monitor and assess 
the implementation of the 
child support plan  
Step 6. Record and keep a 
record of the child after 
intervention 

- Location 
(province/ 
district/ 
commune) 

132  N/A 
 
 
 
 
 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview leader 
of project 
communes 
- Commune 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

36. Percentage and 
number of children aged 
0-8 years who are eligible 
for social assistance in 
project locations 
receiving the assistance 
(including cash 
transfers). (%) 

Percentage of children aged 
0-8 who are eligible for social 
assistance and receive 
assistance, either in cash or 
in kind over the past 12 
months. 
A child is determined to be 
eligible for social assistance 
and receive assistance if he/ 
she belongs to at least one 
of four groups: Children from 
poor households, orphans, 
children with disability, 
children affected by HIV and 
does receive assistance in 
cash or in kind under social 

- Location 
(province) 
- Type of social 
assistance 
- Number of 
children aged 0-
8 per household 
- Gender of the 
child 
- Age group of 
the child 
- Relationship 
between the 
child and 
primary 
caregiver 

50.2 N/A 
 
 
 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
parents/ primary 
caregivers 
- Household 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 
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policies or from other social 
organization and individuals. 
Numerator: number of 
children aged 0-8 years who 
are eligible for social 
assistance and receive 
assistance, either in cash or 
in kind.  
Denominator: number of 
children aged 0-8 years who 
are eligible for social 
assistance. 

- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

14. Municipalities that 
implement local protocols 
for the protection of 
children from violence, 
abuse and neglect 

Number of provinces and 
districts that have 
established local child 
protection committees with 
name of member and terms 
of reference 

- Location 
(province/ 
district) 

3/3 provinces 
9/9 districts 

N/A - Baseline 
assessment 
- Endline 
assessment 
 

- KII with 
representative of 
provincial PMUs  
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

E1. Percentage of 
parents/child caregivers 
and commune people in 
the project locations 
having positive feedback/ 
comments on IECD 
services (%) 

Numerator: number of 
parents/child caregivers in 
the project locations having 
positive feedback/ 
comments on IECD services 
Denominator: number of 
parents/child caregivers in 
the project locations 

- Location 
(province) 
- Number of 
children aged 0-
8 per household 
- Gender of 
household head 
- Ethnicity of 
household head 
- Qualification of 
household head 
- Qualification of 
primary 
caregiver 
- Household 
wealth index 

N/A 100 - Endline 
assessment 
 

- Interview 
parents or primary 
caregivers 
- Household 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

This indicator can 
only be collected 
at the endline 
survey after the 
IECD programme 
is conducted 
widely in 3 project 
provinces. This is 
only research 
team’s 
suggestion. 

 Provincial Project’s Immediate Objective 3: By 2021, Improved capacity of service providers from related sectors in providing IECD services 

at all platforms 

Indicator Definition Disaggregation 
by 

Baseline Target Means of 
Verification 

Collection 
methods (with 
indicative time 
frame & 
frequency) 

Responsibility Risks & 
Assumptions 
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31. Percentage of ECE 
centres, including family-
based child care groups 
in project locations which 
have minimum IECD 
equipment and early 
learning/ stimulation 
services for young 
children (%) 

Percentage of preschools 
which: (i) have necessary 
equipment and facility as 
required by MOET in two 
Circulars 02/2010/TT-BGD-
DT and 34/2013/TT-BGD-
DT and (ii) provide all three 
ECD services including:  
parent counselling on child 
education and development, 
early learning/ early 
stimulation, including 
positive and responsive 
interactions and social and 
emotional learning for 
children.  
Numerator: number of 
preschools which: (i) have 
necessary equipment and 
facility and (ii) provide all 
three above-mentioned ECD 
services. 
Denominator: number of 
preschools. 

- Location 
(province/ 
district/ 
commune) 

83.9 N/A 
 
 
 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
manager of 
preschools and 
commune health 
centres (ECD 
service provider 
survey) 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

9. Existence of integrated 
early stimulation, 
protection and nutrition 
intervention package 
targeting 0 to 35 months 
old children 

This indicator aims to 

capture the progress in a 

country towards establishing 

an integrated ECD approach 

to address the critical first 

three years of life through a 

packaged intervention of 

early stimulation, protection 

and nutrition for children 

aged 0 to 35 months. 

Accordingly countries are 

classified into one of the five 

(5) categories. 

 Weak (score 1) 

There is no programmematic 

interventions for early 

stimulation, protection, or 

- Location 
(province/ 
district/ 
commune) 

17/27 
communes 
reach score 2 
(Initiating) 
10/27 
communes 
reach score 1 
(Weak) 

N/A 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
representatives 
from commune 
PMUs about 
available IECD 
services for 
children aged 0-
35 months 
- Interview IECD 
service providers 
(preschools and 
commune health 
centres)  
- Desk review of 
effective ECD 
policies 
 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

- The 
computation 
formula of this 
indicator requires 
more detailed 
guidance from 
UNICEF Viet 
Nam at the 
endline 
assessment. The 
scale of 
measurement at 
the baseline 
assessment has 
not yet been 
clearly specified. 
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nutrition to improve the 

development outcome of 0-

35 months old children. 

 Initiating (score 2) 

There are interventions for 

early stimulation, protection 

or nutrition to improve the 

development outcome of 0-

35 months old children but 

interventions are sector 

specific (e.g. Health, 

Education, Social Affairs) 

and remain uncoordinated. 

 Developing (score 3) 

At least two interventions of 

early stimulation, protection, 

and nutrition are 

programmematically 

coordinated to improve the 

child development outcome 

of the targeted population of 

0-35 months old children. 

 Established (score 4)  

Early stimulation, protection, 

and nutrition interventions 

are delivered as a package 

to leverage the child 

development outcome of the 

targeted population of 0-35 

months. 

 Championing (score 5)  

Early stimulation, protection, 

and nutrition interventions 

are packaged and adopted 

by the government as a 

national model, and started 

rolling out under the 

government ownership. 
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Questions are asked 
regarding the provisions of 
stimulation and nutrition-
related services & services 
of child protection and 
prevention of gender-based 
violence.  
Aggregate results from the 
surveys, coupled with a 
review of ECD policy-related 
legal documents, helped to 
rank the category of the 
project communes. 

12. Proportion of ECD 
centres that provide 
Integrated ECD services 
based on national 
standards (%) 

Percentage of preschools 
which have achieved 
National Standard level 1 or 
2 recognition during the last 
5 years (2014-2018) 
Numerator: number of 
preschools which have 
achieved National Standard 
level 1 or 2 recognition 
during the last 5 years 
(2014-2018) 
Denominator: number of 
preschools. 

- Location 
(province/ 
district/ 
commune) 

22.6 N/A 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
manager of 
preschool  
- ECD service 
provider survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

16. Number of Social 
Work Service Centres (in 
project locations) 
applying national 
standards are 
established and 
functioning at provincial 
and district levels 

Number of social work 
service centres in project 
locations that meet criteria 
stated in the Circular 
33/2017/TT-BLDTBXH 
regarding organizational 
structure, infrastructure & 
facilities and provided 
services. The criteria most 
closely linked to ECD 
programmes is about 
provided services. 

- Location 
(province/ 
district) 

4 N/A 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- KII with 
representative of 
provincial PMUs 
- Desk review of 
programme 
documents (after 
all components of 
the programme 
are implemented 
in 27 communes) 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

E3. Existence of at least 
two m-IECD modules 
applied mobile 
technology to fast track 

Number of project 
communes whose commune 
health centers apply at least 
two m-IECD modules to 

- Location 
(province/ 
district) 

N/A N/A - Endline 
assessment 
 

- Desk review of 
programme 
documents (after 
all components of 

- UNICEF: 
Finance & 
Reporting 

The computation 
formula as well 
as the scale of 
achievement of 
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the progress of 
respective IECD 
interventions in the 
project locations 

track the progress of IECD 
interventions. 

- Type of m-
IECD module 

the programme 
are implemented 
in 27 communes) 
- Interview 
manager of  
commune health 
centres  
- Commune 
health centre 
survey 
- Annual 

- Consultants: 
Data collection 

this indicator 
requires detailed 
guidance from 
UNICEF Viet 
Nam at the 
endline 
assessment. This 
is only research 
team’s 
suggestion. 

32. Proportion of pre-
schools/IECD centres 
with WASH facilities 
meeting national/JMP 
standards 

Percentage of preschools 
and commune health 
centres with WASH facilities 
(including improved water 
source for drinking, 
improved sanitation facilities 
and available handwashing 
facilities) that meet national 
or WHO/UNICEF Joint 
Monitoring Programme for 
Water and Sanitation 
standards.  
Numerator: number of 
preschools and commune 
health centres with WASH 
facilities meeting 
national/JMP standards  
Denominator: number of 
preschools and commune 
health centres. 

- Location 
(province/ 
district/ 
commune) 

12/31 
preschools & 
nurseries 
0/27 
commune 
health 
centres 

N/A 
 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview 
manager of 
preschools and 
commune health 
centres  
- ECD service 
provider survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

7. Number of 
communities certified free 
of open defecation as a 
result of UNICEF and 
partner support 
(leveraged/ indirect) 

Number of communities 
which are certified ODF is 
determined as:  
+ At the commune level: 
number of ODF-certified 
communes 
+ At the village level: number 
of ODF-certified villages 

- Location 
(province/ 
district/ 
commune) 

302/302 
villages 
4/27 
communes 

N/A 
 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- Interview  
representatives 
from commune 
PMUs  
- Commune 
health centre 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

8. Number of schools that 
practice daily group 
handwashing in the 

+ For preschool: Number of 
schools practising group 

- Location 
(province/ 

27/31 
preschools & 
nurseries 

N/A 
 
 

- Baseline 
assessment 

- Interview head of 
preschools in the 

- UNICEF: 
Finance & 
Reporting 
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reporting year only, as a 
result of UNICEF direct 
support and/or leveraged 
through national 
programmes. 

handwashing every day in 
2018 
+ For primary school: 
Number of schools 
practising group 
handwashing every day in 
2018 

district/ 
commune) 

11/25 primary 
schools 

 
 
 
 
 
 
 

- Endline 
assessment 

project 
communes 
- Observe group 
handwashing 
practices in 
primary schools in 
the project 
communes to 
confirm 
- Commune 
health centre 
survey 
- Annual 

- Consultants: 
Data collection 

 Provincial Project’s Immediate Objective 4: By 2021, An enabling environment created and maintained for implementation of IECD 

interventions in the province 

Indicator Definition Disaggregation 
by 

Baseline Target Means of 
Verification 

Collection 
methods (with 
indicative time 
frame & 
frequency) 

Responsibility Risks & 
Assumptions 

33. Availability of co-
ordination committee and 
mechanism on IECD at 
provincial, project 
districts and communes 
(%) 

The availability of 
established PMUs with 
name of member and terms 
of reference at the provincial, 
district and commune level. 

- Location 
(province/ 
district/ 
commune) 

100 N/A - Baseline 
assessment 
- Endline 
assessment 
 

- Interview leader 
of project 
communes. 
- KII with 
provincial and 
district-level 
PMUs 
- Commune 
survey 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

34. Availability of 
Provincial IECD Action 
Plan 2018-2021 with 
budget allocation for 
implementation 

The availability of Provincial 
IECD Action Plan 2018-2021 
with annual budget 
allocation for 
implementation. 

- Location 
(province) 

2/3 provinces 3 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- KII with 
provincial and 
district-level 
PMUs 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

 

35. Existence of a 
monitoring system for 
tracking the progress of 
the IECD models 
implementation 

The availability of a 
monitoring system for 
progress tracking of the 
IECD model implementation, 
evidenced by the availability 

- Location 
(province) 

2/3 provinces 3 
 
 
 
 

- Baseline 
assessment 
- Endline 
assessment 
 

- KII with 
provincial and 
district-level 
PMUs 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 
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of quarterly programme 
report. 

E4. MPSARD Action Plan 
is available and 
operational in three focus 
provinces 
(Đề án Đổi mới phát triển 
trợ giúp xã hội) 

The availability of MPSARD 
(in draft/ official) in three 
project provinces with 
implementation plan 

- Location 
(province) 

N/A 3 - Endline 
assessment 
 

- KII with 
provincial and 
district-level 
PMUs 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

The computation 
formula as well 
as the scale of 
achievement of 
this indicator 
requires detailed 
guidance from 
UNICEF Viet 
Nam at the 
endline 
assessment. This 
is only research 
team’s 
suggestion. 

E9. The extent to which 
provincial SEDP 2016-
2020 of Kon Tum, Gia Lai 
and Dien Bien provinces 
include indicators that are 
related to IECD. 

The introduction of IECD 
indicators in annual 
provincial SEDPs over the 
programme period in three 
project provinces. 

- Location 
(province) 

N/A 3 - Endline 
assessment 
 

- KII with 
provincial and 
district-level 
PMUs 
- Annual 

- UNICEF: 
Finance & 
Reporting 
- Consultants: 
Data collection 

The computation 
formula as well 
as the scale of 
achievement of 
this indicator 
requires detailed 
guidance from 
UNICEF Viet 
Nam at the 
endline 
assessment. This 
is only research 
team’s 
suggestion. 
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6. HUMAN RIGHTS, CHILD 
RIGHTS AND GENDER ISSUES 

6.1 Equity 

The IECD programme’s coherence with equity principles is highlighted in various aspects. One 

of them is the priority in the selection of specially disadvantaged communes, which is explained 

in detail in the Section 1.3 of Chapter 1 in this report. These communes belong to three 

provinces located in Northwest and Central Highlands regions that have concentration of the 

poorest ethnic minority groups in Vietnam. These provinces in general represents the lowest 

levels of development across spectrum development indicators related to children such as 

nutrition, access to safe water and hygienic latrines. 

The programme interventions such as improving parents’ knowledge, skills and practices in 

childcare and child development or health care for pregnant women have brought benefits to 

children, regardless of their gender, ethnicity and background. The development of boys and 

girls, of children with disabilities, of children infected with HIV/AIDS, of orphans have been 

emphasized without bias and discrimination.  For ethnicity minority groups, it is involved with 

commune/village core staff’s participation in order to help these ethnic minority groups access 

to primary and preventive healthcare services during the pregnancy and till children being 8 

years old.  

The implementation and the availability of resources in the Baseline Assessment has 

potentially contributed to equity principles. For example, the communication approaches which 

are used to bring behavioural change at community level are currently appropriately 

conducted. In some minority-populated areas, the information sessions towards ethnic minority 

groups are going to be implemented by the staff who could communicate understandably local 

language to minority population. When the vaccination for infants and children or the health 

check-up for pregnant women is scheduled to take place, village health workers will come to 

remind each households and encourage parents or main caregivers to follow with the 

schedule. If the household goes to the field during the harvest season, these village health 

workers continue to follow up with them to take their children vaccinated timely or pregnant 

women have their health checked up. In addition, in regular village meetings, village health 

workers will collaborate with village leaders to communicate with local people to inform the 

vaccine schedule and promote practices in nutrition improvement in households.  

However, the research team notices that there are some difficulties which could affect some 

aspects of equity. In some areas, the lack of staff who could communicate effectively with 

minority groups is reported to cause some inconvenience to the execution of behaviour change 

sessions. It is noted that the language barriers may make commune or village health staff hard 

to exchange information clearly with minority groups. Besides, some minority groups live in 

remote areas, which might be difficult to reach, hence difficult to promote good practices of 

hygiene and childcare to these disadvantaged groups. Another barrier to equity is that young 

children from poor households might not have access to both early stimulation and nutrition 

services. According to the result survey, 17 out of 27 project communes provided both 
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stimulation and nutrition services for young children, while the remaining communes provided 

either stimulation or nutrition only. Many poor households lack sufficient resources to access 

recommended food though they are advised to provide nutritious meals to their young children. 

During the consultation in local areas, parents stated that they could not afford some kinds of 

food such as fish or meat in their daily meals. Despite these challenges, it is noteworthy that 

the IECD Programme has targeted equally groups which are described in the design of the 

intervention packages with its equity focus.  

6.2 Human Rights Based Approaches 

The design of the IECD programme is coherent with Human Rights Based Approaches (HRBA) 

to programming. The programme is designed to enable concerned duty bearers and right 

holders to fulfil rights to survival and development of the child, employing an integration 

approach as the success strategy to help children have better a start and reach their full 

potential.  

The IECD programme is one of the vehicles that UNICEF Viet Nam and the Government of 

Viet Nam have been taken to fulfil children’s rights, i.e. children’s access to basic services in 

a holistic manner and opportunities to reach their full potential. This approach is appropriate in 

the context of Viet Nam which was the first country in Asia and the second country in the world 

ratifying the United Nations Convention on the Rights of the Child on 20th February 1990. In 

addition, Viet Nam has also actively implemented the Declaration issued by the World Summit 

for “Child Survival, Protection and Development” and the Declaration adopted by the UN 

General Assembly, “A World Fit For Children”. Children have the rights to be protected and 

develop as well as be free from abuse and neglect. Moreover, children have the rights to 

participate in social education through entertainment activities, to develop both physically and 

cognitively, as well as social-emotionally in their interactions with others. These activities are 

going to be implemented in the IECD Programme, which presents the care and attention to 

child’s rights. 

The interventions in the domains such as health, education are considered to ensure some 

human rights, including a “right” to access to basic social services. Specifically, the article 28 

of United Nations Convention on the Rights of the Child stated recognizes the right of the child 

to education, and this right should be achieved progressively and on the basis of equal 

opportunity. In addition, Viet Nam has signed up for International Covenant on Economic, 

Social and Cultural Rights (ICESCR) 24. In which, article 12 of the ICESCR states that “the 

States Parties to the present Covenant recognize the right of everyone to the enjoyment of the 

highest attainable standard of physical and mental health.” Besides, education is recognized 

as one right of every citizen in Viet Nam’s Constitution as stated in the article 39 “Citizens have 

the right, as well as the obligation, to learn”. Similarly, article 38 of Viet Nam’s Constitution 

provides the right to healthcare for everyone. This indicates that access to basic social services 

is a right of all Vietnamese. Therefore, the activities built up to conduct the IECD are evident 

in terms of having coherence to HRBA principles. 

                                                

24 United Nations, 2018. International Covenant on Economic, Social and Cultural Rights. [webpage] Available at: 

https://treaties.un.org/Pages/ViewDetails.aspx?src=IND&mtdsg_no=IV-3&chapter=4&lang=en 

https://treaties.un.org/Pages/ViewDetails.aspx?src=IND&mtdsg_no=IV-3&chapter=4&lang=en


 

 WRITE HEADER TEXT FOR EVEN PAGES 

 

126 

 

Additionally, the IECD Programme’s compliance with the HRBA principles is also supported 

by the focus on both the duty bearers and the right holders. First is the adoption of an integrated 

approach in the IECD Programme in ensuring that duty bearers take responsibility for 

appropriate responding to all basic needs of the right holders. The duty bearers in the 

Programme are policy makers mainly from MOH, MOET, MOLISA, MPI, service providers and 

parents/main caregivers. The right holders are all children aged 0-8 and parents/main 

caregivers. In which, the IECD Programme aims to promote evidenced-based policy advocacy 

before being scaled up nationwide as a national model. The presence of a national model 

could enable more groups of beneficiaries to access quality, timely and age-appropriate IECD 

services, which in turn contributes to the coherence with HRBA principles. Another facet that 

supports the Programme’s alignment with HRBA is addressing the needs of duty-bearers when 

it comes to capacities. It is expected that through the IECD Programme, the duty bearers, 

especially the involved ministries, would have sufficient skills to provide the capacity building 

activities for local service providers and also improve cross-sector coordination among them. 

At the same time, the duty bearers at local level, especially service providers, will be enabled 

to educate and sensitise their communities (including the right holders) of their responsibilities 

and entitlements. As a result, with enhanced capacities at the national and local levels, the 

right holders will get benefits from the delivery of basic services such as healthcare, education, 

water, hygiene and sanitation and the duty bearers will also improve their service delivery 

capability.  

Moreover, the IECD Programme also prioritizes formal communication mechanism between 

the duty bearers at local levels (service providers) and the right holders through the 

establishment of IECD club, which demonstrates the compliance of the Programme with HRBA 

principles. The role of IECD club is to provide a space for parents to come, share and practice 

their IECD parenting during the club events while service providers could practise delivering 

integrated services such as nutrition and early learning, education and child protection, 

nutrition and clean water, etc. It also enables village IECD team members to have their 

experience and skills upgraded and applied to their work at village level on periodical basis. 

Nevertheless, the activity of IECD club has not been set on a regular basis, in which IECD club 

had only been set up in 14 out of 27 project communes (at the survey time). Additionally, 

among these clubs, only one club had organized two meetings in the last month of survey, 

seven had one meeting and the remaining did not meet at all. Given the rationale of the 

baseline assessment, the insights should be given at the endline assessment.  

Through education and guidance from service providers, both parents and young children are 

expected to access to appropriate hand washing facilities and safe drinking water as well as 

adapt their daily habits to improve their health, nutrition, hygiene. In addition, young children 

could develop their important skills for life. However, it is noted that one of the limitations to the 

compliance with HRBA principles could be the insufficient training provided to the local 

providers. For example, it is reported that 66.7 per cent of health workers were able to perform 

IYCF counselling but just 42.3 per cent received relevant professional training. In which, proper 

IYCF could possibly increase infants and children’s chances of survival. Then, if health workers 

or service providers could not get suitable training and develop their capacities in delivering 

basic services to the right holders, it could unpleasantly impact the right holders’ access to 

these services. Another facet that could limit the IECD Programme’s compliance with HRBA is 

the lack of quality facilities or the absence of sanitary facilities from the service providers. From 
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the baseline survey, only 27.2 per cent of surveyed households had access to improved 

sanitation facilities, while 38 per cent had sanitary facilities of poor quality and around 34.8 per 

cent did not have no facilities at all. Besides, in 27 project communes, only 12 preschools and 

no health centres had up-to-standard water and sanitation facilities. The inadequate hygiene 

practices and limited use of proper treatments could affects young children’ rights when their 

physical development is not appropriately nurtured. It is advised that the Programme should 

pay more attention to more sufficient training and the availability of quality facilities for the right 

holders to ensure HRBA during the implementation stage. 

6.3 Gender Issues 

In order to assess how the interventions of the Programme can contribute to the promotion of 

gender equality, socially-just human development and address gender issues, the research 

team conducts a gender analysis. In which, gender analysis is consisted of three basic 

components: (i) gender- and sex-disaggregated data and information (both quantitative and 

qualitative), (ii) analysis and (iii) gender perspectives. The framework for a gender analysis is 

adapted from the Women’s Empowerment (Longwe) Framework, which identify what women’s 

equality and empowerment would mean in practice, and to determine to what extent a 

development intervention supports greater empowerment. This framework is based on the 

concept of five “level of equality” as displayed in the figure 55. The hierarchical order of these 

levels means that if a development intervention focuses on the higher levels, there is a greater 

likelihood that women's empowerment will be increased by the intervention than if the project 

focuses on the lower levels.  

Figure 55. The Women’s Empowerment (Longwe) Framework 

 

Source: Gender Toolkit, UNICEF Office of South Asia 

Applying Longwe’s levels of equality, it becomes clear that the emphasis of the Programme is 

at almost 3 levels, from Access to Participation: increasing women’s access to healthcare 
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services, their self-confidence and capacity in childcare, along with their participation in 

decision-making processes. The design of the interventions in the IECD programme has been 

gender sensitive as analysed below. 

 Access 

 As the Programme aims to increase women’s access to healthcare services during their 

pregnancy as well as better childcare practice, especially with attention to ethnic minority 

groups, the active engagement of Women Unions as well as female staffs would possibly 

support them to be involved in these activities. Because ethnic minority women have still 

encountered some barriers in accessing some healthcare services such as antenatal care 

visits, delivery due to language or cultural issues. In the baseline survey, the results found that 

among 376 interviewed women in 3 provinces, 80 per cent of women attended at least one 

antenatal visit and 21 per cent of women had at least four antenatal visits. Remarkably, 20 per 

cent of surveyed women have never had any antenatal care visit. Though both male and 

female participants in FDGs shared that almost ethnic minority women did attend antenatal 

visits, they did not go on a regular basis. In addition, some ethnic groups such as Ba Na and 

H Mong have their customs of giving birth at home, where women would be assisted by a 

traditional birth attendant or a traditional healer (usually an older woman). Then, some 

psychological obstacles such as embarrassment in direct contact with other people would 

prevent them from going to a health facility for delivery. Therefore, the presence of village 

midwives, female staffs and Women Union members in the IECD programme will help ethnic 

minority women to overcome language barriers, to be socially and emotionally familiar, then 

more easily access to reproductive healthcare and new-born healthcare. 

 Conscientation 

One more gender equality fact is that the IECD Programme focuses on the engagement of 

both parents into child care and development. The survey results show that most of primary 

caregivers are female members (88.6 per cent of surveyed households), which emphasizes 

the family responsibilities women have to undertake from household chores to childcare. In 

addition, women also have their own specific biological characteristics and are responsible for 

giving birth and parenting. During the fieldwork, it is noted that in the FGD, both male and 

female participants shared the experience of women giving births at home, which is considered 

to possibly cause some risks to their health as well as their new-borns as well. Furthermore, 

women in the project communes tend to be more marginalized as they are mostly ethnic 

minority groups with low living standards and education levels. These conditions could make 

them have less opportunities to communicate as well as less confident in joining community 

activities. To address those issues, the interventions of the Program encourage the 

participation of not only mothers but also fathers. For instance, during the FDG, male 

participants expressed their support in antenatal care when they brought their pregnant wives 

to check up periodically. Additionally, they also paid attention to useful information about child 

care such as watching cooking programs or other children-related program which advises to 

use vaccines properly, not to overuse, not to make children eat too much, to prevent obesity.  

Furthermore, the community interviews and group discussions further points to positive 

appreciation by women in term of healthcare. Some female participants stated that commune 

health staff regularly brought reminder notes about vaccination and antennal visits to them 
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during pregnancy. This is also verified from the KIIs with local and provincial staffs in three 

project provinces. For instance, the head of Kon Chieng commune health centre in Gia Lai 

province explained that due to ethnic minority customs, especially Ba Na group, women will 

not give birth at health centres. But commune health workers keep encouraging and reminding 

them to have their antenatal visits at commune health centres. At commune health centres, 

these workers take notes about pregnant women’s health status for further advice/consultation. 

Then, they would ask pregnant women to eat nutritious food which is healthy and good for their 

babies’ development. Besides, there are regular activities to guide mothers to cook various 

food for their babies based on their seasonal and local ingredients. The research team found 

that UNICEF put their efforts in the Programme’s interventions to raise the level of awareness 

of beneficiaries, especially women about accessing to basic services that are essential to their 

health and their children development. 

 Participation 

The Programme has given attention to increasing women’s participation, which is evident from 

the participation of Women Unions in the implementation of programme activities. First, 

Women Unions is one of the members in the project management group (PMG) at commune 

level. Communal PMG is expected to cast a central role in implementing IECD activities 

because the IECD services will be provided via Commune Health Centre (for health care 

services) and local preschools (for education system). In addition, the intervention is 

anticipated to launch an IECD holistic parenting club in each commune under the guidance of 

communal PMG. In which, Women Union would be assigned to manage daily club activities 

and coordinate with other focal points (in education, health care and child protection sectors). 

Moreover, from the discussion with female participants, Women Unions often organizes a 

monthly meeting in their community. During these meetings, women would be asked to share 

their issues about their work, family planning, reproductive health. Then, Women Unions would 

support women to deal with those issues by offering relevant recommendations. It could be 

indicated that Women Unions would play an important role in promoting information related to 

the interventions of the Programme to local people.  

The Longwe framework does not only assess the levels of equality, which a development 

intervention would like to address but also identify to which the Programme objectives are 

concerned with women’s development. It is noteworthy that Longwe distinguishes between 

women’s issues and women’s concerns. In which, “women’s issues” refer to equality with men 

in any social or economic role and involving any of the levels of equality while women’s 

concerns pertain to women’s traditional and subordinate, sex-stereotyped gender roles. Based 

on this specific definition, three different levels of recognition of “women’s issues” are defined 

as: (i) negative – no mention of women’s issues and women are very likely to be left worse off; 

(ii) neutral – women issues are recognised but concern remains neutral or conservative, merely 

ensuring that women are not left worse off than before; (iii) women’s issues are positively 

connected with the objectives and the position of women relative to men is improved. The 

Programme would be classified as having a positive level because the implementation 

activities are expected to have a high level of recognition of women’s issues.  

On the other hand, more needs to be done in term of gender situation for water and sanitation. 

Nearly 73 per cent of the surveyed household has either unimproved sanitation facility or no 

facility/ bush/ field. Additionally, open defecation is still commonly practiced in Gia Lai and 
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made up more than half of surveyed households. In some FDGs in Gia Lai and Kon Tum, they 

reported to dig dry toilet holes (pit latrines) behind the house, about 1-2 meter deep and after 

several years of using, a new hole will be dug without cleaning the old one. Besides, an 

important gender issue that affects many girls and women of reproductive age is menstrual 

hygiene management. Then, the lack of proper sanitation infrastructure could burden girls and 

women to a greater extent by exposing them to some risks of gender-based violence, health 

issues and unsafety if they have to travel additional distances and utilize secluded areas for 

privacy. Furthermore, the discussion and field observation with several households have 

revealed the limited access to safe drinking water, which would make girls and women’s house 

work more time-consuming, labour intensive and leaving less time to engage in other 

opportunities outside the house. They have to wake up early in the morning and bring water 

bottles on foot to the far-away springs, then fetch water for their households. From the baseline 

assessment, among 1,901 surveyed people from 355 households, whom reported finding 

themselves in humanitarian situation over the past 12 months, nearly one third (582 people) 

have access to safe drinking water source. For instance, the wells, one of the main water 

sources, were dried due to the droughts, resulting in severe water shortage. Or the floods 

damaged the pipeline connection that brings water downstream, then leading to disruptions to 

supplies of clean water and water shortage or water impurity. Women who lack safe water and 

hygiene are more prone to WASH-related illnesses, such as hookworm infestation which, when 

occurring during pregnancy, is linked to low birth weight, pre-term birth delivery and slow child 

growth. Therefore, it is suggested that UNICEF and relevant stakeholders should focus on the 

availability of improved sanitation facilities at both household level and community level when 

the Programme is conducted. 

Box 6. Ethnic minority women spend much time fetching water  

The discussion results from Ba Na participants in Gia Lai showed that the major source of drinking 

water comes from unprotected well or surface water such as streams, ravines... In the female FGD, 

most women expressed: “The drinking water has to be collected from a far-away place in the valley. 

People bring their own 1.5 litre-bottles for storage. Every morning, around 4-5am, women have to 

wake up to fetch water. After that, women prepare for breakfasts and go to work. In the afternoon, 

women continue to fetch again…It is hard to travel by motorcyles on the road leading to the surface 

water so people have to walk around 3 kilometers.” In the male FGD, participants said that depending 

on each household’s economic condition, they utilize water from the wells while some have to take 

surface water. It is noted that the distance between the surface water source and their houses is 

approximately 6-7 kilometers. 

Source: Baseline Survey - MDRI, 2018 
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Figure 56. A Ba Na woman with her bottles of fetched water 

 

Source: Baseline Survey – MDRI, 2018 

Gender equality is not only an issue of girls and women but also requires the full engagement 

of men and boys. If only women and girls are involved in addressing their issues, their solutions 

will not work. In a matrilineal ethnic group such as Ba Na group, girls and women could be 

given full responsibility as heads of household and required to perform the majority of work. 

This kind of work is generally not regarded by girls and women as promoting their capabilities 

for well-being among themselves, albeit it supports the well-being of their families. Despite 

being heads of households, women take full responsibility to work and care for the family; the 

main difference being that girls in matrilineal ethnic groups choose their husbands. When 

women and girls are anticipated to shoulder the responsibility without men’s engagement or 

sharing, their children’s development and well-being can be negatively impacted. Due to the 

escalating burden of care and increased workload, women may not have enough time to 

practice what they know is important in relation to childcare such as responsive care, nutrition, 

stimulation and protection. It is stated in their FDGs that they have to wake up early in the 

morning, then work nearly all day without spending sufficient time for their children. In the 

discussion, while several fathers think that their wives should be mainly responsible for taking 

care of their children, others suggest that caregiving and parenting should be belong to both 

parents. Though some fathers in FDGs are involved in supporting their wives’ housework and 

caregiving, deeply entrenched gender stereotypes can hold men back from casting an active 

role in their children’s lives. When fathers are present and spend time with their children, 

especially doing activities together which contribute to healthy development (such as reading), 

their children are expected to achieve more positive outcomes related to physical, cognitive 

and social emotional heath. Thus, it is recommended that the Programme could enhance more 

men’s engagement to foster gender equality. In which, communication activities for 

development and gender are advised to be conducted through community and media-based 

tools and platforms to foster individual and societal change about gender norms. Additional, 

the Programme should consider to design a component in which men from matrilineal ethnic 
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groups could participate more dynamically their housework, child-rearing chores and share 

other burdens with their wives. 
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7. ETHICAL CONSIDERATION 

In the progress of designing the evaluation methodology, the research team aims to consult 

UNICEF Procedure for Ethical Standards in Research Evaluation and Data Collection and 

Analysis for the data collection process. As previously mentioned in the training for 

enumerators who are involved in primary data collection, the research team will provide basic 

ethics training based on the UNICEF related procedure to enumerators, after introducing 

background information of the survey and survey objectives. It will help to ensure that 

enumerators are competent and skilled enough to maintain the privacy of participants and their 

safety during the data collection. Thus, the major principles and the core procedures relating 

to the issues of harms and benefits, informed consent, privacy and confidentiality; and conflicts 

of interest are integrated into all phases of this assignment. 

7.1 Informed consent 

The research team ensured that there is no explicit or implicit so that potential respondents 

can make an informed and free decision on their possible participation in the study. The survey 

team will inform potential participants to read and sign a consent form, which informs about 

the purpose of the evaluation and final outcome. In addition, the respondents will be also 

informed and ensured about the confidentiality of the data information and allow them to retain 

from answering the questions in case they feel uncomfortable to respond. In case of 

interviewing children, the permission will be sought from both the primary caregiver as well 

children themselves. It will be operationalized by the provision of a written consent form to be 

signed by representatives or heads of households or primary caregivers.  

7.2 Anonymity 

For the KIIs, they are conducted in face-to-face mode. Prior to the interviews, they will be 

informed that their answers are for research purpose to UNICEF without revealing their 

identities to external parties. When the participants share considerable amounts of personal 

information, the research team will be responsible for the confidentiality. Specifically, the 

researchers will keep all interview data on password protected computers and servers during 

the process of cleaning and preparing the data for UNICEF Viet Nam. Study data will be 

encrypted for protection confidentiality. This means that the names and other identifying 

information of study participants will not be disclosed to the general public.  

7.3 Privacy 

The research team will take necessary measures, particularly in sensitive contexts in order to 

ensure participants’ privacy during the data collection process without being vulnerable or 

controlled by other individuals. For the FGD, the grouping will be implemented without the 

presence of their superiors or leaders in the village or commune, which could encourage open 

discussion around the evaluation questions about IECD programmes. The FGDs will be held 
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separately for each gender group, in order to avoid the dominance of males to females in ethnic 

minority culture.  

7.4 Harms and/or benefits realized 

The study has minimal risks. The questions the research team will ask relate to IECD/ECD 

programmes, their usual practice of parenting, caring children, service providers of education 

and health in the community… The research team ask the participants answer as best they 

can and if they do not want to answer one or more of the questions, they can choose not to 

answer them. Besides, the research team will ensure that the environment in which the study 

is conducted is physically safe for participants. Moreover, the research team will try to minimize 

any potential risks and to ensure that none of researchers or enumerators in the fieldwork are 

exposed to unacceptable lives of risk. Prior to the fieldwork, the research team prepares the 

insurance for all staff and enumerators to deal with the potential risks associated with travel 

and work in the fieldwork. Regarding the benefits, there are no direct benefits to the 

respondents as a research subject other than compensation for their time. However, the results 

obtained from this study may be useful for UNICEF Viet Nam in understanding the context of 

project provinces as well as prepare other stages of their programme in the future. 

7.5 Compensation 

The respondents will receive a reasonable compensation for their time to participate in the 

study, based on the research team’s previous experience in other similar projects and local 

consultation about payment. Additionally, the research team’s compensation will not distort 

potential participants’ decision to take part in the study or their responses given. Therefore, the 

compensation will be provided after the interview or FGD is completed.
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8. LIMITATIONS 

This section outlines expected and unexpected challenges faced by the research team while 

implementing the quantitative and qualitative fieldwork. From the mentioned challenges, 

lessons of experience and recommendations are drawn out, which the research team believes 

to be of great value to keep in mind when the fieldwork is repeated in the endline assessment.  

8.1 Quantitative Fieldwork 

8.1.1 Sampling and response rate 

Sample design and sample selection 

Sampling frame was drawn from Agriculture census 2016 to ensure the sampling requirements 

including 1,080 households in 27 communes of nine districts of three project provinces. Each 

household is identified by the characteristics of the household leader including his/ her name, 

year of birth and ethnic group. Although considered to be the best available source of data 

frame, the census failed to yield a 100 per cent exact sample frame for the following reasons: 

 The census does not specify if the household has children aged 0-8 or not, while the 

sample frame for the survey only counts households with children aged 0-8. 

 The census is only updated to 2016.  

 The census contains typo, mostly in name and year of birth of the household leaders.  

As a result, to ensure that the sample frame is revised and updated with the correct list of 

households with children aged 0-8, the research team did send the list of all households from 

the census to the village leaders for revision. In the list, the first 20 households are marked 

“official”, meaning that they are pre-selected for the survey and the remaining are marked 

“replacement”, meaning that they are in the “wait-list” and in case the “official” household is not 

available for survey, they will be contacted for survey according to their ordinal number in the 

list.  

The revision job turned out to be time and resource consuming than estimated due to some 

unexpected circumstances in the communes: 

 Circumstance 1: The village leader was newly appointed and had not been familiar with 

the households in the village.  

 Circumstance 2: The original list was so different from the actual list the leader had on 

his hand that he did make a new list without referring to the original one.  

 Circumstance 3: The village leader took the easy way out by revising only the official 

households and leaving the replacement households unchanged. The research team 

did persuade the village leader to revise the whole list but still, there was probability of 

sample selection bias. 
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Judging from the lists returned by the village leaders after revision, there were numerous 

changes made to the list of households, resulting in high replacement rate in the sample frame. 

Such high replacement rate, however, did not affect the representativeness of the sample and 

analysed findings. 

Response rate and replacement rate 

Based on the revised household list from the village leaders, the research team compiled the 

final list including 20 official and from 10 to 20 replacement households, then sent back to the 

village leaders to help scheduling the survey. The majority of the leaders delayed sending back 

the list, hence the list reached the research team later than expected (one week before the 

survey). 

Consequently, the leaders, when receiving the list, did not have enough time to contact the 

official households to arrange survey. Another obstacle was that the survey time coincided 

with the harvest time and the households had the custom of staying at the field the whole time. 

The young children did not go to school and followed their families to the field. Unless the 

household returned from the field before the survey period ended, this was considered a 

nonresponse. As a result, the replacement rate was relatively high, ranging from 16.9 per cent 

to 20 per cent between provinces.  

Therefore, we should contact the village leaders and send the list for revision at least three 

weeks before the survey, rather than two weeks as estimated. In the list, the research team 

will not mark the households as official or replacement to avoid the “taking the easy way out” 

practice. The research team should also clearly explain the purpose of the survey so that the 

village leaders are well aware of their responsibility and motivated to complete their job. In 

addition, it should avoid the harvested time as well as summer time to conduct the endline 

survey. 

8.1.2 Tool design and tabform preparation 

Tabform designed commenced two weeks before the actual survey data collection day. Given 

the complication of the surveys, in particular the household survey, this was quite a short time 

for tabform preparation to perform all data check. During the fieldwork, the tabform design was 

modified several times to cover all situations at the field and a reminder was sent to every 

enumerator to download the latest version. After the fieldwork and cleaning procedure, the 

tabform collection software was finalized.  

Use the finalized tabform if the host Survey CTO still works in the future. If Survey CTO is out 

of operation or it has more advanced technology for data collection, it is recommended to start 

with the finalized tabform design because the logic check and data consistency check have 

been well-incorporated in the finalized tabform. In case of mandatory redesign of the tabform 

collection software, it is recommended to start at least one month before the actual survey 

date.  
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8.1.3 Piloting the questionnaire 

After the survey tools were designed, the pilot was carried out in two rounds. The first time was 

conducted in Dien Bien on 5-7 September by the research team to revise the questionnaire. 

Based on the result of the 1st round piloting, the team was able to revise and finalize the 

procedure for data collection as well as the content of all the questionnaire, making it ready for 

the training course for enumerator. The second pilot was conducted during the training course 

with two purposes. The first purpose is to make sure the enumerators have chance to practice 

the questionnaire before the implementation of the survey. All questions arise at the pilot will 

be solved at the training class to make sure that all enumerators understand the questionnaire 

content in the same way. In addition, it is noted that the tabform was only completed one day 

before the survey begins due to the short preparation time. Therefore, this pilot was very 

important to check the tabform ability to smoothly process the data collected, which is the 

second purpose of the pilot. The second pilot however was quite short because each 

enumerator did practice the q  

Assuming no additional content for questionnaires, endline survey should only conduct one 

pilot activity, which is the training pilot. However, the pilot should be extended to allow more 

time for practice. If additional content for questionnaires is required, it is recommended to pilot 

the questionnaires at least two weeks before the beginning of the training time so that the 

research team can check the functionality of the tabform design.  

8.1.4 Fieldwork 

Coordination between the enumerators and village leaders 

After finalizing the official list of enumerators for fieldwork, the research team shared with them 

the contact details of the village leaders so that the enumerators could collaborate with the 

village leaders in arranging the survey schedule. The village leaders were also in charge of 

guiding the enumerators to households. However, in some communes the village leaders were 

newly appointed and were not familiar with the location of the households. Or in some 

communes the leaders played the second role of interpreter and interpreted for households 

who do not speak Vietnamese language, which caused a delay in his guiding job. All that 

contributed to increased waiting time as the enumerators all depended on one leader for 

guiding, hence lengthening the number of working hours a day though not affecting the 

survey’s results. Weather conditions & geographically dispersed communes 

The weather conditions in the rural areas were quite unpredictable in the communes during 

the field-work period. The heavy rainfall caused the road to get wet and longer travel time. 

Also, the fact that the communes in the district are geographically dispersed also contributed 

to long travel time.  

When making the first contact with the village leaders, the enumerators ask them to arrange 

another guide and interpreter to make sure that there are at least two guides and one 

interpreter supporting the enumerators during the fieldwork. Also, in the mid-term review and 

endline assessment strictly follow the schedule and the route that the research team proposed 

to save the travel time. The research team had made calculations to find out the optimal route 

connecting three project communes in the same district.  



 

 WRITE HEADER TEXT FOR EVEN PAGES 

 

140 

 

Large percentage of households not speaking Vietnamese  

Approximately 21 per cent of surveyed households had primary caregivers who did not speak 

Vietnamese fluently and needed support from translator during interview. According to the 

research team’s experience, this is considered a relatively high percentage and should be 

taken into account when conducting follow-up surveys including endline survey because the 

quality of translation might have an impact on the quality of response. In the baseline 

assessment, the research team assigned the village leaders to be translators, however the 

quality of translation was not controlled. 

When making the first contact with the village leaders, the enumerators should find out about 

the popularity of Vietnamese among the community and asked the village leaders to find and 

assign a person who could speak fluently Vietnamese and local language to be translator. If 

possible, the research team propose organizing a meeting between enumerators, village 

leaders and translators to briefly introduce the questionnaires and involved terms.  

8.2 Qualitative Fieldwork 

While the quantitative fieldwork was implemented in the communes only, the qualitative 

fieldwork took place in every level from provincial to district and commune. The lengthy travel 

and wet road conditions due to heavy rainfall delayed the research team in reaching the 

locations in time, in particular reach the commune culture house to organize FGDs. Also, the 

fact that the fieldwork coincided with the harvest time made it difficult to invite sufficient number 

of participants, who are parents/ main caregivers of children aged 0-8, to attend the FGDs. 

Consequently, the KII and FGD schedule was changed several times reach the required 

number of participants.  

In the mid-term review and endline assessment, follow the proposed KIIs for provincial and 

district level. For commune level, prioritize the FGDs over the KIIs as FGDs involve more 

participants, whose schedule was more difficult to arrange and fix. The FDGs should be 

scheduled in advance, followed by the KIIs.  

8.3 Data Analysis 

All 36 indicators measured and analysed in the baseline survey were primary data collected by the 

research team and, in many cases, the team also proposed computation method. For indicators 

that coincide with indicators in the UNICEF Viet Nam Multiple Indicator Cluster Survey 2014, the 

research team did consult and correctly apply the computation method. In addition, for the 

remaining indicators, the team consulted UNICEF Viet Nam's experts to recommend the 

methodology and was approved by the UNICEF Viet Nam specialist. Therefore, the data input of 

the report is purely primary data and secondary data as a basis for comparison and analysis is not 

available. The secondary data that the team used in the analysis is geographically representative 

and representative of a larger geographic area than the project sites. Therefore, comparisons and 

analyses in the report are less reliable and robust in terms of data computation. 
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9. CONCLUSIONS AND 
RECOMMENDATIONS 

 

Baseline survey gives a clear and overall picture of the programme areas. It is a good reference 

for the Programme to have relevant and appropriate interventions to achieve its targets. The 

results show that the Programme has the right selection of the locations for interventions where 

they belong to poorest communes in the poor provinces with a variety of ethnic groups that 

most of the children need these supports from the Programme. However, given the fact that 

the project locations are in disadvantaged regions facing socio-economic difficulties, most of 

the indicators that measured child development, affecting child development and availability of 

the services for child development, at the benchmark are very low in these communes that 

poses really big challenges for obtaining ambitious targets of the programme. Therefore, it 

needs strong efforts in coordination and collaboration between and amongst the related 

stakeholders. 

There are huge gaps among households with different background such as ethnicity, 

education, living standards. Children living in the households with higher living standards, well-

educated primary caregivers or belonging to Kinh and Thai groups have performed much 

better in all aspects of child development as well as received more support from households, 

public service centres as well as community. Therefore, the Programme needs to have 

appropriate interventions for each specific group and shift more attention to the poor 

households, less educated caregivers (mainly mother) and other ethnic groups (other than 

Kinh and Thai) 

Children’s physical environment including home environment, preschoo ls and commune 

health centres are not yet ideal: many households lack safe water, an improved sanitation 

facility, open defecation is still popular and many preschools and commune health centres lack 

basic WASH facilities. As a result, malnutrition continues to affect nearly half of children under 

5 years old in the surveyed locations, which is surely compounded by inadequate hygiene 

practices, stems from poor antenatal care during pregnancy, and poor dietary and nutrient 

intake that children have got from their daily meals. In addition, knowledge as well as practices 

of primary caregivers about taking iron and folic supplementation during the pregnancy, breast 

feeding, nutrition and diet for children are really low, especially for the mothers who cannot 

speak Vietnamese. Therefore, the Programme should focus on improving the knowledge of 

primary caregivers about taking iron and folic supplementation, breast feeding, nutrition and 

diets (especially children aged from 12 to 59 months) for their child, and the knowledge and 

practice of children on water sanitation at both home and schools, improving facilities related 

to hygienic in schools and health care centres. 

Results indicate that parenting practices are not yet age-appropriate, and lack of combination 

between essential ECD services for enhancing a maximal child brain development, evidenced 

by the low adoption rates of early stimulation exercises and low percentage of households 

having learning materials at home as well as prevalence of violence-based discipline; and low 
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percentage of children who receive early stimulation. Therefore, early stimulation, literacy, 

numeracy, responsive and non-violent parenting, communication for social and behavioural 

changes also are the major issues in the project locations, especially low in the poor 

households, low educated primary caregivers and other ethnic groups (other than Kinh and 

Thai). The Programme should also pay more attention on these issues and have an 

appropriate intervention for each targeted group.  

Another important component of the IECD programme is child protection and social 

assistance. In terms of child protection, 100 per cent of project districts and project communes 

are committed to protecting children from violence, abuse and neglect and in fact have 

established commune-level child protection committees. However, it is noteworthy that 

children aged 6-8 years did not know child protection worker or child protection agency, 

evidenced by the finding that none of them would report to child protection worker or child 

protection agency violent incidents involving themselves and other children. With regard to 

social assistance the coverage rate of social assistance among disadvantaged children 

remained low. There is only 50 per cent children received social assistance. This maps out a 

gap that needs to be filled in quantity and quality of currently provided social assistance. 

The IECD programme piloted in Dien Bien, Gia Lai and Kon Tum was poised to make timely 

and critical contribution to ensuring that all children, in particular children of vulnerable group 

equally accessed IECD services. However, after reviewing the Programme objectives as well 

as proposed budget, including proposed budget for the whole programme and budget 

allocation to each component and locally mobilized fund, the research team proposed (i) 

UNICEF and partners to review and revise the programme targets, given the low baseline 

values of many indicators and limited time remained for the current programme; (ii) to mobilise 

and allocate additional budget to ensure adequate frequency and coverage of planned 

activities to fully implement components’ activities; and (iii) UNICEF to develop an advocacy 

plan with national and provincial governments for enhancing leadership and ownership of local 

governments including for the allocation of more adequate resources for the implementation 

in next phases. Separately, UNICEF is also to consider measures to address equity issues 

especially how to support the poorest groups including children with disabilities and ethnic 

minorities in remote areas, as C4D activities are not enough to help these groups improve their 

well-being and empowerment.  

As this is a pilot scheme and the programme is to be scaled up, a series of issues are to be 

looked at at the end of the Programme including sustainability issues. The focus will be to 

document the model of the pilot, lessons learnt and good practices with a flexible approach for 

application in a range of provinces with different socio-economic conditions. 

To obtain the ambitious goals of the programme, it is very important to improve the M&E 

system/process in the Programme that allows to timely monitor the inputs, outputs, outcomes 

and impacts of the programme so that each stake holder can easily see the progress and have 

appropriate interventions. It is vital to add target values for the indicators at the end of the 

programme which are currently unavailable. With the availability of these values, it could 

support the result-based progress tracking and make necessary adjustments during the 

programme cycle. Last, although IECD programme is implemented to make timely and 

significant contributions to children's accessibility to ECD services, monitoring and evaluation 
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process for the interventions under this programme is critical to enable pragmatic adjustments 

according to actual situation for accomplishing the programme's objectives. 

In order to have sound and scientific measurement of the impact of the Programme on the 

targeted communes, it needs to include the control group at the endline survey of the 

programme (approximately 27 communes) to compare with the current 27 project communes. 

The control communes should be selected based on the characteristics of the treatment 

communes at the baseline survey. 
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11. APPENDIX 

Appendix 1: Baseline design 

The baseline assessment will be implemented into three main phases as below. 

Figure A1. Phases of the Baseline Assessment 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

As part of the IECD Programme design, a list of 36 indicators have been selected and 

approved by the government for the programme monitoring and reporting. 

According to the TOR, the original list of indicators includes 37 indicators. The first revision 

from UNICEF Vietnam added up to 52 indicators. However, after discussing with UNICEF 

PHASE 1:

Inception Report

PHASE 2:

Field Data Collection

PHASE 3:

Data Analysis & Reporting

 Collection of specific 
documents from UNICEF 
Vietnam for desk review. 

 Desk review and production 
of desk review findings. 

 Interview with UNICEF and 
stakeholders (NGOs related 
to ECD/IECD) 

 Design of evaluation 
methodology and data 
collection tools. 

 Development of Inception 
Report. 

 Pilot the data collection 
tools. 

 Submission of Inception 
Report to UNICEF. 

 Obtain feedback from 
UNICEF for finalizing 
Inception Report. 

 Preparation for the 

qualitative and quantitative 

data collection, through 

Focus Group Discussion, 

Key Informant Interview and 

Surveys. 

 Prepare data analysis and 

findings. 

 Summarize the findings from 

the field visits. 

 Draft the first M&E 

framework 

 

 Development of First Draft 

Baseline Assessment 

Report 

 Submission of the First Draft 

Baseline Assessment 

Report to UNICEF. 

 Incorporation of comments 

from UNICEF to produce the 

final report. 

 Submission of Final Report 

to UNICEF. 

 Submission of the final draft 

M&E framework. 

Inception Report includes 
desk review findings, 
evaluation methodology, 
data collection tools and the 
timeframe for each 
proposed data collection 
method. 

Data collected from the field 
visits. 
Summary of Initial Findings 
from the field visits. 

Draft Baseline Assessment 
Report 
Final Baseline Assessment 
Report 
Draft M&E framework 

TASKS 

DELIVERABLES 



 

  

 

148 

 

Vietnam about the possibility of placing a number of indicators in the end-line assessment 

survey and the feasibility of data collection and computation for a number of indicators, both 

teams have agreed to set the list down to 36 indicators. All of 36 indicators are primary data 

collected by the research team using both quantitative and qualitative methods. Secondary 

data is not utilised due to the fact that they are not updated to the time of the baseline 

assessment. For example, a number of indicators could be tracked using questions in 

UNICEF’s Multi Indicator Cluster Survey (MICS), of which the latest version is 2014.   

For provincial-level and district-level data collection, qualitative methods are used through Key 

Informant Interviews (KIIs) with representatives of the IECD Programme management board 

in the relevant levels. Meanwhile, to collect commune-level data, quantitative surveys are used 

and supplemented by in-depth KIIs with commune-level staff and Focus Group Discussions 

(FDGs) with households. 



 

 

 

 

Appendix 2: Sample and sampling plan 

Sample Size 

The sample size is one of the most important parameters in the sampling design because it 

could affect the precision, cost and duration of the survey. In this survey, cluster sampling is 

applied, instead of simple random sampling method. 

The sample size will be considered in term of the available budget for the survey and its 

precision requests. In the calculation of the sample size, the research team take some factors 

into account:  

 The relative sampling error needed;  

 The level of confidence desired;  

 The estimated (or known) proportion of the population in the specified target group or 

the proportion of the indicator to be surveyed;  

 The design effect (DEFF)  

 An adjustment for potential loss of sample households due to non-response.  

The minimum number of households we need for this survey is: 

𝑛 ≥
𝑝(1 − 𝑝)

[𝑠. 𝑒. (𝑝)]2
 𝑥 𝐷𝐸𝐹𝐹𝑥 𝑒𝑠𝑡𝑖𝑚𝑎𝑡𝑒𝑑 𝑛𝑜𝑛 − 𝑟𝑒𝑠𝑝𝑜𝑛𝑠𝑒 𝑟𝑎𝑡𝑒 

Where: n is the minimum sample size needed in random sampling approach 

s.e. is standard error of the estimated indicator (which we would take 0.05) 

p is the proportion of the indicator we want to estimate.  

DEFF is a design effect to adjust for cluster sampling as respondents are already 

clustered into selected communes.  

The research team suggests that the confidence level is 95% with 5% standard deviation and 

margin of error. We did not have p values of many indicators that we want to measure from 

previous data because these indicators are in the baseline survey. For example, according to 

a National Institute of Nutrition report, the percentage of children under five who are stunted 

(height-for-age) in Dien Bien, Gia Lai, and Kon Tum is 32.2; 35.5; and 40.8, respectively. We 

would like to set the variation of the estimated indicator to plus or minus 5%. In the research 

team’s experience from previously conducted surveys, the DEFF value for Vietnam is 

approximately 2.5 and the predicted non-response rate is 10%. Therefore, the sample size of 

the survey is at minimum of 240, 250, and 266 in each province, making up a total number of 

756. In order to make up for potential non-sampling error, the research team proposes to 

interview up to 1,080 households. In the survey, there are different target respondents, 

including household head, women aged 15 to 49 years who are currently in pregnancy or gave 

a live birth(s) in the last 2 years and children aged 0-8 years. However, the main respondents 

will usually be the mothers or primary caregivers of children in each household visited. 



 

 

 

 

Sample Frame  

The research team strongly recommends that the population census can be used as the basis 

for the sample frame in this survey. The latest population census was 2009 while the most 

updated dataset of the Agriculture census was 2016. It is proposed to exploit Agriculture 

Census 2016 in the sample frame instead of the latest annual population change survey in 

2017. Though the annual population change survey is conducted in all 63 provinces, the 

sample does not cover the nation. Only a proportion of population in each province is selected 

for the survey. Then, the sample used in the annual population change survey is only 

representative at provincial level, covering around 300,000 households. Meanwhile as the 

name suggests, the Agriculture census covers nation-wide population living in rural areas, 

including towns. It is remarked that all 25 project communes and 2 towns are located in rural 

areas. Therefore, it is preferred to choose the sample of this baseline survey from the 

Agriculture Census. However, this census has some drawbacks that needs to be taken into 

account. First, Agriculture Census 2016 did not contain the full name and address of the 

respondents. Second, Agriculture Census Data 2016 was conducted two years in advance of 

the survey so the household list is not updated in case of changes in each selected village.  

To update the survey frame, the research team compares with the latest household registration 

database from MOLISA, after getting the list extracted from the Agriculture Census Data 2016. 

However, a full and updated database about infant and young children aged 0-8 in Vietnam is 

not available because the surveys often collect data information about adults or people aged 

15 years and over in households. Thus, in the second stage, we send the proposed list of all 

households from the sample frame to village leaders in advance. They will spend some days 

reviewing and providing us the most updated list of all households that have children aged 0 

to 8 years in the selected villages. After that, the most updated list will be uploaded to our 

SurveyCTO server for enumerators to interview in the fieldwork. With this approach, we can 

ensure that all of the eligible households will be covered in the list for final sampling selection 

stage. 

Defining the sample size at enumeration area (EA)  

Once the total sample size is calculated, the research team defines how many respondents 

should be selected in each Enumerator Area (EA) to make our sampling selection efficient 

both in terms of survey cost and minimization of the sampling design effect. Though the survey 

is expressed in term of the number of households, enumerators have to visit these households 

to interview individuals. In addition, most of the indicators in the survey for the assessment are 

person-based so the sample size calculation applies to person-variables. Based on the 

experience from previous surveys in Vietnam, the ideal number of respondents in each EA 

should be from 15 to 25. In addition, for the convenience of survey logistics arrangement at 

different EAs, the research team proposes 20 respondents in each EA. As the intervention 

of the IECD programme is going to be conducted in 27 communes, the number of households 

to be surveyed per commune is estimated as 1,080/27= 40 households. Then, each project 

commune has 40 households to be surveyed. 

The enumeration area in each commune is selected with Probability Proportional to Size (PPS) 

method. In each province, there are 3 project districts. In each project district, there are 3 

project communes. In each project commune, the PPS method is used to choose 2 villages 



 

 

 

 

(also known as 2 EAs) among available villages, based on the number of households in each 

village. This method ensures that each household in the sample will have an equal chance of 

being selected, which also ensures that EAs with larger population should have a 

proportionately higher probability of being selected in our sample. As a result, the research 

team chooses 2 EAs per commune with PPS method. 25 

From the final list verified by the village leaders, the research team will have a new list of all 

households who have children aged 0-8 and currently live in each EA. This list will be reflected 

on SurveyCTO as well as tablets, the research team will randomly select 20 eligible 

households, which is chosen as 20 first official samples in the list for the enumerators to 

conduct the survey. With this approach, we could also reduce the non-response rate as the 

survey teams already have first contact with the respondents and introduce about the purpose 

of the survey in each EA. 

Figure A2. A multi-stage approach to sampling in the baseline survey with PPS 

 

Replacement procedure 

The replacement procedure also plays an important role in the survey due to some reasons. 

First, despite carefully planned logistic arrangement, there are still a certain number of cases 

that we have to replace the respondents. The replacement will add the efforts of reducing the 

non-response rate in case the 20 official households could not be accessed and interviewed 

completely. Second, it also helps enumerators to find replacement respondents without taking 

much time to verify the additionally eligible households (the households with children aged 0-

8 years) again for the interview in the field.  

The research team estimates the replacement will be applied in two cases. First, if the selected 

respondent in the selected household cannot participate in the interview for any reason and 

there are eligible respondents in the selected household, the tablet will randomly assign the 

other eligible household member for interview. It is remarked that the final list of eligible 

                                                

25 The steps are summarized as follows. Step 1 - Selection of villages: Among the list of villages in each 
project commune, two villages in each project commune were selected at random, using PPS. Step 2 – 
Selection of households: The list of households in each selected village will be withdrawn from the 
Agriculture Census and sent to the village headers for reviewing and updating the status (current 
residence and having children aged 0-8).  

Project 
province

Project 
district 1

Project 
commune 1

Village 1

(PPS 
selection)

20 
households 

(random 
selection)

Village 2 
(PPS 

selection)

20 
households 

(random 
selection)

Project 
commune 2

Village 1

(PPS 
selection)

20 
households 

(random 
selection)

Village 2 
(PPS 

selection)

20 
households 

(random 
selection)

Project 
commune 3

Village 1

(PPS 
selection)

20 
households 

(random 
selection)

Village 2 
(PPS 

selection)

20 
households 

(random 
selection)

Project 
district 2

... ... ...

Project 
district 3

... ... ...



 

 

 

 

households who have children aged 0-8 include not only 20 official ones for survey but also 

other reserve ones for replacement. Second, for the selected household that cannot participate 

in the interview as they already moved away from the EA or they face a special event 

(household member is sick or dead or the whole household is absent or far way during 

enumerators’ fieldwork duration), the tablet programme will then randomly assign one 

replacement household from the reserve list of household for this case. To be eligible for the 

replacement, the reserve households in the list have to meet these requirements: (i) they 

currently live in the selected villages and (ii) their households have children aged 0-8. 

Comparison vs. Intervention groups 

One of the most difficult parts of the evaluation design is to select the comparison and 

intervention groups. In principle, a comparison group is usually used as a baseline measure. 

Particularly, the comparison group should consist of elements that present the same 

characteristics of the intervention group with an exception that it does not receive the 

intervention programme. However, in this baseline assessment, the research team will only 

follow the intervention group, without a comparison group, throughout the baseline and follow-

up surveys. The main reason why the intervention groups are not randomly selected because 

often development projects and programmes such as IECD Programme deliberately target the 

most disadvantaged groups. Among 27 communes which are chosen for the implementation 

of IECD Programme, 25 communes are the most disadvantaged and Programme 135 (P135) 

communes. Therefore, it is difficult to find communes in the comparison group which should 

be identical to these chosen communes in the intervention group. Besides, other neighbouring 

communes which could be potentially selected in the comparison group currently receive some 

development or similar intervention programmes from other organizations due to the location 

in provinces with high poverty rate. Consequently, it would affect the comparability of the 

comparison group with the intervention group when it comes to the credibility of the programme 

impacts at the follow-up surveys. Moreover, the finance for the baseline assessment is rather 

limited so that the budget allocation is not sufficient to conduct both comparison and 

intervention groups in these project provinces. As communes in a close proximity with project 

communes will not be chosen, distant communes with the project ones will be considered to 

be included in the comparison group. However, the travel cost for enumerators or the human 

resources of enumerators for comparison group will add up to the financial burden of the 

currently limited budget. Based on the research team’s financial estimation, the allocation of 

logistics and human resources for implementing the comparison and intervention groups will 

use up most of the budget. 

As explained previously, there is no intervention group and comparison group to be surveyed 

in the baseline and follow-up surveys. Specifically, the data will be collected only from an 

intervention group, without a comparison group. It could be argued that it would be difficult to 

determine and evaluate what would have happened in the absence of the intervention. 

However, given that the programme covers the population in a large area and there are 

resource constraints in forming an appropriate comparison/control group and collecting data 

from this group, the alternative instrument is to focus on the changes of the intervention group. 

Therefore, the research team is going to survey the intervention group before and after the 

intervention. With the number of households to be surveyed in 27 communes, 1,080 

households, the research team would like to apply a longitudinal study design (see Figure 52). 

It means that the research team will take repeated data collection methods of the same 



 

 

 

 

variables and additional indicators (if applicable in the follow-up surveys) from the sample 

research subjects. In case, children in any household of the 1080 grow out of 0-8 age range 

or they move out of the community, then those households will be no longer qualified for follow-

up surveys and replaced with a new household that has children aged 0-8 living in the same 

community. After the above replacement, the research team will add a comparative impact 

analysis of two groups: existing households versus newly replaced households. The typical 

test used to test group differences is the t-test. If there is no statistically significant difference 

between two groups, the data collected for both groups could be aggregated into community-

level data. Otherwise, data for newly replaced households will stand alone and comparisons 

are made only in the group of existing households. In addition, the characteristics of the 

intervention group observed in the baseline survey can be controlled for the analysis of 

changes in the outcomes.  

Figure A3. Illustration of the intervention 

 

 

 

 

 

 

  

     Pre-intervention           Post-intervention 

Intervention group 

 

A1 = Pre-intervention data collection points, which could be base-line survey 

A2 = Post-intervention data collection points, which could be end-line survey. 

 

 

A1 Intervention A2 



 

 

 

 

Appendix 3. Indicators organized by themes 

Category Indicators 

Core family care practices 

Caregiver’s support for 

learning 

 Indicator 2: Percentage of children receiving early stimulation and 

responsive care from their parents or caregivers 

 Indicator 13: Proportion of children in the three IECD provinces 

benefiting from early childhood education through alternative 

approaches (such as home based provision of ECD, accelerated school 

readiness models, parent education, among others) with support from 

UNICEF 

 Indicator 22: Percentage of parents/caregivers in project locations who 

engaged with their children aged 0-4 years (under 5) in activities to 

promote responsive care including early stimulation. 

Child development 

 Indicator 18: Percentage of children aged 0-3 years in project locations 

received age-appropriate nutrition and early stimulation/learning from 

parents/caregivers 

 Indicator 20: Percentage of children aged 36-59 months in project 

locations on-track in at least three or four developmental domains (MICS 

IECD index: Literacy-numeracy, physical, social-emotional and learning) 

Exposure to books 

and playing things 

 Indicator 27: Percentage of households having children aged 0-8 years 

in the project locations who have learning materials (children's books 

and playing things) at home. 

Child disciplinary 

practices 

 

 Indicator 17: Percentage of parents and caregivers of children aged 0-8 

years in project locations who believed that responsive and non-violent 

parenting is the best for their children 

 Indicator 19: Percentage of parents/primary caregivers of children aged 

0-8 years in project the project locations who practise non-violent 

discipline and responsive parenting 

Maternal health history 

 Indicator 6: Number of pregnant women who receive iron and folic acid 

supplementation 

 Indicator 23: Percentage of women aged 15-49 years with a live birth in 

the last 2 years in project locations who were attended by skilled health 

personnel during their most recent live birth. 

 Indicator 24: Percentage of women aged 15-49 years with a live birth in 

the last 2 years in project locations who were attended during their last 

pregnancy that led to a live birth at least four times by any provider. 

 Indicator 25: Proportion of births in project locations that were delivered 

at a health facility 

Communication for 

social and behavioural 

change 

 Indicator 28: Percentage of parents and caregivers of children aged 0-8 

years in project locations receiving ECD related communication 

materials. 

 Indicator 29: Percentage of parents and caregivers of children aged 0-8 

years who know and can list the benefits of all areas of IECD and know 

where to find supports. 

 Indicator 30: Percentage of parents/caregivers who believe that all 

children at the right age, regardless of background and abilities, should 

receive IECD services, equally. 



 

 

 

 

Physical environment and well-being of young children 

Water and sanitation 

facilities 

 Indicator 3: Proportion of the population having an improved sanitation 

facility 

 Indicator 7: Number of communities certified free of open defecation as 

a result of UNICEF and partner support (leveraged/indirect) 

 Indicator 10: People in humanitarian situations who access safe drinking 

water as per agreed sector/cluster coordination standards and norms 

 Indicator 32: Proportion of pre-schools/IECD centres with WASH 

facilities meeting national/JMP standards 

Handwashing 

 Indicator 8: Number of schools that practice daily group handwashing in 

the reporting year only, as a result of UNICEF direct support and/or 

leveraged through national programmes. 

Malnutrition  Indicator 1: Percentage of children under five who are stunted 

Infant and Young Child 

Feeding 

 Indicator 11: Percentage of village health workers and commune health 

workers at grass root levels in the project locations are able to perform 

Infant and Young Children feeding (IYCF) counselling 

 Indicator 21: Percentage of children aged 0-23 months in project 

locations who are put to the breast within one hour of birth. 

Child Protection and 

Social Assistance 

 Indicator 14: Municipalities that implement local protocols for the 

protection of children from violence, abuse and neglect 

 Indicator 15: Number of child protection workers in UNICEF-supported 

communes who provide case management in line with national 

standards 

 Indicator 16: Number of Social Work Service Centres (in project 

locations) applying national standards are established and functioning 

at provincial and district levels 

 Indicator 26: Percentage of boys and girls aged 6-8 years who know 

where to report violent incidents involving themselves and other children 

 Indicator 36: Percentage and number of children aged 0-8 years who 

are eligible for social assistance in project locations receiving the 

assistance (including cash transfers). 

Peace Building and 

Social Cohesion 

Though not having a specific indicator, the IECD programme emphasizes 

the contribution of ECD services to horizontal and vertical social cohesion, 

specifically to strengthen interpersonal relations between individuals and 

intergroup relations in the community 

Improved access to and use of quality ECD services for young children 

 

 Indicator 4: Percentage of children age 36-59 months enrolled in an early 

childhood education programme (enrolment rate) 

 Indicator 5: Number of communes with functioning IECD services 

 Indicator 9: Existence of integrated early stimulation, protection and 

nutrition intervention package targeting 0 to 35 months old children 

 Indicator 12: Proportion of ECD centres that provide Integrated ECD 

services based on national standards 

 Indicator 31: Percentage of ECE centres, including family-based child 

care groups in project locations which have minimum IECD equipment 

and early learning/stimulation services for young children 

Effective implementation of the IECD programme 



 

 

 

 

 

 Indicator 33: Availability of co-ordination committee and mechanism on 

IECD at provincial, project districts and communes 

 Indicator 34: Existence of a monitoring system for tracking the progress 

of the IECD models implementation 

 Indicator 35: Availability of Provincial IECD Action Plan 2018-2021 with 

budget allocation for implementation 



 

 

 

 

Appendix 4. Indicator definitions and computation formulas 

No. Indicator name Definition Computation formulas Data source 

1 Percentage of children under five 

who are stunted 

Percentage of children whose height-for-age 

is more than two standard deviations below 

the median of the reference population 

(provided by WHO Child Growth Standards)  

+ Moderately stunted: height-for-age below 2 

standard deviations from the median 

+ Severely stunted: height-for-age below 3 

standard deviations from the median 

Numerator: Number of children 

aged 0-59 months whose height is 

measured and determined as 

stunted. 

Denominator: Number of children 

aged 0-59 months whose height is 

measured. 

Household survey 

2 Percentage of children receiving 

early stimulation and responsive 

care from their parents or caregivers 

Percentage of children aged 0-4 years who 

receive early stimulation according to "Care 

for Child Development - Participant Manual" 

by WHO and UNICEF. 

Early stimulation involves 2 groups of practice: 

Play & Communication. To be considered as 

receiving early stimulation, children must 

receive at least one practice of each group. 

  

Numerator: Number of children 

aged 0-4 years who receive early 

stimulation according to "Care for 

Child Development - Participant 

Manual" by WHO and UNICEF. 

Denominator: Number of children 

aged 0-4 years 

Household survey 

3 Proportion of the population having 

an improved sanitation facility 

Percentage of household members who have 

improved sanitation facility. 

A household is determined to have improved 

sanitation facility if using one of the following 

types of toilet facilities:  

+ Flush/Pour flush (to piped sewer system, 

septic tank) 

+ Flush/pour flush (to pit latrine)  

+ Biogas  

Numerator: Number of household 

members who have improved 

sanitation facility 

Denominator: Number of household 

members 

Household survey 



 

 

 

 

+ Direct double dry pit toilet  

+ Ventilated improved pit latrine  

  

4 Percentage of children age 36-59 

months enrolled in an early 

childhood education programme 

(enrolment rate) 

Percentage of children aged 36-59 months 

who are currently attending an early childhood 

education programme, of either public or 

private kind.  

 

Numerator: number of children 

aged 36-59 months who are 

currently attending an early 

childhood education programme.  

Denominator: number of children 

aged 36-59 months. 

Household survey 

5 Number of communes with 

functioning IECD services 

A commune is determined to have functioning 

IECD services if meeting the following criteria:  

+ An IECD programme steering committee 

with name of member and terms of reference 

+ IECD club with weekly act  

+ A network of IECD core staff at village level  

+ Providing a list of ECD services:  

Health: post-natal care within the first month of 

delivery for both mother and baby & newborn 

care at home by skilled birth attendants 

Nutrition: exclusive breastfeeding, IYCF and 

micronutrient supplementation 

WASH: community-led total sanitation, 

hygiene promotion & WASH in schools 

focusing on handwashing 

Education: early learning centres (both formal 

and community based)  

Child protection: parenting clubs empowering 

parents/caregivers in providing responsive 

care giving. 

Number of communes meeting the 

criteria listed in definition section. 

Commune survey 

ECD service 

provider survey 

(preschool and 

health centre) 



 

 

 

 

6 Number of pregnant women who 

receive iron and folic acid 

supplementation 

Number of pregnant women who received iron 

and folic acid during the last 30 days. 

 Household survey 

7 Number of communities certified free 

of open defecation as a result of 

UNICEF and partner support 

(leveraged/ indirect) 

Number of communities (communes and 

villages) certified free of open defecation as a 

result of UNICEF and partner support 

(leveraged/ indirect) 

Number of communities which are 

certified ODF is determined as:  

+ At the commune level: number of 

ODF-certified communes 

+ At the village level: number of 

ODF-certified villages 

ECD service 

provider survey 

(health center) 

8 Number of schools that practice 

daily group handwashing in the 

reporting year only, as a result of 

UNICEF direct support and/or 

leveraged through national 

programmes. 

Number of schools (preschools and primary 

schools) that practice daily group 

handwashing in the reporting year only, as a 

result of UNICEF direct support and/or 

leveraged through national programmes. 

+ For preschool: Number of 

schools practising group 

handwashing everyday in 2018 

+ For primary school: Number of 

schools practising group 

handwashing everyday in 2018 

ECD service 

provider survey 

(preschool) 

Group 

handwashing 

observation form 

in primary schools 

9 Existence of integrated early 

stimulation, protection and nutrition 

intervention package targeting 0 to 

35 months old children 

This indicator aims to capture the progress in a 

country towards establishing an integrated 

ECD approach to address the critical first three 

years of life through a packaged intervention of 

early stimulation, protection and nutrition for 

children aged 0 to 35 months. Accordingly 

countries are classified into one of the five (5) 

categories. 

 Weak (score 1) 

There is no programmematic interventions for 

early stimulation, protection, or nutrition to 

improve the development outcome of 0-35 

months old children. 

 Initiating (score 2) 

Questions are asked regarding the 

provisions of stimulation and 

nutrition-related services & services 

of child protection and prevention of 

gender-based violence.  

Aggregate results from the surveys, 

coupled with a review of ECD 

policy-related legal documents, 

helped to rank the category of the 

project communes. 

The existence of an integrated 

early stimulation, protection and 

nutrition intervention package 

targeting 0 to 35 months old 

ECD policy review 

Commune survey 

ECD service 

provider survey 

(preschool and 

health center) 



 

 

 

 

There are interventions for early stimulation, 

protection or nutrition to improve the 

development outcome of 0-35 months old 

children but interventions are sector specific 

(e.g. Health, Education, Social Affairs) and 

remain uncoordinated. 

 Developing (score 3) 

At least two interventions of early stimulation, 

protection, and nutrition are 

programmematically coordinated to improve 

the child development outcome of the targeted 

population of 0-35 months old children. 

 Established (score 4)  

Early stimulation, protection, and nutrition 

interventions are delivered as a package to 

leverage the child development outcome of the 

targeted population of 0-35 months. 

 Championing (score 5)  

Early stimulation, protection, and nutrition 

interventions are packaged and adopted by the 

government as a national model, and started 

rolling out under the government ownership. 

children is confirmed if the score 

gained is from 3 and above. 

10 People in humanitarian situations 

who access safe drinking water as 

per agreed sector/cluster 

coordination standards and norms 

Number of household members who access 

safe drinking water during natural disasters of 

all kinds that have negative impact on the 

availability and quality of household water 

supply. 

Household's access to safe drinking water is 

determined as one of the following types:  

+ Piped water into dwelling, to yard/plot, to 

neighbour  

+ Pubic tap/ standpipe  

Number of household members 

who access safe drinking water 

(one of those types listed in 

definition section) during natural 

disasters of all kinds that have 

negative impact on the availability 

and quality of household water 

supply 

Household survey 



 

 

 

 

+ Tube well/ Borehole  

+ Protected dug well  

+ Protected spring  

+ Tanker-truck  

+ Packaged water (bottled/ sachet water)  

11 Percentage of village health workers 

and commune health workers at 

grass root levels in the project 

locations are able to perform Infant 

and Young Children feeding (IYCF) 

counselling 

Percentage of village health workers and 

commune health workers at grass root levels 

in the project locations who either received 

training on IYCF counselling or actively 

performed IYCF counselling on all three 

areas:  

+ Early breastfeeding, exclusive breastfeeding 

and avoid bottle feeding  

+ Diverse diets and supplements of iron-rich 

foods  

+ Frequency of feeding and age-appropriate 

diets  

Note: Doctors are assumably qualified for 

performing all three areas of IYCF counselling 

so they are not asked questions in the survey.  

 

Numerator: number of doctors, 

nurses, physicians, pharmacists, 

midwives and other commune 

health workers who either received 

training on IYCF counselling or 

actively performed IYCF 

counselling on all three areas.  

Denominator: number of doctors, 

nurses, physicians, pharmacists, 

midwives and other commune 

health workers. 

ECD service 

provider survey 

(health centre) 

12 Proportion of ECD centres that 

provide Integrated ECD services 

based on national standards 

Percentage of preschools which have 

achieved National Standard level 1 or 2 

recognition during the last 5 years (2014-

2018) 

 

Numerator: number of preschools 

which have achieved National 

Standard level 1 or 2 recognition 

during the last 5 years (2014-2018) 

Denominator: number of 

preschools. 

ECD service 

provider survey 

(preschool) 

13 Proportion of children in the three 

IECD provinces benefiting from early 

childhood education through 

Percentage of children aged 36-59 months in 

project locations benefiting from early 

Numerator: number of children 

aged 36-59 months in project 

locations benefiting from early 

Secondary data 

(desk review) 



 

 

 

 

alternative approaches (such as 

home based provision of ECD, 

accelerated school readiness 

models, parent education, among 

others) with support from UNICEF 

childhood education through alternative 

approaches supported by UNICEF, such as: 

+ home based provision of ECD 

+ accelerated school readiness models 

+ parent education 

 

childhood education through 

alternative approaches supported 

by UNICEF 

Denominator: number of children 

aged 36-59 months. 

14 Municipalities that implement local 

protocols for the protection of 

children from violence, abuse and 

neglect 

Number of provinces and districts that have 

established local child protection committees 

with name of member and terms of reference 

Number of provinces and districts 

that have established local child 

protection committees with name of 

member and terms of reference 

KIIs with PMU 

representatives at 

provincial level 

15 Number of child protection workers 

in UNICEF-supported communes 

who provide case management in 

line with national standards 

Number of commune officers under the 

management of commune people's committee 

who are involved in at least one of six steps in 

case management procedure: 

Step 1. Receive and record information of the 
at-risk child  

Step 2. Identify the child's needs  

Step 3. Develop a child support plan  

Step 4. Implement the child support plan  

Step 5. Monitor and assess the 
implementation of the child support plan  

Step 6. Record and keep a record of the child 

after intervention 

Number of commune officers under 

the management of commune 

people's committee who are 

involved in at least one of six steps 

in case management procedure 

Commune survey 

16 Number of Social Work Service 

Centres (in project locations) 

applying national standards are 

established and functioning at 

provincial and district levels 

Number of social work service centres in 

project locations that meet criteria stated in the 

Circular 33/2017/TT-BLDTBXH regarding 

organizational structure, infrastructure & 

facilities and provided services. The criteria 

most closely linked to ECD programmes is 

about provided services. 

Number of social work service 

centres in project locations that 

meet criteria listed in Definition 

section. 

KIIs with PMU 

representatives at 

provincial and 

district level 



 

 

 

 

17 Percentage of parents and 

caregivers of children aged 0-8 

years in project locations who 

believed that responsive and non-

violent parenting is the best for their 

children 

Percentage of parents/ primary caregivers who 

believed children need not to be violently 

punished by all means (psychological/ 

physical) (according to MICS6 indicator 

definitions) 

 

Numerator: number of parents/ 

primary caregivers who believed 

children need not to be violently 

punished by all means 

(psychological/ physical). 

Denominator: number of parents/ 

primary caregivers. 

Household survey 

18 Percentage of children aged 0-3 

years in project locations received 

age-appropriate nutrition and early 

stimulation/ learning from parents/ 

caregivers 

Percentage of children aged 0-3 years who 

receive age-appropriate nutrition and early 

stimulation. 

+ Age-appropriate nutrition includes minimum 

dietary diversity and minimum meal frequency 

(according to MICS6 indicator definitions) 

+ Early stimulation includes exercises 

according to "Care for Child Development - 

Participant Manual" by WHO and UNICEF 

 

Numerator: number of children aged 

0-3 years who receive age-

appropriate nutrition and early 

stimulation 

Denominator: number of children 

aged 0-3 years 

Household survey 

19 Percentage of parents/primary 

caregivers of children aged 0-8 

years in project the project locations 

who practise non-violent discipline 

and responsive parenting 

Percentage of parents/ primary caregivers who 

practised non-violent discipline and responsive 

parenting (according to MICS6 indicator 

definitions) 

 

Numerator: number of parents/ 

primary caregivers who practised 

non-violent discipline and 

responsive parenting. 

Denominator: number of parents/ 

primary caregivers. 

Household survey 

20 Percentage of children aged 36-59 

months in project locations on-track 

in at least three or four 

developmental domains (MICS IECD 

index: Literacy-numeracy, physical, 

social-emotional and learning) 

Percentage of children aged 36-59 months in 

project locations who are developmentally on 

track in at least three out of four developmental 

domains, in which:  

+ Literacy-numeracy: Developmentally on track 

if children can do at least two of three activities: 

Can identify/name at least ten letters of the 

alphabet, Can read at least four simple, popular 

Numerator: number of 36-59 month 

old children who are 

developmentally on track in at least 

three of four above-mentioned 

domains. 

Denominator: number of 36-59 

month old children. 

Household survey 



 

 

 

 

words, Knows the name and recognizes the 

symbol of all numbers from 1 to 10. 

+ Physical: Developmentally on track if children 

can do at least one of two activities: Can pick 

up a small object with two fingers like a stick or 

a rock from the ground, Is not sometimes too 

sick to play. 

+ Social-emotional: Developmentally on track if 

children can do at least two of three activities: 

Gets along well with other children, Does not 

kick, bite, or hit other children, Does not get 

distracted easily.  

+ Learning: Developmentally on track if 

children can do at least one of two activities: 

Follows simple directions on how to do 

something correctly, When given something to 

do, is able to do it independently. 

 

21 Percentage of children aged 0-23 

months in project locations who are 

put to the breast within one hour of 

birth. 

Percentage of 0-23 month old children who 

were put to their biological mothers' breast 

within 01 hour of birth. 

 

Numerator: number of 0-23 month 

old children who were put to their 

biological mothers' breast within 01 

hour of birth  

Denominator: number of 0-23 

month old children. 

Household survey 

22 Percentage of parents/caregivers in 

project locations who engaged with 

their children aged 0-4 years (under 

5) in activities to promote responsive 

care including early stimulation. 

Percentage of parents/caregivers in project 

locations who engaged with their children 

aged 0-4 years (under 5) who practice early 

stimulation exercises according to "Care for 

Child Development - Participant Manual" by 

WHO and UNICEF. 

Numerator: Number of 

parents/caregivers in project 

locations who engaged with their 

children aged 0-4 years (under 5) 

who practice early stimulation 

exercises according to "Care for 

Household survey 



 

 

 

 

Early stimulation involves 2 groups of practice: 

Play & Communication. To be considered as 

receiving early stimulation, children must 

receive at least one practice of each group. 

 

Child Development - Participant 

Manual" by WHO and UNICEF. 

Denominator: Number of 

parents/caregivers in project 

locations who engaged with their 

children aged 0-4 years (under 5) 

23 Percentage of women aged 15-49 

years with a live birth in the last 2 

years in project locations who were 

attended by skilled health personnel 

during their most recent live birth. 

Percentage of women aged 15-49 years with 

a live birth in the last 2 years in project 

locations who were attended by a doctor or 

nurse/widwife during their most recent live 

birth. 

 

Numerator: number of women aged 

15-49 years with a live birth in the 

last 2 years who were attended by 

a doctor or nurse/widwife during 

their most recent live birth  

Denominator: number of women 

aged 15-49 years with a live birth in 

the last 2 years 

Household survey 

24 Percentage of women aged 15-49 

years with a live birth in the last 2 

years in project locations who were 

attended during their last pregnancy 

that led to a live birth at least four 

times by any provider. 

Percentage of women aged 15-49 years with 

a live birth in the last 2 years who received 

antenatal care at least 4 times during their last 

pregnancy 

  

Numerator: number of women aged 

15-49 years with a live birth in the 

last 2 years who received antenatal 

care at least 4 times during their 

last pregnancy  

Denominator: number of women 

aged 15-49 years with a live birth in 

the last 2 years 

Household survey 

25 Proportion of births in project 

locations that were delivered at a 

health facility 

Percentage of women aged 15-49 years with 

a live birth in the last 2 years who were 

delivered at a hospital, a commune health 

centre, a maternity house or a private health 

centre. 

 

Numerator: number of women aged 

15-49 years with a live birth in the 

last 2 years who were delivered at 

a hospital, a commune health 

centre, a maternity house or a 

private health centre  

Denominator: number of women 

aged 15-49 years with a live birth in 

the last 2 years 

Household survey 



 

 

 

 

26 Percentage of boys and girls aged 6-

8 years who know where to report 

violent incidents involving 

themselves and other children 

Percentage of children aged 6-8 who know 

where to report incidents involving themselves 

or other children. 

  

Numerator: number of children 

aged 6-8 who know where to report 

incidents involving themselves or 

other children  

Denominator: number of children 

aged 6-8.  

Note: Children aged 6-8 are only 

interviewed upon the approval of 

their parents/ caregivers. 

Household survey 

27 Percentage of households having 

children aged 0-8 years in the 

project locations who have learning 

materials (children's books and 

playing things) at home. 

Percentage of households who have children 

books and play things for children at home. 

 

Numerator: number of households 

who have children books and play 

things for children at home. 

Denominator: number of 

households. 

Household survey 

28 Percentage of parents and 

caregivers of children aged 0-8 

years in project locations receiving 

ECD related communication 

materials. 

Percentage of parents/ primary caregivers 

who receive (hear or find) information about all 

aspects of ECD from trust-worthy sources 

such as: service providers, mass media, 

relatives/friends, reading materials and others. 

 

Numerator: number of parents/ 

primary caregivers who receive 

(hear or find) information about all 

aspects of ECD from trust-worthy 

sources. 

Denominator: number of parents/ 

primary caregivers. 

Household survey 

29 Percentage of parents and 

caregivers of children aged 0-8 

years who know and can list the 

benefits of all areas of IECD and 

know where to find supports. 

Percentage of parents/ primary caregivers 

who know and can list the benefits of all areas 

of IECD and know where to find supports. 

 

Numerator: number of parents/ 

primary caregivers who know and 

can list the benefits of all areas of 

IECD and know where to find 

supports.  

Denominator: number of parents/ 

primary caregivers. 

Household survey 

30 Percentage of parents/ caregivers 

who believe that all children at the 

Percentage of parents/ primary caregivers 

who either have their children (aged 0-8) 

Numerator: number of parents/ 

primary caregivers who either have 

Household survey 



 

 

 

 

right age, regardless of background 

and abilities, should receive IECD 

services, equally. 

access all IECD services or fail to do so for 

objective reasons. 

 

their children (aged 0-8) access all 

IECD services or fail to do so for 

objective reasons. 

Denominator: number of parents/ 

primary caregivers. 

31 Percentage of ECE centres, 

including family-based child care 

groups in project locations which 

have minimum IECD equipment and 

early learning/ stimulation services 

for young children. 

Percentage of preschools which: (i) have 

necessary equipment and facility as required 

by MOET in two Circulars 02/2010/TT-BGD-

DT and 34/2013/TT-BGD-DT and (ii) provide 

all three ECD services including:  parent 

counselling on child education and 

development, early learning/ early stimulation, 

including positive and responsive interactions 

and social and emotional learning for children.  

 

Numerator: number of preschools 

which: (i) have necessary 

equipment and facility and (ii) 

provide all three above-mentioned 

ECD services. 

Denominator: number of 

preschools. 

Household survey 

32 Proportion of pre-schools/IECD 

centres with WASH facilities meeting 

national/JMP standards 

Percentage of preschools and commune 

health centers with WASH facilities (including 

improved water source for drinking, improved 

sanitation facilities and available handwashing 

facilities) that meet national or WHO/UNICEF 

Joint Monitoring Programme for Water and 

Sanitation standards.  

 

Numerator: number of preschools 

and commune health centres with 

WASH facilities meeting 

national/JMP standards  

Denominator: number of 

preschools and commune health 

centres. 

ECD service 

provider survey 

(preschool and 

health center) 

33 Availability of co-ordination 

committee and mechanism on IECD 

at provincial, project districts and 

communes 

The availability of established PMUs with 

name of member and terms of reference at 

the provincial, district and commune level. 

 Commune survey 

KIIs with PMU 

representatives at 

provincial and 

district level 

34 Availability of Provincial IECD Action 

Plan 2018-2021 with budget 

allocation for implementation 

The availability of Provincial IECD Action Plan 

2018-2021 with budget allocation for 

 KIIs with PMU 

representatives at 

provincial level 



 

 

 

 

implementation, awaiting for approval for next 

year 2019. 

35 Existence of a monitoring system for 

tracking the progress of the IECD 

models implementation 

The availability of a monitoring system for 

progress tracking of the IECD model 

implementation, evidenced by the availability 

of quarterly programme report. 

 KIIs with PMU 

representatives at 

provincial level 

36 Percentage and number of children 

aged 0-8 years who are eligible for 

social assistance in project locations 

receiving the assistance (including 

cash transfers). 

Percentage of children aged 0-8 who are 

eligible for social assistance and receive 

assistance, either in cash or in kind over the 

past 12 months. 

A child is determined to be eligible for social 

assistance and receive assistance if he/ she 

belongs to at least one of four groups: 

Children from poor households, orphans, 

children with disability, children affected by 

HIV and does receive assistance in cash or in 

kind under social policies or from other social 

organization and individuals. 

 

Numerator: number of children 

aged 0-8 years who are eligible for 

social assistance and receive 

assistance, either in cash or in kind.  

Denominator: number of children 

aged 0-8 years who are eligible for 

social assistance. 

Household survey 



 

 

 

 

 


