MEDICAL COMMITTEE NETHERLANDS - VIET NAM

MCNV'S FORTY YEARS IN VIET NAM:

ASSESSMENT OF THE IMPACT

Prepared by:
Nguyen Quy Nghi
Hanoi Institute for Socio-Economic Development Studies
nguyenquy.nghi@gmail.com

Commissioned by:
Medical Committee Netherlands Viet Nam, Rep. Office
la-B5-Nam Thanh Cong
Dong Da, Hanoi, Viet Nam
Tel: (84-4) 835-9005/776-1117Fax: (84-4) 776-0655
mcnv@netnam.vn

Ha Noi 09/2008






ACKNOWLEDGMENTS

We would like to address our gratitude to the Medical CdtemiNetherlands-Viet Nam
(MCNV) for commissioning this report. Special thank®to Pamela Wright Country
Representative, for her valuable comments of contentsipact assessment as well advice
on MCNV’s partners to be interviewed andMo. Tran Le HieuMCNV Hanoi) for his

assistance in arranging logistics of this assessment.

We also wish to send our thankfulnesto Pham Dung CBR/IE program, MCNV Hanoi),
Dr. Ho Sy Quangdcoordinator, MCNV Quang TriMr. Ron MarchandMCNV Nha Trang)
as well as partners at central and local levels oNM@ Khanh Hoa, Quang Tri, Cao Bang
and Ha Noi who provided efficient collaboration in figldrk including arranging interviews
and taking notes in discussions.

This report might have not been done without the ppeti@n of informants from many
agencies such as Ministry of Health (MOH), Ministryemfucation and Training (MOET),
General Office of Statistics (GSO), Ministry of Lalsplnvalids and Social Affairs
(MOLISA), provincial health and provincial education depamis in different provinces,
and many people at community level, notably the mosterable people (disabled people,
poor and ethnic minority groups), who directly benefit frol@INV’s support. We would like
to gratefully acknowledge their contribution, which providesdwith a clearer understanding
on the impact of MCNV’s work through the years.



TABLE OF CONTENTS

TABLE OF CONTENTS 4
EXECUTIVE SUMMARY 5
1. Introduction 8
Objectives 9
Methodology and informants 10
2. Social policies and MCNV’s impact 11
2.1. Impacts on local policy of MCNV’s programs 13
2.1.1. Community-based rehabilitation/inclusive educatidRAE) program 13
lllustrating and disseminating a right approach 13
Spreading impacts to the other provinces 15

2.1.2. Community Managed Health and Livelihood DeveloprReagram in Khanh Phu 17

2.2. Impacts on national policy, programs, guidelines of MCNV’s work 18
National Tuberculosis Program 18
Rehabilitation 20
Inclusive education program 24
Disabled people Database 26
3. Strengthen the capacity of partners 27
3.1. Providing equipment for the actors participating in the programs 27
3.2. Capacity building for the actors involved in the programs 30
Individual capacity 31
Organisational capacity 32
Institutional capacity 36
4. Improving the quality of life of target groups 38
4.1. Economic status 39
4.2. Welfare condition 42
4.3. Schooling and social inclusion 44
5. Recognition of MCNV’s work 48
Reference 53




EXECUTIVE SUMMARY

From the mid-1960s to the 1970s, the Viet Nam war attractecest from a great number of
countries in the world, where the people expresseddbkdtarity through numerous
demonstrations against that war. In addition to such @etiythe people around the world
started collecting monetary as well as material donatio help Viet Nam overcome the
difficulties of that time. It was in this historic et@xt that the Medical Committee
Netherlands-Viet Nam (MCNV) was established, by thre&ch doctors who wanted to show

their support to the beleaguered people of Vietham in eretsnway.

The Medical Committee Netherlands-Viet Nam has Isegaporting the people of Viet Nam
for four decades now, with the long-term aim of improuimgir health situation. Through its
work in Viet Nam, and because of its comprehensive agbrto health, MCNV has become
very much involved in the socio-economic developmenhefcountry. The MCNV has a
wide network of contacts and has accumulated a treaknewledge and experience
through these years. Most of MCNV's interventions amged at the most disadvantaged
communities whose access to benefits from the ecwremd technical development has been
very limited. Such vulnerable groups as the disabled, ethnmrities, people living with
HIV/AIDS (PLWHA) and the very poor have enjoyed specitd@tion from MCNV. For the
last 40 years, with a considerable number of diffepeojects in several provinces, MCNV’s
main programmes have focused on the following issues:

support for medicines and medical equipment during andthéexar,

tuberculosis control,

malaria control,

community-based rehabilitation and inclusive education (BR

HIV and AIDS,

community -managed health and livelihood development,

As well as others in the past and the present, fronitiontand eye care to traditional

medicine, reproductive health, gender and development, gmduing the quality of

training of health workers.

On the occasion of MCNV's 40celebration in Viet Nam, MCNV wanted a clearer piet

about the impact of its work over the years. The imp&atprogram/project can be



considered its effectiveness for the target groups ansliiheunding communities. The effect
may be expressed in economic, social, organisatioealty environment, or technical
issues, and both the expected and the unexpected outcothegpodgram. In general,
programs/projects’ impacts are long term. The WHO andECL999) suggested that the
possible components of the impact (especially impacealti-related programs) might
include:

evidence about the anticipated relationships betweengy ppfogramme or project

and the health of a population;

opinions, experience and expectations of those who maffdted by the proposed

policy, programme or project;

informed understanding by decision makers and the public riegait effects of the

policy, programme or project on health;

adjustments/options to maximize the positive and mirentihhe negative health

impacts.
The findings of this assessment also reflect the abwueture and were therefore organized
as the following themes:

impact in terms of policy at national and provincial lsyel

impact on the strengthening of the capacity of partners;

impact on improving the quality of life for selected targetups;

recognition of MCNV’s work by different stakeholders.

This report also tries to synthesize the key pointsdbatributed to the knowledge about
MCNYV in Vietnam. These points appeared to be that:
MCNV maintained working mechanisms tmaximised the target groups’
participation. The important point was that MCNV applied this principiéh all
target groups including the ethnic minorities, disabled pempdekey people at the
grassroots level but also in educational institutions atid lacal government
partners.
MCNYV always worked on the basis of available systenteaasof creating parallel
system.That means with each specific area, MCNYV tried to Hedpactors involved
in that area and that MCNV was supporting the partnampement their own duties
in a more effective manner, better for themselvesf@anthe beneficiaries.
MCNV has shown itself to biéexible in using financial meanswith the partners.
Unlike many other organisations, MCNV worked for many yeatis funds from its



own pool of individual donors, which meant that it did wotrk under pressure in
terms of disbursement demands from donors, which gdleibility in the timing
and types of expenditures.

Another MCNYV feature contributing to impact and sustaintgioif the projects was
long-term support for the local partners. MCNV always aimed to develop a
comprehensive intervention program; as a result, mudarere partners were
involved in its activities. Within a partnership, the progrand the activities could
evolve over time, but the working relationship was nznmad or even expanded.
Networking was highly appreciated by many of MCNV’s partners, who haye
opportunities to meet other partners as well as atyasfdocal and international
consultants for partners’ capacity building.

MCNYV developedrofessional but also dedicated human resource$his spirit of
collaboration to reach a common goal was found not anlyrg the managers but

also the program staff. It also had a positive influemtéhe partners’ cooperation.



1. Introduction*

The Viet Nam war attracted interest by a great numbeountries in the world in the 60s and
70s, expressed by numerous demonstrations against that wddition to such activities, the
people around the world started collecting monetary asageatiaterial donations to help the
people of Viet Nam overcome the many problems they fat#dht difficult time. The

Medical Committee Netherlands-Viet Nam (MCNV) watablished in that historical
context. In the fall of 1968, three Dutch doctors got tiogjeto establish the MCNV, to ask all
those people who were willing to demonstrate now to daesiaing concrete to help the
Vietnamese. They started collecting medical supplescanned baby food, helped by a
rapidly growing number of volunteers, especially durimg first five years. By the end of
1973, MCNV had 40 voluntary workers in its head office inséendam and another 600
throughout the Netherlands. It had its own quarterly nepespand had become a knowledge
centre on Viet Nam. It had grown up to become a big sitjdeommittee.

The Medical Committee Netherlands-Viet Nam has Isegaporting the people of Viet Nam
ever since, for four decades now. Better health foWiagnamese people has always been its
aim. Through its work, MCNV has become very much involvetthe socio-economic
development of the country, recognising that health acid-sronomic development are
closely linked. MCNV has built up an extensive networkaftacts and has accumulated a
treasure of knowledge and experiences. Most of MCNV’svatgions focus on the most
disadvantaged communities whose access to the benefitshe economic and technical
development has been limited. These are mainly tlabled, ethnic minorities, the very poor,
and more recently, people living with HIV/AIDS (PLWHAQver this time period, MCNV
has had many projects; the main programmes have been:

support in the form of medicines and medical equipmenhgwmnd after the war;

support for the National Tuberculosis Control Program;

support for the National Malaria Control Program andamalresearch;

community-based rehabilitation and inclusive education (BR

HIV and AIDS, especially in relation to motherhood;

Community Managed Health and Livelihood Development;

! Source for most information in this sectionvisvw.mcnv.nl



as well as others in the past and the present, frontiowt@nd eye care to traditional
medicine, reproductive health, gender and development, gmduing the quality of
training of health workers.

Objectives

On the occasion of MCNV's celebration of its"4é@nniversary in Viet Nam, MCNV wanted a
clearer picture of the impact of its work. This ovegalal was translated into the following

assessment questions:

1. What is the overall impact of MCNV programs in improvthg quality of life for the
people in its target groups, in terms of poverty reductieajth promotion and social
inclusion? Did MCNV empower the target people in Viet Namoaigh programs/
projects? Is any improvement in their lives likely tosostainable?

2. What is the impact of MCNV on improving the performafmethe current health
system in Viet Nam? Impact on other systems, inclusiveaion, for example,
education of health professionals, functioning of localegoment to support

community development?

3. What impact (if any) does MCNV have on the developménew policies and/or
strategies or official programs in health, educatiorgtber fields?

4. What has been the role of MCNV in planting seed$udher development in Viet
Nam in terms of project initiatives or professional@&epment of involved
Vietnamese people? How were the results/impactsealisg efforts? Are they

sustainable?

5. What is the recognition or appreciation by authoritiediff¢rent levels and in the
international community of the work of MCNV over thisyg period?

The impact of a program/project can be considered mnstex its effectiveness in changing

life for the target groups and the surrounding communifies impact can be expressed in



economic, social, organisational, health, environmerteahnical issues, compared to
expected outcomes but also considering unplanned outcortfes mogram. In general,
programs/projects’ impacts are long term. The WHO anHEECL999) suggested that
possible components of impact (especially impact of healated programs) might include:
evidence about the anticipated relationships betweengy ppfogramme or project
and the health of a population;
opinions, experience and expectations of those who maffdted by the proposed
policy, programme or project;
informed understanding by decision makers and the public riegait effects of the
policy, programme or project on health;
adjustments/options to maximize the positive and mirentihhe negative health
impacts.

Based on these points, we realised that the assesguestions reflected MCNV'’s strategic
objectives during the present period of 2007-2011. To highlightripact of the projects
implemented by MCNV and its partners, the assessmentiansewsere grouped into the
following topics:

improving the life quality of target groups (question 1);

strengthening the capacity of partners (question 2);

impact in terms of policy at national and provincial lsv@uestion 3);

recognition of MCNV’s work (questions 4&5).

One note of caution: since it was established, MCN\shagported a great number of
programs and projects. Many of these programs and projectscompleted even long ago.
For various reasons, the assessors could not meeseamatves of all programs and projects
that were implemented and completed in the distant phastefore, this report tries to
analyse the main impact for each of the main prograasamentioned above. Details for
each project can be found in the project progress aridatizan reports.

Methods and informants

Besides a desk review, in-depth interviews and focus groupsgisns were conducted with
leaders at the national, provincial, district and comenievels as well as the project target
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groups. The discussions were designed to identify the paltenpact according to project
stakeholders on the following areas:

national policies,

capacity building for the project partners,

improvement of the people’s living standards.

Many informants, ranging from national level to they&k groups in the community, were
invited to provide information for this report, and theitige support contributed to the
guality of the data collected.

2. Social and health policies and MCNV's impact

Policy is a political science term for specific stardb to implement tasks according to
Government priorities. Policies are implemented ipecHic area during a certain period of
time. The nature, contents and orientation of thec@sliare based on the characteristics of
the lines, political, economic, cultural and sociaksa®\ppropriate policies must be
developed on the basis of information about the pradittadtion in each area and stage. The
objectives and directions set in the general lines asi @re suitable for flexible application
in specific situation and conditions (ibid. vol 1, p.47Bplicies can be defined as the ways
proposed by managers to solve a problem that has arisenher words, to meet certain
social needs (Fichter, 1971).

In Vietnam as in other countries, making policy isrigét and the task of the national
authorities at different levels. International orgatese such as NGOs can, however,
contribute to this process for example by providing eviddram their practice in the field,
or by introducing updated methods and approaches that fitheitilietnamese context and

the priorities and plans of the Government.

New policies are needed when a new social issue arfse®xample, the need for
compulsory wearing of helmets with the increase inomee¢hicles. New policies can create
opportunities for stakeholders to play an equal and a teggin the relations among them.
First we will clarify the policy development process,illyoducing and analysing policies
relating to the development of home craft in Viet Nafe policy process begins with the
occurrence of the problems that need modification thildevelopment and finally
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enforcement of the policies. The policy process islamo the policy cycle. However, while
the former focuses on the different stages of policy [dpweent, the latter implies more the
continuity of the policies. Moreover, the policy pres@ecognizes policies as a linear

relation; policy cycle considers feedback during implemigot (Sutton 1999). The diagram

below describes the difference between these twaster

Diagram 1: Policy process

Discussion Making Decision  Implementation
Institutional
Successfu Reinforcement
L implementation
Policy is
decided .
. Political
Discusse .
_U”SUCCGSSW strengthening
Policy Obijection implementation
issues
Undiscussed
Time

Source: Sutton, 1999.

In Viet Nam, the policy process basically conformshe above order, however, each kind of
document has its own characteristics and this procest/@s/multiple agents. Below is the
list of the institutions that have permission and resipdites for developing different legal

documents according to the Government faws

Institutions Kinds of legal documents
National Assembly Constitution, laws, resolutions
Standing Committee of the National Assembly  Ordimsncesolutions, joint resolutiohs
President Commands, decisions
Government Decree, inter-ministerial resolutidns
Prime Minister Decisions
Judicial Council of Supreme Court Resolutions
Tribunal President of Supreme Court Circulars, jointuars
Chairperson of People’s Supreme Procuracy Circularg, goculars
Ministers, Heads of ministerial institutions Circulgmant circulars
General State Auditor Decisions
Provincial People’s Council Resolutions
Provincial People’s Committees Decisions, instructions

2 National Assemblylaw on issuance of the legal documehts, 17/2008/QH12, 3rd Meeting, National
Assembly — course XII, dated 3/6/2008

% To issue the inter-ministerial Resolution of the sqmlitical organisations with the Central Government
* To issue the inter-ministerial Resolution of the sqmlitical organisations with the Central Government
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However, the above cycle shows the steps in policgga®rather than the interactions among
the different agents during the process. The model als® miat clarify the approaches to
influence the development of a policy. There are ugtalb approaches to policy
development: top-down and bottom-up. While the first apgr@mphasizes the role in
planning, programming and problem solving developed by the managaslvé a practical
issue, the second is based on the people’s experience andot®nésocial practices. The
second approach overcomes the bureaucracy, simplifyingcapgihg” the development of

policies in the first approach.

2.1. Impact of MCNV programs on local policy

It seems that the second approach has been applie@GNVId activities, which give priority
to people’s participation. In fact, not every person ige ablidentify immediately the needs
and challenges in their lives. What they lack is methattger than information. MCNV
helped them fill this gap, gave them skills to identifgitiproblems and needs and to find
solutions for the identified problems. This skill can berseery clearly in the projects in
which the target groups are vulnerable groups such as etimicities and the disabléd

2.1.1. Community-based rehabilitation/inclusive education (CBR/IE) program

In fact, the impact on national or provincial policreay develop over a long period that
requires patience and dedication from the implemetdensach the set objectives and the
relevant people. The impact from MCNV’s CBR-IE programshe current policies can be

summarized as follows:

lllustrating and disseminating an appropriate approach
Early interventions and inclusive educafi@me priorities in MCNV'’s projects working with

disabled children. With its international experience,NMAQrecognized that this work could
not be effectively done without establishing the certvggovide expertise on both early
interventions and basic skills for enabling these childrentegration in mainstream
education. In fact, inclusive education for disabled childseone of the objectives in the

Strategy for Education Development to the year 2010 by ihestvly of Education and

® The promoters of this viewpoint think that the comrhyupeople, especially the poor are not able to identify
their needs and express them to the Government.

® Participatory participation will be discussed in thesotbection.

" Inclusive education means that “all students includisglied children have equal access to education, with
the necessary support in suitable school classes @hildeen’s community in order to help them prepare to
become full members of the society".
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Training (MOET). It is stated in the strategy that iische education has to “provide
opportunities for disabled children to learn in inclusivemsinclusive or special classes
aiming to enrol 50% of disabled children by the year 2005 and 7(@01y®. However,
when this initiative was first introduced in Dak Lak prowenmany people, especially the
children’s parents, revealed that they were unsure abegutitess of this model. The School

of Hope in Dak Lak is described briefly below.

Box 1: School of Hope, Dak Lak province

The School of Hope was officially set up and came aeration in 2001. After two years
of preparation, it started functioning as a resource cémtiaclusive education for Dak Lak
Province in 2003.

The School of Hope works as a school and pre-inclusive Bonantre for the children
with impairments in hearing and speaking, for blind childred those with intellectual
disabilities. It acts as an education and training cemnitehas been strengthened to play that
role. The school was highly appreciated by the informahitisis assessment.

This centre is multi-functional. It provides early d#ien and interventions for the childre
impaired in hearing and speaking and designs training course fteachers of primary
schools and kindergartens, delivered by master traineessdhool also provides early
technical interventions, services for the children ingghin hearing/speaking and their
families, vocational training and job opportunities.

=)

Training is conducted at School of Hope and the master tsaifi¢he school also help
other teachers and children at the school. Flexibleisokiare sought. The disabled children
can spend several days a week at School of Hope untifébeconfident and comfortable
enough to attend the mainstream school.

The main objectives of the Primary School of Hope &y¢o prepare disabled children wel
with the basic skills required to join full and mearuignclusion with the surrounding
mainstream schools and 2) to provide training for the tes¢besupport children’s inclusion.

With his experience of 20 years’ working with disabled chkitdrMr. Trung, the school
director, acknowledged that inclusive education is the eibsttive approach to ensure their
full integration into the community.

Source:Report on community-based rehabilitation and inclusive education in Dak Lak,
provided by MCNV

The biggest barrier for implementing activities at Sdluddlope was the attitude and limited
awareness of the children’s parents about the effectgasfesarly interventions. They
doubted the success of the model. However, the modidstigéness after a period of

8 The Strategy for Education Development 2001-2010 was approwviée Brime Minister in the Decision No.
201/2001/Q - TTg dated 28/12/2001.
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operation gained the parents’ trust. They were the mysdriant people to believe that their
children would be much more effectively integrated inetyavhen they had the chance to

participate in this model.

“When my daughter was one year old, | found that she had dificulties. | felt really upset when

she was detected with impaired hearing and speaking. Neless, since she had access to early
interventions at the School of Hope, she has made ketvlarprogress. She goes to the School of Hope
once a week and to the kindergarten on the other dayss 8bey happy there. We know she is actually
a bright child”. (In-depth interview - Mother of a chiidth impaired hearing/speaking, Dak Lak — from
the assessment report)

In reality, to have an effective model requires much mrestment than infrastructure and
hiring staff. When the School of Hope was establishedddition to financial support,
MCNYV provided capacity building — especially skills in wargiwith disabled children - for
the school teachers. With such a comprehensive appribectuccess of the School of Hope
is explainable. Since the model was set up, the numlmksaibled children in the inclusive
education classes went from 350 in 2000 up to 1,688 in 2003. THeenwiteachers
attending the training courses on inclusive education ets®from 315 to 1,463 in the same

years, respectively.

With this kind of success, MCNV continued its bottom-upca@ey by disseminating the
School of Hope model. Most participants for this actiwigre the leaders at provincial level
(local authorities and education-training sector) and t&dme level, the MOET
representatives (also MCNV partners). This sharingalféxperience from the province led
to important changes in the participants’ awareness Whee persuaded by the effectiveness
of inclusive education centre model by observing the disatblddren’s great progress. One
evidence of this impact is the newly-established Supportr€enCao Bang province, which
has the same aims as the School of Hope, as desbglmu.

Replication — spreading impact to the other provinces

The Cao Bang Provincial Rehabilitation and Inclusive Etloic&Centre for Disabled

Children is one of the institutions affected by MCNMWgpport programs. The decision to
establish this centre was made in December 2004; it comohepegating in October 2007.
The process of the centre’s development, building anchtipe showed great changes in the
awareness and positive actions by the local author#ya Pesult, inclusive education for
disabled children has been improved in terms of polimesphysical issues.
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“At the beginning, they thought the disabled children had ndiffibulty in learning. However, since
the project started its activities, there were tpecil classes at Hoa Trung School. The leader of
Provincial People’s Committee paid a visit to thediien of those special classes. The People’s
Committee recognized that the impaired hearing/speakiiddren could learn well, and then the
Provincial People’s Committee decided to build this eefdr the children in Cao Bang to get
benefits.” (Cao Bang Provincial Rehabilitation and lisole Education Centre)

The most important support from the local authority \@asl allocation for construction and
financial contribution of nearly VND 2 billion (total buddet the centre was approximately
VND 5 billion including VND 3 billion from MCNV). In additin, the provincial local
authority also supported the school with about VND 500 anilfor constructing the road to
the centre. As the centre is located on a hill, thesportation is very difficult especially in
rainy season. With this contribution by the local autiiddor upgrading the road, the centre

became accessible for cars.

“The Provincial Party and People’s Committee attddh#portance to this centre. A provincial leader
was assigned to participate. He made a number of iemgatecisions to support disabled children
education especially in 4 project sites. While the prawinad limited land resources, the centre enjoyed
special interest from the local authority with land edlied for promoting inclusive education for
disabled children. This interest was shown in the locélaiify's allocating 5,000 square meters and
about VND 2 billion for construction. On the other handfiitancial support of VND 500 million for
constructing the road is also valuable. In the pastirémsportation to the centre was so difficult, it is
much better with the new road now.” (Cao Bang Praalri@epartment of Education and Training -
DOET)

The financial support by Cao Bang Provincial authority ier Rehabilitation and Inclusive
Education Centre might not seem high in comparisonthélother, richer provinces, but it
has a special significance in this province with mangiogmiorities for socio-economical
development. Moreover, the Provincial People’s Couwtexlided to support VND 300,000
per child aged from 18 months to 16 years at this centrallfb2 months of the year. With
this decision, Cao Bang demonstrated and institutionaitiggublitical will in maintaining the
centre’s activities as well as improving the disabled ohiltdr lives during their participation
in the inclusive classasThis resolution was agreed by the Provincial Peoplelsn€il in the
15" meeting, XIV course, 14-17 July, 2008.

The work of advocacy for the Support Centres insteagpecial schools in all provinces, to
support inclusive education starting with early detectiochdtiren with special needs,

continues.

° The proposal to the Provincial People’s Council byDQET met some difficulty. It took DOET much time to
find the legal framework for this Policy. Finally, theoposal was developed on the basis of Decree No.
67/2007/N -CP by the Government on the policy of supporting the tagmgetps of social welfare including the
disabled people.
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2.1.2. Community Managed Health and Livelihood Development Program in Khanh Phu

Community Managed Health and Livelihood Development RimgiCMHLD) has had
certain impacts (though they are not always obvioushemolicy makers in Khanh Hoa
province. With project sites in 31 villages in 12 commupegfs of Khanh Vinh district, this
program emphasizes the community participation and sufgrdite community people’s
livelihood. After nearly four years of operation, thejpct has gradually affirmed the
suitability, right orientation and effectiveness sfapproacty.

About 1,500 households have directly benefited from thggréhrough different

programs, including groups of common interest and support groups.

Approximately 70% of villagers in 31 villages have benefitedhftbe project

investments through village plans, training, etc.

Management skills (planning, implementation, monitoringl@ation, approach and

working with the community) of 80% of the people involvedha project at all levels

was strengthened through training and practice.

On average, 70% of households in each village attended yijagep meetings

where priorities were set and plans were made thedteff them.

1,284 households had access to safe water supply

Support for agricultural production was identified on theebax the villagers’ actual

needs through the implementation of plans for the mestly households, village

plans, and groups of common productive interest suitableafch target group in

every village.

The preliminary outcomes of the project attracted atterty the Provincial People’s
Council. The provincial authorities planned an assessafeit programs for poverty
alleviation and socio-economic development implementetd locality, especially in the
mountainous areas. Findings from this assessment woulskldeas the basis for more

practical interventions. In this activity, MCNV'’s peajt was used as a model for reference.

“Since the project started, the Provincial Peoplosnmittee showed its interest. The province is now
designing the assessment of its programs. Among 10-socitomic development programs in the
province, there is one program for the mountainous dteaPeople’s Council wanted to assess and
develop the project model in order to revise the othagrams in the province.” (Representative of
CMHD&LD project in Khanh Phj

9 Source: data from Mid-term review report (2005-2007), CMHMENV.
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To implement this activity, MCNV agreed to support an excje workshop among different
models of poverty alleviation, focusing on the reportsrofect outcomes. This was evidence
of MCNV’s willingness to support the promotion and replicatof its model with other

funds. It helped the projects to maintain their sustaliyabis well as ensuring MCNV'’s
principle: acting as a planting-seed organisation.

2.2. Impacts on national policy, programs, guidelines of MCNV’s work

We realized that the impact of MCNV'’s support at natidenel focused on health, while its
programs often contribute to solve the important hgablblems of the Viethamese people.
MCNV’s contribution in this area is relatively divefied, from its contributions to
developing national programs to guidelines in treatment aatihhstatistics.

National Tuberculosis Program

National Tuberculosis (TB) Program is one of thet fmeas where MCNV had an impact at
the national level. A partnership was built between MGiid the National Hospital for TB
and Pulmonary Diseases in the mid-1970s. In the firsb@¢1976-1985), most of MCNV'’s
support aimed to upgrade infrastructure and medical equiporenedlth services
(medicines, vehicles, technical books, diagnostic equipreén). In the following period,
with support from MCNV, the National Hospital for TBc&Pulmonary Diseases started to
implement the New National Tuberculosis Controldtam (NTP), with the following four

major points:

tuberculosis prevention with live, freeze-dried BCGdthmewborns, under the
Extended Program of Immunization (EPI);

detection and treatment of TB cases using smear poslbiimicroscopy;
treatment with antibiotics using a new standard treatinegmnen, mostly on an
outpatient basis;

tuberculosis prevention and control integrated in hdadiities.

To implement this program, in addition to support for ioy@ment of the quality in health
services at different in the past years, the Natibigsipital for TB and Pulmonary Diseases

received massive financial support, facilities and techsiggport from MCNV and also from
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another Dutch organisation brought in by MCNV, an orgaioisapecialised in TB (Royal
Dutch Association for Tuberculosis Control, KNCV). Tétery of this support was stated in

the Institute’s historic documents and highly appreciated.

“The “new” program has been implemented owing to adiygport in terms of
equipment and medicines by the Netherlands partners thMGHtV as well as
technical and professional experience through KNCV. haexe valuable and
effective international assistance that the instikgeps in mind forever.

Besides technical support by KNCV and MCNV, the Natioragpital for TB and

Pulmonary Diseases improved its patient managememnsypiatients in the community). In

addition, the strategy of ‘directly observed treatnmmshort course’ (DOTS) was

successfully carried out at grassroots level.

“It started in 1986 and since then, the program and act\ieTB prevention and
control was heightened to a new level in terms of Tieepaimanagement at
grassroots and community levels. Especially DOTS hasdageird out at the
grassroots level, meaning home-based detection and tredm&at patients. It was
also a starting point for the improvement of TB preieenand control. Since 1986,
MCNYV and KNCV from the Netherlands have provided both firerand technical
support for Viet Nam.” (The National Hospital for TBcBPulmonary Diseases)

MCNV'’s principle is to bring its support to the needipsbple. Once the TB program was
progressing well in the delta areas, MCNV started targets activities to the hard-to-reach
populations, especially the ethnic minorities and migwnairkers. In fact, it was really hard
for the people who were away from home for long timadhere the therapy. MCNV

supported research on the appropriate regimen for sucadiopeople.

“Since 1995, in addition to that support, MCNV and we (after stgyy MCNV
focusing on the disadvantaged areas such as the mounfammos$e areas, border
and islands, etc) conducted research to discover thesmtadble regimen for the
people in this area, especially for those who have t& wathe forest for a long time
and are on long-term TB treatment.” (The National pita$ for TB and Pulmonary
Diseases)

Up to now, this regimen has been used in the nati@mpaigns because of its convenience.
The patients do not have to take multiple medicines likerbend that helps to have better

adherence to the therapy.

" The National Institute for Tuberculosis and PulmonageBses: 50 years of development” on
http://www.bvlaobp.org

19



“It has been included in the national campaign. We agpiiat regimen for all kinds
of patients. In the past, medicines for TB treatmesrtevgeparate pills with many
tablets. Each kind of medicine had different way ofegjer After that we used new
regimen for nomadic people. It was “3 in 1” (3 mediciire$ tablet). The patients
need to take just one tablet and keep a small number efsatith them while being
away.” (The National Hospital for TB and Pulmonarg&ases)

The current National TB Program in Viet Nam has reddWHQO's goal for high-burden

countries. In 2005, together with India, Viet Nam wasgaized one of the countries that

were the most successful in the implementation sfghogram. Vietnam was considered an

illustration of success by WH®

MCNV’s work in Viet Nam was considered one of the intpamntributing to socialization of
health services in which the participation by the nowegamental sector, especially NGOs
are maximally mobilized. The World Bank reported in 2001 H@Os’ participation in

public health services in Viet Nam was diversified, fromed@ping national programs to
cooperation in research institutes and universities, conitng to capacity building for health
personnel. The contributions of MCNV to the naticshethgue and TB programs were
mentioned in the report as proof of this statement.

Rehabilitation

Like the National TB Program, MCNV had a close coopenatiith Ministry of Health
(MOH), specifically the Department of Health Carev@ags, to improve service quality in
rehabilitation for disabled people. MCNV’s impacts in thisa were expressed by some
points of view. First, MCNV supported MOH in developing 24 dtad manuals on
community-based management and care for disabled people Maosials have been
submitted to the MOH Appraisal Committee and once approvetkf@nwide use, they will
serve as national guidelines on community-based managameieare for disabled people.

“We submitted those 24 manuals to the MOH Appraisal Qdtee and we expect
that they will be approved for publication. This achievetweas beyond MCNV’s
expectations. At the beginning, MCNV planned to cooperate tivé Department of
Health Care Services to compile those manuals fobyske Department and
MCNV'’s provincial partners. However, we recognized thatmanuals were
interesting and useful. They made a valuable collectigmaiessional knowledge on
rehabilitation throughout the country. On the other hamelmanuals were designed
using much money, time and efforts and their quality is g6odhey should be more
widely available and used.” (Department of Health CareiGes, MOH)

12 Comments of the representative from National Intitor TB and Pulmonary Diseases in discussion with us
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The contents of these manuals cover human resoumtagesaent, planning, training in
community-based rehabilitation and 20 manuals on diffex@mimon diseases. The
difference between the references that are only dpedlby MCNV or the Department of
Health Care Services and those assessed and approvedM®ithis in legality and scale of
usage. If the manuals are approved and issued by MOH, thdyewised nationwide and

considered as MOH'’s guidelines for addressing this heattbigm.

“If these manuals are published by MCNV or the Departraéhtealth Care Services,
they are just for reference and effects are limiteid. dbvious that if they are issued
by the Minister of Health, these documents will becéi@H’s instructions for every
local health facility.” (Department of Health Carer@ces, MOH)

The second point that can be considered MCNV’s imgaits direct and indirect contribution
to development of the documents in rehabilitation. TwangXdes included the Project on
Supporting the Disabled People for 2006-2007 period approved by the Mimster and
Direction N0.03/2007/CT-BYT by the MOH on strengthening reh@idin. In fact, MCNV
did not directly compile those documents, howeveplayed an important role in providing
an enabling environment and mechanism for the agencies idviolvke development of
these policies to have opportunities to cooperate and shareduce them.

“MCNV helped MOH develop the legal documents in a vergggemanner. It seems
a big word if the term “policy” is used for it, but thage actually the legal documents
providing guidelines in rehabilitation for all provinces lie tcountry. To develop this
document, we had to conduct surveys, assessments, &gerwhferences and
workshops. MCNV supported these activities.” (Departmehtazfith Care Services,
MOH)
The project? for supporting disabled people included topics focusing on twormaij
components: capacity building in management and improvindidabled people’s quality of
life and social inclusion. The contents of capacitydmg included:
raising awareness regarding disabilities and disabled people;
conducting assessment on disabled people’s situation goider, results of the
assessment will be used as the basis for developirgyisimg the current legal
documents, mechanisms and policies supporting disabled people;
developing criteria for classification regarding thetW@nese disabled people’s

functional capacity as well as their deficiencies.

13 See the Decision No. 239/2006/QD-TTg by Prime Ministetherapproval of the Project for Supporting the
Disabled people in 2006-2010 period for further details.
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Activities providing direct support for disabled people included:
supporting and providing a favourable environment to establithelpl groups
for disabled people, associations of their families @aents;
supporting women with disabilities especially in incomeegation;
providing community-based early detection, interventianrahabilitation for
disabled people, especially disabled children;
supporting disabled people’s schooling;
supporting vocational training and income generation;
supporting disabled people’s access and utility of the ngrigin work and
public transportation;
supporting disabled people’s access and utility of commuaicand
telecommunication facilities;
increasing disabled people’s access to social securityadiwhal programs for

poverty eradication.

Most project activities have been implemented by MCNYha community level in different
forms and had obvious impact (described in more detail iméle section). If the project is
implemented at national level, surely conditionsHealth care services and livelihood will be
improved. The project aims to achieve the following olbjestby its end:

At least 80% of provinces/cities have self-help orgaioisatof disabled people;

About 70% of women with disabilities receive support fifiedent forms;

About 70% of disabled people have access to health careese approximately
3,000 disabled people have access to orthopaedics and rehaijlitat

70% of disabled children have access to education in same I00% of disabled
people going to school benefit from Government policigerims of school fee

exemption/reduction.
about 80,000 disabled people have access to vocational tramdnguitable income-

generating activities in vocational training centres, prodaocbusiness and services

in every economic sector throughout the country;
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100% of new construction works and public transportatioe havollow the
prevailing laws on access and 20% - 30% current buildingsdagted to become
accessible for the disabled;

the percentage of disabled people accessing Internet atebrsérvices is at least

equivalent to ¥ general percentage countrywide;

100% of eligible and needy disabled people have accesstoflaen the national

programs on poverty eradication and income generation;

22% of disabled people have access to sports and games.

The Ministry of Labour, War Invalids and Social Affa(OLISA) is the implementing
agency for this program. Ministry of Health’s responsie#itfocus on developing and
implementing the plan providing health care servicesligabled people, guidelines in
implementing the social policies; cooperating with MGQRBeveloping training curricula for
the training and vocational training settings, in developnitgria for classification of
disabled people according to WHO and the internationgihations. In order to strengthen
rehabilitation, MOH issued Ordinance No. 03/2007/CT-BYT28nJune 2007. This
Ordinance aimed to overcome such constraints astthen resources in charge of
rehabilitation have not met the requirements of devedoynm terms of quantity and
professional and technical expertise (both senior andrjheith workers), investment in
rehabilitation system, equipment supply and unsustaimakEmes of community-based

rehabilitation*

. Strengthening rehabilitation should consist of diffiérdirections. First,
awareness of officials at all levels and sectors ambimunity people should be raised to
get their better and more effective participation is #gtivity. Full awareness is a
prerequisite basis for all stakeholders’ to be involved gppaiely in the improvement of the
guality of rehabilitation for disabled people. Second, thdir@nce emphasized that the
organisation system from the national to grassrootsdafehis area should be strengthened.
Professional departments at district level should beseand there must be permanent
personnel in charge of rehabilitation working in the comenbealth centres. Third,

investment in infrastructure and necessary equipmemiédorehabilitation system should also

4 Ordinance No. 03/2007/CT-BYT by Minister of Health on sttkaging Rehabilitation
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be intensified. This activity must be done at the siime as more training for technical
workers and medical doctors specialised in rehabilitatourth, rehabilitation will be really
effective if based in the community. The current refitabibn models should be replicated
with a common training curriculum. Fifth, rehabilitatishould be carried out in a close
cooperation among the nursing settings and hospitals/Heeilities. The scientific progress
in this area will be applied to meet the increasing neétise target groups. In addition, the
Ordinance also promotes international cooperatidake advantages of technical expertise

and knowledge from the international organisations.

The third point can be considered as an impact of MCMW@K, because MCNV’s models
for supporting disabled people were acknowledged as effdntidOH, and as providing
much useful experience for implementing similar acegitiA representative from MOH said
that rehabilitation will be best done if based ondbemunity, in which the community
people play an especially important role. It’s obviow tiealth care services at the
grassroots level (communes/wards, villages) can supportshileldl people in certain
periods of time for certain needs, while their famihesy become very effective caregivers
because they are always the closest to the disabledepeopl

“The volunteer health workers pay visits to the disablaplees house just once or
twice a week with 30 minutes to 1 hour each time. The prob&mot be solved in
such a short time and frequency. For example, thergiid with cerebral palsy; her
mother helped her exercise for 2 years. The family mesrdrerthe only people who
can do this work. A big lesson can be learned from #sg.cFrom the provincial to
district and commune level, most staff affirmed thalwiole of the family members.”
(Department of Health Care Services, MOH)

Directly and indirectly, MCNV’s support for disabled peoplebmprehensive rehabilitation

made certain impacts on MOH'’s policies in this areacAdnges aim to strengthen care and

rehabilitation for disabled people.

Inclusive education program

The Ministry of Education and Training considered the ingkisiducation program as one
important element in the Strategy for Education Devalet to 2010. Inclusive education is
implemented with the aim of supporting disabled childrereteizolved in education
activities like able children. According to comments by @B representative, the impact of
MCNV'’s projects in this area is found in three points:
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First, MCNV’s work contributed to concretise MOET 'satlrgy in rehabilitation: to change
the special education schools into support centres flusine education. These centres
provide training and support for disabled children before theytiea mainstream education
settings as well as providing resources for the teaam@nginstream schools to build
capacity to work with disabled children in their classe®Hvdeveloped and accomplished

this orientation of development based on MCNV'’s expege

“For the last 3 years, | think the activities were €etifge. The orientation regarding
education for disabled children of MOET got support from MCn this base,
MCNYV supported MOET, for example, for transforming theal education schools
into the centres of support and development, for buildavg centres supporting
inclusive education for disabled children.” (Department aihBry Education, MOET)

This transformation was one of the first steps inlangenting inclusive education. In the
resource centres for inclusive education, disabled chiaeprovided with knowledge,
communication skills and rehabilitation. Specific distaf education supporting
rehabilitation for disabled people are clearly describetie Regulations on Inclusive
Education for disabled people by MOETthe major part of which described how to organize
inclusive education for disabled people. In addition to Hecbfactors relating to
infrastructure and organisational structure, this Regula&mphasized 1) early interventions
for disabled children to minimize consequences resulting fireeir disabilities; 2) when the
disabled children join inclusive education, each individual aNe a personal file
(Individual Education Plan) for the purpose of managemeht@mitoring their progress.
Another point in organizing inclusive education is creatin enabling learning and working
environment for disabled people, that is, “The educatiatéihgs have responsibility for
creating a friendly education environment for disabled chlavithin their own resources;
cooperating with the social organisations to make culagttities and sports accessible for
disabled people like any other peopfe”

Secondly, it seemed that MOET was persuaded by MCNV'& wadeveloping early

intervention models for disabled children. MCNV belietieal inclusive education should be
provided as soon as possible. The earlier interverdiomade, the easier inclusive education
for the children will become. With its specific actig# especially in Dak Lak and Cao Bang

15 See the Regulations approved at the Decision No. 23/200BGD T dated 22 May, 2006 by Minister of
Education and Training.
18 Article 13, item 1, ibid.
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provinces, MCNV and its partners could demonstrate thaid#ssis absolutely feasible.
From these activities, MOET developed temporary guidetm@&splement this model in the

most effective way.

“The second area that MCNV actively contributed tcadyedetection and
intervention in rehabilitation for disabled children. MDBad direct instructions for
some provinces (such as Thai Nguyen, Ho Chi Minh Cityatoycout pilot models.

In Cao Bang province, MCNV actively supported MOET to hbgSupport Centre
for Development and Inclusion to follow MOET’s newenriation, building a centre
for supporting and development rather than a separatengaientre.” (Department of
Primary Education, MOET)

The two points mentioned above show the impact of MGNrograms on inclusive
education policy and strategy development. MCNV alsorituted to the development of a
training framework for teachers working with disabled cleitgrto contribute to capacity
building for the teachers whose original background washimarea. On 29 August 2007,
MOET issued the Decision No. 49/2007/BGD T regarding “training on inclusive
education for disabled children at lower secondary scHoolteachers and managers. This

program aims to:

provide basic knowledge on disabled children and inclusive edodatialisabled
children at lower secondary schools;

provide technical support on inclusive education for disablddreli for lower
secondary schools;

upgrade management knowledge and skills in inclusive educatiaclsébled

children at lower secondary schools.

Disability Database

Data on disability are extremely important as a Hasipolicy development, priority and
target setting and for monitoring and evaluation of progrdmthis work, MCNV’s main
partner is the General Statistics Office (GSO). idt®nale for this support arose from the
difficulty in collecting and accessing accurate data abdmhumbers and types of disabled
people in Viet Nam. To solve this problem, MCNV support&0Gand other related
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ministries and sectors to develop and to reach consensudefinition of disability. The next
step of support was developing questionnaires to collecfatatadatabase on disability in
Vietnam. After several pre-tests, these questionnaiees first applied to the Viet Nam
Living Standard Survey in 2006 (VLSS 2006). It was also thetiir& information relating

to disabilities was collected for a national surveyefresentative of GSO was sure that this
issue would be included in the Census and Housing Survey 2009thiidctivity, in the

near future there may be a relatively comprehensive dataledisability in Viet Nam. That
database would include the most general information; emsaistry or sector would develop
their own fields to supplement the data they need.

3. Strengthen the capacity of partners

One of MCNV'’s strategic objectives is to improve the kitog capacity of the key actors’
involved in development of the disadvantaged localitibes€& actors may be at the national,
provincial, district or commune levels. This improvems&mbuld be measurable at individual,
organisational and institutional levels, as well asrgjthening the relationship between and
within the different levels (MCNV 2008). Capacity buildirggniot only achieved through
training; there are several other strategies thatiboié to building capacity, including
workshops, coaching, study tours, and others, and MCNV usega of strategies for this
objective.

As capacity building is rather similar among individu@sy., all individuals attended training
courses even though the training contents were diffeoenhé different projects), here we
focus on analysing capacity building according to typesigpart (training, workshops,
equipment, etc.) rather than organisational structwgealtfincare services, education system).
When discussing capacity building through training, we aftentioned the actors acting in

health care service, education or civil organisations.

3.1. Providing equipment for the actors participating in the programs

In the first years of MCNV support, providing equipmenttfog activities in Vietham was
especially common. This activity was appropriate attih@ in Viet Nam, where there were
shortages of everything during the wartime and in thera#tédr of the war. MCNV'’s support
partly solved the urgent needs for medicines and medioglregnt as well as other daily
necessities. In 1969, the first ship with medicines (quiamtktetracycline), medical
equipment and dressings (surgical gowns) and milk powder waaded. In the following
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years, MCNV sent those products regularly. During the pdradaieen 1969 and 1973, about
EUR 4 million was collected from over 67,000 Dutch peoplestelief products donated by
MCNYV were sent by ship to Viet Nam. After the war endd@NV could send supplies by
air to save tim&. During these years, MCNV also occasionally sent seppdi Laos and

Cambodia which were also suffering from the war aimedietham.

In the 1970s, besides medicines and equipment, MCNV suppouatri province to

build and operate a new provincial hospital. This ideainitiated by MCNV in the
Netherlands and was approved from the national levedmsideration of the scale and
expected impact. About EUR 500,000 was collected from thehpgople and a similar fund
was provided by the Dutch Directorate General of Int@nat Cooperation. More
importantly, Dutch universities were also involved in ttasnpaign, designing the hospital
and supervising the production of the components, which vgpes! to Vietham and
assembled on the land in Quang Tri that had been prepactedoyng mines and debris from

the war years.

During the 1970s and 1980s, MCNV provided a great deal of suppormptoventhe quality

of services in the health care system for some camtmalth problems. The two most
frequently mentioned programs in MCNV’s support were tagddal TB and Malaria
Control Programs, which received massive support in tefmedicines, medical equipment,
vehicles, as well as technical assistance to developattaiities. MCNV'’s support for the
National Malaria Control Program started in 1975, whafana was critically serious in the
southern provinces. MCNV concentrated on buying chdmaad medicines, with an
estimated budget of 1-1.5 million USD per year. The ddtanbgives a picture of MCNV'’s

support for the National Malaria Control Program.

7 www.mcenv.nl
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Table 1: MCNV’s support for Malaria Control Program, 1978-1984

No| Description Unit Quantity | No Description Unit | Quantity
DDT powder .

1 7506 Ton 3.510 | 13 | Offset printer set 1

2 | Sprayers piece 6.787 | 14 | Sulfadoxine powder | Kg 8.365

3 SI_|des (for piece 6.750.000 | 15 | Chloroquine powder | kg 32.600
microscopy)

4 | Microscopes Piece 130 | 16 | Chloroquine Tablet | 3.000.000
Giemsa stain 6.5 Sulfadimethoxine

5 (powder) Kg 17 powder Kg 14.450

6 | Air conditioners piece 5| 18 | Primaquine Tablet | 52.913.000

7 | De-humidifiers Piece 5| 19 | Primaquine powder Kg 460

8 Vehicles: 8 Piece > | 20 Pyremethamine Kg 210
seats powder

9 Minibus (26 Piece 1| 21 | Fansidar (injectable) | Vials 24.939
seats)

Hydrocortisone .

10 | Copy paper Ream 650 | 22 (injectable) vial 13.100
Storage 4 (+4 forklift L .

11 (30mx10m) Storages trucks) 23 | Lasix (injectable) Vial 4.940

12 | Cement Ton 40 | 24 | Quinine powder Kg 100

Source: Nguyen Quang HoarMCNV with malaria control in Vietnam and research on malaria in Khanh Phu.
MCNV.

Also in the period 1976-1985, MCNV provided facilities, matsriatedical equipment and
medicines for the National Hospital for Tuberculcaisl Pulmonary Diseases. This support
was summarised in discussions with representatioes tihe National Hospital for TB and
Pulmonary Diseases:

“In the period of the 1970s-1980s, especially in 1980s, theisiuats very difficult,
especially economic issues. MCNV supported us in termsedicines. all the
medicines for TB treatment, medical equipment and donaks of facilities for the
patients, bed dressings, clothes and vehicles for MOElia#iand some facilities for
the patients.” (National Hospital for TB and PulmonBigeases)

Currently, MCNYV still provides some material supporttioe people in its project sites,
especially in the first development stage of new instiigti For example, the Cao Bang
Provincial Support Centre for Rehabilitation and Inclugdeication is a specific evidence of
MCNV'’s support not only partially fund for construction lalgéo equipment for training and
rehabilitation. Quang Tri Secondary Medical Schoolikemkesimilar support for buildings
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and equipment. However, in both of these cases, bHWifunds were matched by quite
large funding allocations from local government, andatbr of the economic development in

Vietnam.

3.2. Capacity building for the actors involved in the programs

Capacity building is interpreted as a process in whiehrttlividuals, organisations and
community can improve and develop their capacity in unkiedaheir assigned duties,
solving problems, setting up and implementing activities taintthe set objectivé¥ Viet

Nam is still a low-income country; both material dadhnical support are needed. A capable
human resource knows how to make use of advanced maeahithi¢schnical equipment in
order to improve the service quality provided for the commupebple, but more than that,
capacity includes the knowledge, skills and attitudes to witka@mmunities to assist their
development.

During its operation in Viet Nam, MCNV has always eltad great importance to capacity
building for the direct and indirect target groups of isgosams. In recent years, this part of
the support has received increasing attention, as Vieable to take over more and more
of the material support from its own resources. MCNaUpport has therefore transformed
from mainly material support in the first stage throughlihildings and national programs in
the reconstruction phase, into the technical capacilgibg emphasis in recent years.
MCNV'’s partners confirmed that this evolution is a meeble tendency and fits with the

evolving needs in the country.

“| agree with Pamela’s comments that we (MCNV) owlgus on developing capacity.
It actually helped us develop our capacity in rehabilitaitiogeneral and community-
based rehabilitation in particular at all levels froranagerial to professional levels.”
(Department of Health Care Services, MOH)
MCNV’s long-term goal is that the partners can implatitbeir duties in the best way
without MCNV’s technical and financial support. Capacityiding can be implemented
mostly through not only training but also many other forsnsh as conferences, workshops,
study visits or sharing experience. Contents of trainimgoeadivided into two kinds: 1)

relating to technical issues (rehabilitation of disaldleitren, animal husbandry...)

18 CIDA (1998). Capacity development: the concept and itssmphtation in the CIDA context, 1998 and
UNDP (1998). Capacity assessment and development, TelcAdidaory Paper IIl.
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and 2) focusing on working skills (planning, program managemarticipatory program
management, developing M&E system. etc.).

Individual capacity

At individual level, those who had attended capacitydingf activities provided by MCNV
confirmed that the training courses, conferences/workstiogstudy visits were an
important contribution to changes in their awarenedsb@haviours. These activities not only
helped them access new knowledge but also created an erahinghment for sharing
experiences by the stakeholders. This statement wakodagdcorrect not only for the

officials involved in the project from the national tetlocal level but also for the community
people (the direct target groups of the projects).

“There are activities providing chances for those workwity disabled children at the
centres or some localities, including the key peopléarge of disabled children in
MOET, to have a chance to learn from Thailand’s expee in working with disabled
children.” (Department of Primary Education, MOET)

“The second point is that MCNV supported MOH in organiznagning courses and

workshops on rehabilitation, especially community-bashkdbitation for the

provincial staff.” (Department of Health Care Servidd§H)
It was reported by MCNV (2007) that as of 2007, about 3000ighais improved their
capacity thanks to MCNV projects. Among those peoplentherity (2100) were from the
remote villages, 550 disabled people and more than 300 villagé heakers. About 31
teachers from secondary medical schools and includivea¢gion teachers had chance to
attend training courses funded or organized by MCNV. The aahgettgroups of MCNV
also included 40 lecturers on Public Health Department§yd#aHue and Thai Nguyen
Medical Universities and about 100 officials from provihdiepartments of health and
district health bureaus.
Regarding the staff of MCNV's partner agencies, about 30flpéad opportunities to
improve their working capacity in terms of planning, managemd&E, etc. from different
MCNYV projects. This impact of MCNV’s projects will caitiute to sustainability as MCNV
phases out. The biggest chaliggcknowledged by the partners’ staff included:

19 Record from discussion with CBR/IE team at MCNV officeHa Noi.
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Thinking and working stylavhen the partners solved a problem arising in their work
they had opportunity to observe and learn a democratioattidsided approach.
Besides, the impacts were also revealed in coopenatibrihe relevant sectors, and
their working partnership was also strengthened.

Capacity developmenthe quality of the human resource was improved through
training, technical transfer, sharing experience, etctlaase changes were
sustainable. The partners became quite different petiptetiaey experienced a
project implementation cycle. They became a valuabiaan resource for the long
term. Many of them have been promoted to higher positiohespitals, enterprises
and offices after being involved in the projects which gitleem more possibilities to
share their new knowledge and skills with others whdkwath them.

Interest and concern®ward the disabled people became a clear indicatarilbf b
capacity. In reports of some sectors, for example sesgon was reserved to show
support for disabled people.

MCNV'’s support in capacity building for their partnersafftcontributed to the sustainability
of the programs. The trained staff would know how to workards their goals even with

limited support.

“I think the most valuable support was to help Dak Lak pravihevelop a human
resource network, that means training a team from tlgedniector to the officials of
Provincial Department of Health, to the district healtineaus and community.”
(Department of Health Care Services, MOH).

Organisational capacity

The second objective in capacity building for the Ig@atners was improvement of their
organisational capacity. The outcomes of the projeealea notable improvement in both
formal organisations and community based organisatiors.e®mmple, the Association of
Village Health Workers (VHW) that has been set up inrf@@ugri, was running well even
though it is a young organisation of people with little migational experience. Forming an
organisation contributed to the joint forum for these peepih a key role in health care at
grassroots level to share experience and acted as a betsggeh the community and public
health facilities.
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“Regarding village health workers: in the past they used t& imogroups in their
own villages through the public health care system aneé tlias no forum for them.
Nowadays, with MCNV support, an association of villagalteworkers in Quang Tri
province was established. With this forum, the VHW hadraraon voice and
together with the public health care system, they hadeinfle on the Government.
The association members also listened to the villagiza's and forwarded them to
the local Government so that the Government could prepg®priate interventions
to improve the villagers’ health. It was really a betterking style to link the
villagers, the stakeholders, the community and the pali&lers to have a more
suitable system for their work.” (MCNV staff in Quaihg)
Secondly, project target groups were often organizedifferent groups with productive
interests. Each group might consist of 5-20 households lologg to each other in the same
village which share an interest (crop plants, animaldwdty or small business), and were
provided with capital for their production from the “Vija Development Funé®. Grouping
by interest helped the members to share experienced d@kte same training courses, sell their
products and contribute to develop their neighbourhood tegethe table below shows
activities of groups of interest in Khanh Vinh at thmei it should be noted that as this was

in the middle of the project period, most of the loarse not yet ready to be repaid.

Table 2: Characteristics of groups of interest and scale obans in Khanh Vinh

No. C_sroups of No. of No. of Total Loans in

interests groups | households | amount/coverage] VN ong
1 Banana growing 1P 145 99 ha 20.210.000
2 Manioc cultivation 69 791 892 ha] 1.146.020.00(¢
4 | Coin cultivation 2 15 15 ha 24.000.000
5 | watermelon 1 6 oha|  13.500.000
7 Chicken raising 1 5 400 chicken 10.400.000
8 Pig raising 1 12 48 pigs 21.600.000
9 | Wetrice 3 31 27.5 ha 32.100.000Q
10 | Fish raising 1 4 240 nf 8.000.000
Total 90 1.009 1.492.420.00(

SourceMid-term review report, Community-based Health Management amtitiood Development projediCNV

% The village development fund is also a very effective hofICNV. Within this fund, the people in the
project sites can borrow money from this fund to ntieeir most urgent needs. This fund focuses on solhiag t
problems that is difficult for the state budget to co@milar funds can also be set up at commune level.
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The mid-term review report of Community Health Managemnae Livelihood Development
project in Khanh Vinh noted that the village developmantfoffered a number of different
advantages. First, it helped the community people redeceeid to borrow from private
loan-sharks. As a result, when the villagers had prodinetg could decide where to sell their
products with the best prices. By avoiding debts and thergi@ssure from the loan-sharks,
their incomes increased by 20-30% even with the same psod@etond, through the group
activities, the members helped one another, they hadebam share experiences, develop
their positive relationship and their working capacity wtgould also increase production.
Third, this model is highly appreciated by the villagers a$ agelhe commune and village
local authorities, because it is simple, practical appropriate. Finally, participation in these
interest groups had many impacts on many households inttirawaty. Its activities had
large-scale impacts, quickly contributed to the improveraéthe villagers’ living standards
to a large extent throughout the district.

In addition, MCNV’s work also mobilized more particigatiby the villagers in the village
development activities through village plans. Those plsere made by the villagers to solve
their own problems, prioritized pressing needs identifiedsahetted by the villagers
themselves based on the results of participatory rppbgsal and discussed in the village
meetings based on the priorities in the local socanremic development plans. Village
planning was an activity that all villagers benefited frdine criteria for village plans to get
support included the following:

Plans were made by the villagers in a participatory maametrevealed their

real needs;

Plans were highly feasible;

There were commitments (rules, financial regulati@ms) well-planned

maintenance, usage, monitoring and evaluation;

Contribution by the villages and villagers was sufficient.
After the village plans are made, the commune and eilfagpport groups sent them to the
project management board and MCNV, who reviewed them, @mdeed them within 7-10
days if the plans met the criteria. If not, feedbaes sent to the communes or villages for

revision.
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The interest groups and associations of disabled peopldbawuestrongly developed (the
latter especially in Quang Tri provirféeand this model has proved its effectiveness in
supporting the members to integrate into the community apcbira their living standards. It
was estimated by MCNV (2007) that approximately 75% of theertian 30 associations of
disabled people were running well. They were able to managed¢gular activities, promote
income generation and contribute to protect the rightssabled people in the community.

Such organisations as the Inclusive Education Centreskil.@laand Cao Bang were
established and came into operation. The human resalscesnjoyed MCNV'’s support in
capacity building through training and other activities. héalth care service system at
grassroots level was also strengthened with MCNV support.

“The second point is capacity building for the healtkeos at the grassroots level, in
the mountainous and remote areas. We have about 200tglistniemote areas,
borders and islands. MCNV helped us in developing the prigeghprovement the
service quality in health care system in those arefsasave can integrate them into
the general health care system.” (National Hosfotal B and Pulmonary Diseases)

“Regarding training for teachers: there are 15 teadimskiding me) in this centre.
We have all been supported by MCNV'’s funding. Besidesetaer 5 other teachers
attending training for a degree from the Special Educatepalment in Ha Noi
Pedagogic University. Many short training courses have beetdptbfor our staff.
Last year, one teacher was sent to Thai Nguyerata leow to teach drawing for
disabled children. Another teacher was able to attend arBhneourse at the
Paediatric Hospital in Ho Chi Minh City.” (Cao Bang Reéllitation and Inclusive
Education Centre)

It was estimated that about 265 schools in Dak Lak andBaag provinces can now offer

inclusive education for disabled children, as a result oftagperation in building capacity

between MCNV and the partners in Dak Lak education service

Another area of capacity building support was for QuandPfiovincial Secondary Medical
School. When the support from MCNV started it was aipaal training centre, but by hard
work, dedication and with assistance from MCNYV it shename a Secondary Medical
School. Both organisational and individual capacity-buildimgeagiven attention in this case.
It continues to improve its quality and has been recognsed@ of the good schools at that
level in Viet Nam.

2L Quang Tri is the only province in the whole country ties the associations of disabled people from
provincial to commune levels. There are about 11 beshall districts, in which 9 districts have branches fo
blind children. At the time of writing there werecaib 34 disabled people’s clubs with more than 1.500
members.
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Institutional capacity

Excluding the direct impact on national policies desttibbove, the strengthening of
institutional capacity was expressed in the fact thau&®3% support groups at provincial,
district and commune levels had a harmonious combinbgbmeen strategy and activities in
their own approaches in order to promote the target grdepslopment. The information
summarised in Box 2 shows the improvement in institalicapacity as of 2007.

Box 2: Outcomes: strengthened institutional capacity througtMCNV'’s work

- In the community-managed health development programme,(93%0) of provincial,
district, commune and village support groups have harmonissdges and operations
in their approach to promote development of the taggmips.

- In community-based rehabilitation, the Ministry of Hedlas finalised the guidelines fg
CBR implementation in the provinces in 2007 with MCNV support

- In inclusive education, the Ministry of Education and fiirag was supported to
developed temporary guidelines for early interventiordfsabled children under the age
of 6 years.

- The Viet Nam Administration for AIDS Control, aftezceiving financial and technical
support from MCNV, produced a national guideline on how tgement prevention of
mother-to-child transmission of HIV that will be dibuted to all hospitals in all
provinces.

- The network among the peer educators who support HIV-infeetesthns to adhere to
medication in the community was successfully introduneatdhtional obstetric and
children’s hospitals and has been presented internagidnathe authorities.

- Based on the experiences with one self-help group, feematkug users in Hanoi are
now working with authorities to reform community-basedaf@litation for all recovering
drug users, mainly men who are members of other clubs.

- The Centre for Women and Development has establishethwrk of government
organisations and international organisations and contactdlaborate and give suppoyt
for the women'’s shelter project, securing both finaramal technical assistance from a
range of sources and countries.

- The secondary medical schools of Vinh Long, Dak Lak andn@ Tri are now jointly
involved in the Traditional Medicine project, linked to feculty of Traditional
Medicine of the Ho Chi Minh City University of Medicin@é Pharmacy for technical
assistance, helping them to learn from each other.

- The Secondary Medical School in Quang Tri works closdth the Public Health
School in Savannakhet, Laos, to improve the teachipgcesly teaching in the field and
to develop long-term strategic plans for both schools.

- The Evidence-based Planning and Management project has devalopavork
involving three medical schools and four provincial hesditvices as well as the
Ministry of Health to institutionalise the developediting materials and to collaborate
in generating evidence through research.

-

Source: MCNV’s annual report, 2007
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3.3. Strengthening networking among partners in program activities

The strengthened capacity of MCNV'’s partners is illusttdiy their roles in networking
between the partners and other technical organisationsgany cases, MCNV provides
professional technical support for its programs. But it &les to make use of locally
available technical assistance or assistance from e@xsarces, because that also
strengthens and expands the networks of the partnergpand the door for their further
cooperation. Partners who learn to work with MCNV oftied it easier after that to work

with other international partners.

“In 1986, MCNYV invited KNCV — a Dutch organisation working amhducting

research on TB and TB control to provide technical asgistéor the National TB

Program in Viet Nam.” (National Hospital for TB andlfonary Diseases)
Moreover, with MCNV'’s advocacy for Vietham’s TB Pragn, many other international
organisations started to cooperate with the National teddpr TB and Pulmonary Diseases.
This is evidence of MCNV'’s success not only in support fortplgrseeds of funding for the
partners but also strengthening their capacity to raigsfirom other sources. In the 1990-
1995 period, the National Hospital for TB and PulmonaiseBses developed their first 5-
year cooperation plan, to support their funding from theld@ank in this area. Now there is
collaboration with the American Centres for Dise@satrol (CDC), the governments of the
Netherlands, Korea, Japan and many other organisagispscially the Global Fund.

“Owing to MCNV’s work, the other organisations, such as Cbr@anisations from
Japan, Korea, and Taiwan also supported for the Nafi@&rogram together with
MCNV.” (National Hospital for TB and Pulmonary Dises$
Such networking is not uncommon in MCNV’s programs. It abviagd sources to find the
best consultants in certain fields. For the disgbdata, MCNV contributed to strengthening
the relationship between GSO and the Washington Group abililg Statistics, by
developing standard questionnaires regarding the disabled pedfét Nam. With
MCNV'’s planting of that seed fund, GSO raised funds ftbenWorld Bank for this issue. In
partnership with MOH, MCNV provided similar support.

“On the first days, 2 international consultants progitiechnical assistance to the
Vietnamese consultants to develop this document to maketlstrit was both
updated and suitable for the Viethamese context, unddedinand appropriate for
the local features.” (Department of Health Care SesyitIOH)
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MCNV'’s efforts in networking were made not only in heatid social sectors but also in the
other sectors, such as arts and sports. MCNV invited Joeksitta, a Dutch teacher of drama
to teach disabled adolescents in Quang Tri province to gevalactice and perform
successfully two dramas, namely “the Life River” analdAano”, and later expanded this
cooperation with other Dutch artists in other fieldso3e artists are willing to continue the
cooperation even without MCNV funding, because they lelsm from the experience. In
sports, MCNV cooperated with the Royal Netherlands FdloAsaociation for training

course “Football for development” in Khanh Hoa provinc2007 and in 2008, in Quang Tri

province.

Strengthening the external relationships for partnesagsof MCNV’s missions, from which
the consultants supporting MCNV’s programs could create oglegions.

“The Dutch people come here to cooperate, do differentitéesi and create
connection among different locations, e.g., the briokgteveen this province and
Savannakhet. It organized Sports and Games here and in Sehwainttaalso worked
with Phu Yen and Cao Bang. For the time being there@re schools in the
Netherlands networking. It's one of the ways MCNV lempents its networking role.”
(Group of MCNV staff in Quang Tri)
In addition to strengthening external networking, therm@kevertical and horizontal
relationships in the public sector are reinforced. Maifyrimants said that through MCNV’s
projects, they developed networks, and bottom-up planning mexesntributed to
minimising the barriers in sharing information amongphbblic agencies and institutions.
This approach also reduced the rigid boundaries among theisati@ans and administrative

agencies in bureaucratic system.

4. Improving the quality of life of target groups

One of the three MCNV strategic goals is to contritatenproving the quality of life of the
disadvantaged groups. In order to attain this goal, MCNVd@aséd on improving
economic status, schooling, social inclusion, and nutramohfood availability for the direct
target groups. Most target groups in these programs, espéogkthnic minorities, have had
very low living standards, as did PLWHA and disabled pedd@&NV cooperates with the
local partners to provide training and coaching and helpettbet groups to identify their
own problems as well as find ways to solve their probldtCNV and local partners support
individuals and groups to implement their income genergtians. These activities included
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not only supporting the households and groups in their $msithess, but also forming
groups for credit, savings, and common productive interegisdncommunes and
communities (MCNV, 2007).

4.1. Economic status

In practice, improvement of economic status for thgdiagroups is included in most of
MCNV’s current programs. MCNV has implemented differactivities for the community
members’ income generation. Funds have been provided thvatighs channels such as
“groups of common productive interests”, pilot production nedalans for the neediest
households, individual development plans, sub-group plansltecommon key point for
all of these forms was that the people had to idertéy town needs and plan to act to meet
their needs, then they could take out a loan. ThBrfgs of this analysis show that income
generation activities had positive impacts on the targetpy’ lives.

Looking at the neediest households in Khanh Vinh, as a2&1007, 212 plans of the
neediest households were made with a total budget of 8{D726.000, of which VND
232.650.000 was for cultivation, VND 593.120.000 for animal husbaaddyyND
154.956.000 for other activities. Total disbursed amount was 9&D796.000 through the
commune and village support groups. However, in order to egsoxeplans by the
households, before funding, the support groups accessedaasghbld, analysed their
resources and provided counselling on how to use the loanefiectively. They helped
those households to make suitable production plans. Thelmds had to commit to
implementing the approved plans. Preliminary results ftmahproject showed that among
these 212 households, 30% of them had carried out thes atehincreased their income,
among which 60% had clearly improved their material anéktes. The higher income
helped them to have savings and to purchase goods. In gémersediest households
gradually became much better in doing their own businessarsidering post-crop

expenses for reinvestment in production.

The groups in especially difficult circumstances suctisabled people and ethnic minorities
also improved their income through similar activitiese Wad the chance to work with the
Association of Disabled People in Vinh Tu commune, \inth district, Quang Tri province
and saw with our own eyes the positive impacts fronNMG activities on the disabled

people’s lives.
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“With VND 2 million in the first phase, | bought a co®he had 4 calves (3 male and
1 female). | sold them all and spent money for builadmghouse. Then | repaid the
loan. For the %' phase, | borrowed another loan with my sister. | bbagbther cow
and she is pregnant now.” (Female in target group, A Xamgnsune, Huong Hoa
district)

“In 2006, | borrowed VND 2 million for animal husbandry. Namily had 3 sows and
recently they had 36 piglets. The price was VND 57.000-60.000lkggan from it
was not bad, we could afford for our children’s schooling ad fIn general,
borrowing for cow rising was highly cost-effective. Thahanks to support by
MCNV.” (Association of Disabled People, Vinh Tu commu¥&h Linh district)

“In general, with support from the project, the villagdrg2s have gone up in some
ways. For example, | just got married and we had almai$ting in my house and did
not know where to find capital. Thanks to the loan givghe project, my husband
and | could buy a cow to cover our daily expenses.” (Fematarget group, A Xing
commune, and Huong Hoa district)

It seemed that these poor people were able to overc@mentleriority complex to integrate

in community life. The outcomes in Vinh Tu could notdi#ained in a short time — it was a
long process. MCNV started supporting the disabled peoplesinlistrict in 1996. However,

it was 1999 when the need to establish an associatiasalfied people actually came up and
was implemented. Up to 2000, this model was just accepted ebthmune level, reinforced
legally by Decree No. 88/2003/NCF* of the Government, stipulating the organisation,
activities and management of such associations. Tlgeashiabelow describes the formation
and development of the Association of Disabled Peoplénh Tu.

22 See Decree No. 88/2003/NCP dated 30 July 2008 by the Government
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Source: MCNV (2006). Learning history: Vinh Tu disabled people organisati@n.
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4.2. Standard of Living

Besides focusing on the groups needing income generasopsiselating to the target
groups’ standard of living also attracted MCNV’s attentibwo common features were
providing clean water supply and making latrines. Cleaemfas important effects on
health, especially for children and women. Use of cleater reduces the risk of diarrhoea,
skin problems, ophthalmologic diseases and reproductieeitfactions in women. In Khanh
Vinh, MCNV supported 5 communes to restore a water systera.result, 100% of 1.268
households were provided with water meters, water oicgrit volume and good quality.
This system depended on a source of electricity for pumfginge the water supply has been
available, diarrhoea incidence among children in Khardnfittommune has decreased by
50%. Before, many ethnic minority people had to drink streater because there was no
alternative when the pipes were broken.

“Stream water is still used by the villagers becauseveter supply for this commune
has been cut due to broken water pipes. They use stvatanfor drinking and
cooking.” (Female in target group, A Xing commune, Huong Hietxict)
In addition to improving water supply, MCNV contributed to supploe community people
to improve their living conditions. Through different ies of support such as loans and
savings schemes, the plans of the neediest householdsthansi many households were able
to make new latrines. Those households admitted tbatlithng habits and conditions
changed remarkably since they received support.

“I want to tell you that lives of my family and the wea@ommune owe to the
project’s investment for some animal cages. To sayrtitle, in the past the villagers’
awareness was limited. Now the project gave us the odvke latrine. In the past,
we often passed stool “higgledy-piggledy”. When givenléiene cover, the villagers
can use and preserve it.” (Female of target group, A Xamgncune, Huong Hoa
district)

“There are 2 disabled people in my family. Last year A$®ociation supported my
family with 1 pumping machine, a 2-compartment latrine alwha of VND 5 million
to raise a cow.” (Disabled people in Vinh Tu commune, \imi, Quang Tri)
The villagers’ living standards improved also partly assaltef their upgraded knowledge,
once they had access to various sources of health @atflormOnce they realized the
advantages of healthy behaviours, the community people graddalbted new habits for

better health. The most obvious change could be seha fact that they started making
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animal pens far from their houses and clearing rubbisheogrtbund around the houses. Also,
habits as using mosquito nets, hygienic latrine and gettopgjar health check-ups were

increasingly common.

“There is only a small number of pens. Now there arammals penned under the
house, they all have been moved far from houseselmaihy season, some people
may take goats home temporarily but animal pens affeofarthe houses.” (A Xing
Commune Project Coordination Board, Huong Hoa district)

“In the past, when the project first came, they ditdwant to have health checks
because they did not know about it. After that, wimengdroject came many other
times, everybody liked to see health workers for checkra time the Red Cross
invited only 10 households in each village to have healtbketp but the remaining
households still went there, willing to take risk becausy tiked to have their health
checked.” (Female in target group, A Xing commune, Huong ¢Hstrict)

As mentioned above, the changed habits were the idsalong-time communication
process together with much other support. Also in thiaNéaControl Program, current
outcomes in project areas are due to MCNV’s matenbsrt as well as communication
activities by local health staff. An external evalaatreport (Carnevale et al., 2005) on
MCNV'’s support to research and training in malaria comtodéd that 93,5% of households
were using mosquito nets provided by MCNV in 7 communesBakg district (Gia Lai
province). Malaria prevalence decreased from 18jh%000 to 6,7%in 2004. Below are the

comments for the impacts of malaria control progma®uy Hop and Son Hoa:

“Another effect of mosquito net use is the change ilagdrs’ habits. In the past, the
ethnic minorities never used mosquito nets, now theydey use mosquito nets to
protect themselves again diseases.” (National Institut®l&laria, Parasitology and
Entomology)

Gender

The impact of MCNV’s programs also covered many otheic$p such as promoting
domestic gender equality in which men shared more housewitrkheir wives. In another
example, the women'’s burden collecting firewood and umskwork was reduced when
MCNYV supported the households to make more fuel-effigntes in mountain districts of
Phu Yen and Quang Tri.

“The first changes in the villagers’ awareness werg'snigestyle. In the past, men
used to lead a debauched life with day-and-night drinkingladdid not love their
wives and children. After attending training courses, tf@ged much knowledge,
especially they know to share housework with theiresjsuch as carrying water,
collecting firewood or weeding.” (A Xing Commune Proj&dordinating Board,
Huong Hoa)
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We could see that the impacts of MCNV’s projects endbmmunity people’s lives were
diverse. To have a more comprehensive assessmentsenitiacts, more in-depth research
in each field would be needed. In the 2007 MCNV Annual Repiavigs stated that under the
component of economic development, about 2.300 individoelsased their incomes
through MCNV support. About 300 out of those people wesalided, 512 were women of
vulnerable groups including HIV positive women and almost 1viE@ households in
especially difficult circumstances of poverty.

4.3. Schooling and social inclusion

Increasing the number of children going to school is not aMMillennium Development
Goal but also one of MCNV'’s objectives. However, antioned above, MCNV aims to
assist the target groups in especially difficult cirstamces. MCNV (Annual Report 2007)
estimated that about 2.756 children (including 2.283 disabled ahidgoh@ the remaining were
infected/affected by HIV and AIDS) gained access to edutahliie to MCNV’s support.

The impact on social inclusion for the vulnerable grompisin MCNV’s projects was
relatively clear. The summary below shows an overnagéthe outcomes of MCNV'’s work
(MCNV 2007).

A Glance at Schooling and Social Inclusion

In 2007, MCNV and its partners facilitated enrolmentcino®l| for 2.756 children, of whom
2.283 were children with a disability and 473 were infectedfectad by HIV.

Approximately 30% of adults and disabled children in MCNV prognes participated in
sports, music performances and traditional festivalscall and national level, increasing
their involvement in community activities.

The Disabled people’s Organisations recruited 633 new menmb2097, bringing the total
number of members in 25 groups to 1125, in four provinces. Jomatggoups has been
shown to increase the social inclusion of the members.

16 new Parents’ Associations for disabled children wesbksthed in 2007, bringing the
current number to 24 in two provinces. Disabled people@nerepresented in 81% of all
Commune Steering Committees for community based retiaioih in Dak Lak, which are 47
of the 58 communes across the province.

More than 500 HIV infected/affected women and their childnedCNV programmes
experienced reduced stigma by family and community asuét tdsa combination of
increased personal capacity and efforts directed atcimenunity.

At least 80 female victims of trafficking and/or domesimlence and their children benefited
from support from the shelters to help them reintegrate their own or new communities.

Source: MCNV’s annual report. 2007. p. 10
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The results of early intervention and inclusive eduacafiw disabled children were
recognized by both managers and community people. The pahamtiged their attitude when
they sent their children to the inclusive education centtith support from MCNV. Instead
of concealing their children’s disabilit@@sthey wanted their children to attend continuously
the programs provided by the inclusive education centres.

“| witnessed a mother who helped her 2 disabled childherset children could walk
after 2 years. She was so happy because her childrenesufferebral palsy since their
childhood. They started exercise when they reacheddrs pé age and they could
walk 2 years after that. She was so moved and joyfwla$ very important for her
family that the children could walk even though they weney poor.” (Department of
Health Care Services, MOH)

“These 2 children have been well recovered. After tta@ye home from
rehabilitation, they had obvious progress. However, afteryear, they have to go
home. | am afraid all of the effort made so far ¥all because there is no equipment
in my house.” (Parents of disabled children, Cao Bang)
For disabled children, social inclusion was more obvious wineynstarted going to the
mainstream schools. In Dak Lak, the School of Hopebkskted a long-term partnership with
Nguyen Viet Xuan School. With this partnership, Nguyert Yiean School acted as a
“referral address” for disabled children from the Schddlope. Teachers of Nguyen Viet
Xuan School also had chances to attend the traininge®on methodology and skills in

working with disabled children.

For disabled adults, MCNV’s programs also created sewsgahanisms to help them
accelerate their social inclusion. Sports and performafsongs and dances always played
an important role. Many disabled sport players becamarméibm these opportunities.

“We often make annual plans together. We organize 2 spow&gaompetitions for
the disabled people every year. At the beginning, we orghfozel 20-150 players
and now for 325 players. You can see how attractivetaesvities can be.”
(Management Board of Disabled People Club, Quang Tri)
Sports and games brought great benefits for the disabletep&opt, their health was
improved and as a result, rehabilitation became mdeetafe. Second, when playing sports
and games, they gained confidence, often a problem fabldd people. Third, being

involved in the social work may increase social contixtslisabled people. Exchange

2t is believed by many people that the reasons why théitren become disabled might be the consequences
of the parents’ sins. Then, many parents have a tendehaye their children’s disabilities.
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meetings with other groups and people also provided themaharees to find their “life

partners”.

Overcoming destiny: Ms H. case in Quang Tri

At the age of 19-20 years, H. had an accident when sha slagrt-term contract worker at a

cement company, resulting in the loss of a limb. Sipeenced many psychological

problems since she lost one part of her body. Whega¥e birth to a son in 1991, she ranja

small tea shop to earn her living. Her business enjoyed sumbort by both local authority
and community people.

In 1997, she heard of the Sports-and-Games for disabledepadpliang Tri, funded by
MCNV. She decided to register for the swimming compaetitlespite the fact that she could
not swim at that time. Every day, she practiced swimgnfiom 6 to 8 hours. After 3 months
she participated in the competition in Quang Tri. She avgold medal and had the honour
meet the Prime Minister Vo Van Kiet.

After the provincial competition, Ms. H. began participgtin the higher level competitions
She won a silver medal in Pusan, Korea in the Sasth&sian Para-games. In her sports

career, she has won nearly 90 medals of different tygiase 1997, she has been selected|4

times as one of the 5 best players. She was evemlasva Labour Medal level 3 by the
President.

At the moment, Ms H. is a member of the Managemeatr@of the Quang Tri Sports

Association for Disabled People. In addition, she has&ga shop for art objects. Beside $i

key workers, she also encouraged the members of theiaissodo find work suitable for
their health.

In addition to the above mentioned
impacts, the disabled people now
can also contribute more to the
development of the locality. The

associations of disabled people in

—+

(0]

X

Quang Tri acted as representatives

for their own rights and

responsibilities, and work with the

local authority on behalf of

themselves to organize necessary
training courses. The association not only worked towtwsbjective of helping one
another to develop their economic status, they alatribated to local economic

development. The Association of Disabled People in VialisTimplementing bigger
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programs with support from the People’s Committee anaslé/@m MCNV. An ecological
tourism project is a good example, as are several cslfilegs, businesses and agricultural
production activities. It is obvious that with these\aiies, the disabled people always try

their best to affirm their potentials and to reduce $q@egjudices.

“This project constitutes the first big project requesteaiiysmall group. This year
we received VND 160 million as the first loan from MCN¥id VND 20 million as
support from the commune, totally the budget invested faag VND 200 million.”
(Disabled People’s Association, Vinh Tu commune, Vinh Linstrait, Quang Tri
province)
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5. Recognition of MCNV'’s work

As explained in the introduction, recognition of MCNV’emk during the development
process in Viet Nam is also an indicator of the inhdi¢heir activities. This section focuses
on analysing two types of recognition: 1) the partnerggation of MCNV’s work and

2) the appearance of MCNV’s models in the mass media.

Regarding the partners’ recognition of MCNV’s work, vae&vghat most activities were
recognized by sectors and authorities at different leneddferent forms (medals, certificates
of merit) for different types of recipients (individgateams). Up to now, MCNV as an
organisation and its staff have been awarded 7 natiorgdlsydor health, education,
women’s development and friendship, as well as more2@asertificates from authorities in
several provinces and sectors. Most partners we megdield trips highly appreciated
MCNV'’s contributions and affirmed that they had foundysvéo recognise this contribution
appropriately manner. The Box below describes one exafrgph the many we heard on the
recognition of MCNV’s work.

Viet Nam Women’s Union

Awarded “For women'’s development” campaign medal folMs. Pamela Wright-
MCNV'’s Country Representative

As MCNV'’s country representativ®r. Pamela Wrightvas especially interested in
cooperating with the partners of Viet Nam Women’s Unloough its programs to
contribute to capacity building for the key women of theon and strengthen Union’s
linkage to the domestic and international partners thrdagiartnerships. Gender issues,
women’s empowerment, especially for the poor and ethmonity women were
encouraged by her to integrate into MCNV’s community heddtrelopment projects.

Capacity building for the key women of Women Union wiagags the first priority of
Dr. Wright and MCNYV through the projects such as capdmitigling in research, projeat
appraisal and monitoring, institutional analyses, markegegder analyses, etc. for the
key women of the Union; capacity building for the femalgresentatives of the People’s
Council, etc. During her 15-year working in Viet Nam, stede a great contribution to
improving health status and roles of women and childrerugir MCNV’s projects,
namely community health promotion, income generatoritfe poor and disabled
women, promoting the women'’s social positions as aghctively contributed to
development of the projects for the Centre for Womehl[aevelopment, Viet Nam
Women’s Union.

Source http://www.hoilhpn.org.vn/
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Besides, MCNV’s projects were honoured to receive marty leigel national and
international officials. Important visitors were thady of Kofi Annan (UN Secretary
General) and Madame Nguyen Thi Doan (Vice Presidevitatham) to the Sunflower group
of HIV-positive women in Hanoi and Mme. Doan to thed@ang Rehabilitation and
Inclusive Education for Disabled Children. The Ministergntérnational Cooperation of the
Netherlands (previous one, Ms. Agnes van Ardenne and tamenMr. Bert Koenders) both
visited the Sunflower group. The Dutch ambassadors argktter specialists from the Royal
Netherlands Embassy have always visited the MCNV proped presented them as good
examples of the collaboration between the two caasitr

A second way to look at recognition of MCNV’s work isgee how often mass media have
been broadcasting news on its projects. It was hardiyilple to quantify all the articles on
newspapers, television, internet, etc... on MCNV’s wttrlwas estimated that there were
about 15-20 articles (newspaper and television) per y&uamg Tri province. Most local
newspapers were very interested in the project actiatidstiried to broadcast the news as
soon as possible. From the desk review with available dewctsywe just took some

examples mentioned by mass media:

TB, Malaria Control Programs (success in research

model in Khanh Phu).

HIV/AIDS (Cactus Flower group).

Disabled people....

Bridge between Dutch and Viet Nam individuals

and organisations, e.g., teaching drama performance

for disabled children...

Exhibition (National Women’s Museum) made by HIV-positwemen
Cooperation in sports (regional training course for prgees — Khanh Hoa,
Quang Tri);

Exchange of war-related documents in History MuseumCHidMinh City.
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Conclusion

To summarise the above evidence about the impact of M@N¥n be said that MCNV is
one of the NGOs with one of the longest terms of aijgan in Viet Nam — for 40 years, with
such a long time of working in this country, still MCNMighole-hearted enthusiasm
remained unchanged in comparison with the first yearsfdrnes of support may change but
the mission was almost the same - to bring their stappanprove the lives of the neediest
people. As we can see, impacts from MCNV'’s programs s@miversified that it was
difficult to provide details in a report. But it wassgdo recognize these impacts at different
levels: from national policies, local models to timpacts on the organisations and
community people, to the people whose lives were inifiagtoved directly or indirectly by
the work of MCNV.

During the process of this assessment, we did not reaeweigns of dissatisfaction from the
partners and target groups in terms of working approach éexdieéness of MCNV’s
programs. Main reasons that made MCNYV one of the fgarasations best known in Viet
Nam are summarised below. These points were notedrégtourselves but were developed
on the basis of the findings from discussions with MC3\partners and target groups from
the projects. We believe that if these points arentaaied and developed, MCNV will

continue to be highly appreciated by its partners in Viet Nam

First, throughout its history of operation in Viet NaviCNV has maintained working
mechanisms thahaximise the target groups’ participation.The important point was that
MCNYV applied this principle with all target groups including #gtknic minorities, disabled
people and key people at the grassroots level, but alsg@meitips at higher levels such as
teachers and health staff. We realize that all theseps lacked methods and skills to identify
the priorities in the community rather than lackingonmhation, MCNV helped them
understand clearly the methods and tools, and thus, tofydétir own problems and make
plans to solve the problems. When analysing the implaatientof democratization at
grassroots level in Viet Nam, Fritzen (2002) explained¢asons why this process was not
thoroughly implemented. According to the author, the momty people and the key people
at commune level were always considered incapablea&ing their own local development
plans. As a consequence, sometimes this work was dahe bygher level leading to
impractical decisions and lack of implementation bygeeple. With MCNV’s approach, we
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believe that most of its interventions met the comiyypeople’s needs and since then, there

were sustainable outcomes.

Second, MCNV always worked on the bases of availabtemssinstead of creating a

parallel system.That means with each specific area, MCNV often treetelp the actors
involved in that area. That means that MCNV was supgpttia partners to implement their
duties in a more effective manner. They would complete tuties without support, but
MCNYV brought them new and more effective working appreactvhich have a good chance
to be sustainable because the capacity of the key ppgédciers was also strengthened. When
MCNV'’s projects phased out, these key people becametbeparts in the organisations

contributing to maintaining more or less the projects’ waglapproaches.

Third, MCNYV proved itdlexibility in using finances with the partners. Perhaps because its
core funding is obtained from individual private donors inNle¢herlands, MCNYV is unlike
many other organisations, and does not usually work under pressaxpenditures by
donors. This situation gives MCNV more flexibility in thme and type of expenditure in the
programs. MCNV agrees with the partners on annual pannsyas willing and able to adapt
the specific programs and activities to meet the neelisality in the best way as the work

progressed. Of course, any changes were agreed betwdd¥ Bt the partners.

Another MCNYV feature contributing to obvious impacts amstainability of the programs is
its long-term support for the local partners. MCNV always aimed at compnshe
intervention programs, often intersectoral; as altesore and more partners have been
involved in its activities. In addition, the problems addegsby MCNV programs at present
are not easily solved in the short term. Most MCNV paogg have been implemented over
several years. It should be noted that the startinggofnost target groups in MCNV’s
projects were very low (ethnic minorities, disableddren, the very poor, etc.), so that
maintaining support in a long enough period of time is needlpdotvide enabling conditions
for the community people to improve their living conalits. Although MCNV does maintain
long-term relationships with its partners, the prograndsveays of working have evolved
with each partner over time as the partner’'s needsapacities changes. Some of the
partners who were beneficiaries have now becomeggarim implementation, able to share

their experience and expertise with new partners.
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Networking was highly appreciated by many of MCNV’s partners. MCN¥invited
consultants to provide technical assistance for pa‘tnapacity building. In practice,
cooperation is indispensable in social life, especialign the organisations and individuals
still need knowledge, skills and expertise for their wamk lives. To fill these gaps, MCNV
always knew where to find the most suitable consultdiiih this approach, MCNV’s local
partners not only developed their capacity but also hadppertunity to create new
partnerships and networks.

Overall, it was recognized that MCNV has developexafessional and dedicated human
resources This spirit was found not only among the managers kotthe program staff. It
had a positive influence on the partners’ cooperation. Nt#oymants said that they actually
did not start functioning at their best until they readi that MCNV staff were working with
all their hearts, a very good point that could notdae@l in every NGO staff in Viet Nam.

With its 40 years of work in Viet Nam, we believe that MCIN&s a proud development
history in confronting the pressing health and social problewisthe country. Forty years
have gone by but its mission remains unchanged, despite thetliatimplementation has
evolved to fit the changing circumstances in the Viet Naamtext. We hope that MCNV
will continue to promote its traditions and to contribute to @dspment programs in Viet
Nam, especially for the communities in difficult circurtemces and the most vulnerable
groups in the society. MCNV’s methods and approaches obviousld neglication and
sharing not only within the civil organisations but also in thgublic sector, to achieve the
goals of administrative reform and poverty eradication in this otny.
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