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ACTION PLAN FOR CHILD SURVIVAL
2009 — 2015
(Promulgated in attachment to Decision No... .... hetMinistry of Health)

CHAPTER |. OVERVIEW

Since the launch of child survival revolution inrlgal980s, the under-5
mortality rate had reduced sharply, globally frov%o in 1980 to 93 %0 in 1990.
However, in the later decades, there has beenvangjalown sign of decline. The
reduction in the year 2000 did not reach the gdaWWorld Summit for Children.
Consequently, the UN member states adopted themilim Development Goals, of
which the MDG4 is to reduce two-thirds of underefimortality rate between 1990
and 2015.

Viet Nam has adopted the Millennium Development I&@&IDGs) and shown
its strong commitment to reducing child mortaliths a result, impressive
achievements have been made. More specificallyemfnee mortality rate dropped
from 53%0 in 1990 to 26%o0 in 2006. In the samequkrinfant mortality decreased
from 44%0 to 16%o0. In addition, Viet Nam maintaiashigh rate of childhood
immunization (>95%). Polio has been eradicated0@02while maternal and neonatal
tetanus has been eliminated in 2005. With theseeaements, Viet Nam is likely on
track to meet the MDG4 by 2015.

While overall progress on child survival has beepriessive, it has not been
sufficient to meet MDG4 in all parts of the countiyhe mortality rate of children in
mountainous and rural areas or of poor familiethiise to four times higher than that
of children in lowland areas or of better-off faied. Although child mortality has
declined in all income groups, the gap betweenritteest and the poorest family in
society is increasing. The access to quality heafthservices is limited in remote and
mountainous areas. For instance, in average, tstenvajority of women in Viet Nam
give birth with skilled assistance (88%), this figuis half of that (44%) in the
mountainous areas. While, overall, infant child tality has declined, progress in
newborn survival is far from satisfactory. Limitextcess and/or low quality of
obstetric and newborn care, particularly at remotigority communities has resulted
in the high rates of neonatal mortality which reyerets about 70 per cent of infant
mortality and more than 50 per cent of under-fivartaity.

In order to meet the MDG4 in the whole country ttier effort is needed to
assure universal access to high-impact packagesessential child survival
interventions. Every child must be reached by healire services, especially in
remote areas. This can be done by strengtheninjhhsgstems and community
partnerships; providing a continuum of care for Imeo$s, newborns and children by
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packaging life-saving interventions at every keynpof service delivery and in the

life cycle; mobilizing sufficient resources to almate and sustain progress for child
survival; expanding the data, research and evidease on child survival issues for
better programming and interventions; and improvesgership and policies required
in taking the lead and own the solutions to thentgts child health problems.

Those solutions have been manifested through soiatiPlan of Action for
child survival. This is actually a comprehensivel aollective effort made by relevant
national stakeholders who come together to iderttifyd health problems, plan for,
implement, and evaluate the country’s progres<Cfer This action plan is not only a
joint action as defined but also a guiding docuratoh on which all child survival
organizations and advocates can depend to shap@tbgrams for child survival.



CHAPTER Il. CHILD HEALTH SITUATION AND CHALLENGES

l. Child mortality
1. Reduction of Child Mortality

Laudable and consistent progress in reducing chitdtality has been made in
last decades. According the statistics releaseOW, the infant (IMR) and under-
five (USMR) mortality rates reduced from 35%ad 42%o0 in 2001, to 16.0%0 and
26.0%0 in 2006, respectively. To compare with tet Hecade, the child mortality rate
was reduced by half, at the similar level of otbeuntries with the GDP 3 to 4 times
higher than Viet Nam. With the constant declineumder-five and infant mortality
rates Viet Nam is on track to reach the MDG 4 b$%0

Challenges

A large number of Viethamese children are stillndyevery year: given the
large population size with a high proportion of pkeoin reproductive age and despite
the remarkable reduction in child mortality, themer of dying children remains
unacceptably high in Viet Nam. According to UNICEFState of World’s Children
2008, the annual number of under-five deaths, in Viatrl\is 28,000. This translates
into about 16,000 newborns dying every year. Thaler of children under five years
old represents about 6.5% of the total populatiorresponding to an estimate of
6.000.000 children and about 1.200.000- 1.500.@d0on infants are born every
year. This is a large target group to be lookeeraft

Disparity: the big differences in children’s health and nigntstatus among

different geographical and socio-economic regionsepa great challenge to child
healthcare. The mortality rates of children in maimous and disadvantaged areas or

of poor families are three to four times highemttiaat of children in lowland areas or
better-off families.

A similar discrepancy is also clearly seen amomgpores regarding the neonatal
mortality. According to a baseline study data onrsgal health care in Quang Nfnh
there is a nine-fold difference in newborn moratiite in 2006 between the lowland
areas (5%0) and the mountainous ones (45%o0).

Perinatal mortality(PNMR), which refers to the death of a fetus odografter
22 weeks of gestation (stillbirths), at the delwend early infancy (within seven days
after delivery) — an indicator closely associatethwnother and neonatal care, shows
great disparities among regions across the couAtstudy conducted in 2001 by the
MoH? in seven different ecological areas estimatedvanage perinatal mortality rate
of 22,2/1000 live births with big differences amahg study areas. The PNMR in Tay

! Demographic health Survey 2002
2 NeoKip Project - Qing ninh — Baseline data 2006
% Tr4n Thi Trung Chén — Perinatal mortality survey 2001
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Nguyen (the Central Highlands) and the Northern m@unous areas was two times
higher than that in the Red River delta and thetl@ou delta.

Neonatal mortality accounts for the majority of Idhimorality. neonatal
mortality rate (NMR) is not yet yearly reported the health statistics. However,
according to 2002 Demographic and Health SurveyH8DPthe rate was about 12%0,
representing more than half (52%) of all under-fdegaths. In addition, some studies
conducted in hospitals found the NMR accounting fieore than 70% of infant
mortality rate.

2. Causes of child mortality

According to WHO'’s analysis, the five leading causé child mortality in our
country are neonatal death, pneumonia, diarrhgaries, and measles. Also in line
with  WHO’s assessment, the four main neonatal rkillare prematurity, birth
asphyxia, severe infections, and congenital mal&ions. These findings on the main
causes of neonatal death is completely consistéhttiwat of several other studies in
Viet Nant'

The main causes of neonatal mortality includingnmatire, asphyxia, and
infections are preventable. Quality improvement antenatal care, skilled birth
assistance, and correct and timely newborn regtigeit are active and effective
interventions which can avert many deaths. The mepes of other developing
countries has also shown that in fact 75% of newlaeaths can be prevented by
simple and low-cost interventions (with an estirdagelditional cost of 1 USD per
child). The most important action is to prioritize deliver the right interventions to
those mothers and newborns who need them most.

Il. Nutritional Status of Children
1. Nutritional status of children under 5 is on the ear trend of improvement
Malnutrition is the biggest risk for child mortalitlt is estimated by WHO and
UNICEF that malnutrition contributes 30% to 50% d#fild deaths. The areas with
high rate of mortality are always accompanying withh prevalence of malnutrition
among children. Reduction of child malnutritionthre past decades has importantly
contributed to the achievement in reducing childrtaddy in Viet Nam. So far, the
prevalence of malnutrition by age has decreasedugily with an annual reduction
rate of 2.6%; from 31.9% in 2001 to 21.2% in 20@7%s important to note that this
trend is evident in all areas, even in the Centiadhlands where the highest
prevalence of malnutrition is found.

* Pinh Thi Phrong Hoa Neonatal morbidity and mortality at hospital level and related factors. Medical Study
journal. Insert , Vol 35, No2. Special edition for 3™ VN-France Pediatric Sicentific Conference 3, Ha noi 2005;
pages 36-40
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Vitamin A deficiency control program has coveredrenthan 80% of children
aged 6 to 36 months old, thus, contributing to glaton of night blindness and
exophthalmia which are clinical manifestations i&min A deficiency.

With these great achievements, Viet Nam is higlggraciated by the WHO
and UNICEF as the only country among the develomings reaching the targeting
point of malnutrition reduction according to the KD
2. Shortcomings

Although there have been noteworthy improvementshitdren’s nutrition, the
malnutrition rate among Vietnamese children id bigher than that of other countries
in the region. A point to note is that the numbérstunting children decreased
remarkably during the 2000 — 2005 period, yet siitire than 30% of under-5 children
are stunted, making Viet Nam among the 36 countvids 90% of all stunted children
worldwide®. Stunting during the first 2 years of age hasgatiee impact on a person's
adult height and health in general. Therefores mecessary to have a comprehensive
long-term intervention strategy act within the womdof opportunity from conception
until the second birthday to eliminate all formsnoélnutrition, including stunting, to
improve Viethamese people’s build.

It should be highlighted that disparity among regiaes also a shortcoming in
children nutrition. Children in the Central Highthr{Tay Nguyen) and Northern
mountainous areas have the highest weight for agutmition rate (respectively,
36% and 32% versus the country average rate of 2P4pecially the stunting
malnutrition rate is still very high (over 40%) isome provinces in Tay Nguyen,
Quang Ninh, Ha Giang, and Lai Chau provinces wiiig only 8.8% in Ho Chi Minh
City and 16.8% in Ha Noi.

While the most severe forms of vitamin A deficiaaxi (VAD) have
disappeared, subclinical VAD, however, is still adarate to severe public health
problem. Anaemia is widespread affecting more tha@ third (30%) of children and
pregnant women. This is definitely causing negaiimpacts on the health of mothers
and children.

Another big challenge to the Nutrition Programmehis low rate of exclusive
breastfeeding. According to the 2005 annual repbtiie NIN, only 32% of newborns
and 12% of infants between 4 and 6 months old vex@usive breastfed. This
situation is due to three main reasons. The fesson is the lack of support from
government policy allowing mothers to have morenthithe current four-month
maternity leave, while they need six months forlesiwe breastfeeding. The second

® Ha Huy Khoi — Progress of Vitamin A deficiency ¢xh program in Vietnamin 20 years of prevention and
control of micronutrient deficiencies in VietnaniN#N 2001, Medical Publishing House
® The Lancet — Maternal and Child undernutrtion-uzay, 2008
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one is the ineffective implementation of breastfiegdoromotion program; namely

health care workers lack of knowledge and skillsbosastfeeding counseling, not to
be strong enough in building as well as strengtigethe Baby Friendly Hospitals. In

addition, the attractive advertisements and gdtspfomotion of milk substitutes from

milk product companies have discouraged health war&ers and breastfed mothers
from promoting and practicing exclusive breast fegdrespectively. The third

important reason comes from the community itseljppasple seem to perceive that
mothers have insufficient breast milk for 6 monttclasive breastfeeding and that
early weaning food will help the baby healthier.

lll. Health Care System
1. Health care network

One of the important factors contributing to thecass in child heath care in
Viet Nam is the existence of a comprehensive heztle network and system that
covers the entire population. The system has feuel$ of health care delivery:
central, provincial, district, and commune levels
1.1 Organizational structure

Central level: the Ministry of Health is responsible for technicand
professional activities in health care includinghbourative and preventive ones. Most
MOH Departments, Administrations have functions gagks relevant to child health,
especially some important ones which can be meadi@s follows. The Maternal and
Child Health Department is mainly responsible forld health in the areas of policy
development; development and supervision of natisteandards and guidelines; and
collaboration with different Departments, Admingtons, Institutes within MoH and
relevant institutions in child health activitieBhe Administration of Medical Services
is mainly working in the area of clinical healthreaand supervising provincial and
district hospitals. The General Department of Pnéve Medicine and Environment
Health is responsible for guiding Preventive MeukciCenters at district level to
implement all preventive activities related to dHilealth, especially immunization and
injury prevention. The Science and Training Deparitmis in charge of training
contents of child health care that are taught irdioa universities, colleges and
secondary medical schools. The Planning and FinhBapartment is responsible for
overall planning and allocating budgets to all tirealare programs and activities
including those for children.

Central hospitals and Institutes National Pediatric Hospital and National
Obstetrics and Gynecology Hospital, and Childretdspital No.1 and Tu Du hospital
in Ho Chi Minh City are appointed by MOH in givingchnical assistance to lower
levels, developing and disseminating guidelinesining and following-up all
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activities related to child and maternal healthecacross the country. The National
Pediatric Hospital is assigned to be responsibig@ifoviding technical assistance to all
provinces in the North while Children’s Hospital las assigned to be responsible for
all provinces in the South. The institutions respble for nutrition and preventive
programs are National Institute of Nutrition (NINNational Institute of Hygiene and
Epidemiology (NIHE), National Hospital of Tubercale and Respiratory Diseases,
National Institute of Malariology, Parasitology aBdtomology.

Relevant sectors/brancheshe Department of Child Care in Ministry of
Labour, Invalids and Social Affairs (MOLISA) is mnsible for issuing legal
documents and creating environment and activitias dre relevant to comprehensive
development of children. It also has a functiorc@faborating with MOH in the areas
of health and nutrition care for children

Provincial level: the Provincial Department of Health is resporesilibr
directing the Provincial Center for Reproductivealile Care, Provincial Center for
Preventive Medicine and Provincial General Hospital implementing activities
relating to child care. These activities includevsion of curative and preventive
care, training, planning, and monitoring and sugem of child care activities in all
districts of the province in order to improve angtsin quality of child health care

District level: the District Preventive Medicine Center (DPMC)nsists of
specialized units such as reproductive health cam@munication, and control of non-
communication diseases. It is responsible for chddlth care activities at district and
communal levels. In addition, the district hospitdlas departments of
Obstetrics/Surgery and of Internal Medicince/Paeds which are responsible for
providing care to children and mothers. The DistAceventive Medicine Center and
District Health Office are the key bodies that ngmall child health care related
activities and supervise all Commune Health Centarsonducting all national
targeted programs and primary health care actvibe children

Commune level the Commune Health Center (CHC) is responsible fo
providing primary health care services and impletngnchild care programs at
community level. Each CHC is also in charge of nmnmg and supervising the work
of village health workers in IEC activities, notdition and report of disease outbreaks,
home-based child care and monitoring; participatronelated health care programs;
and management of common child illnesses



Shortcomings in the health care network

The country-wide health care network is the basim@lation for health care
activities for the entire population including arén. However, the child health care
network has been substantially changed by influeridbe market-oriented economy
and gradual social mobilization of health servicEeough, there has not been a
comprehensive assessment of organizational stejctuhuman resources,
infrastructure, and quality of child health carevgmes, main findings from some
studies could be presented as follows:

Accessibility to health care servicesmany women and children in the
mountainous and rural areas still have less adoesasic health care services such as
antenatal care, delivery care, vaccination or tylealth consultation and treatment
as indicated in the table below.

Table 1: Coverage of selected Child Survival Intergntions (MICS 2006)

Intervention Indicator Urban Rural
Tetanus Proportion of mothers with a birth in the last ggoy, 78%
vaccination 12 months being given neonatal tetapus
vaccination
Skilled birth| Proportion of deliveries attended by skilled ggoy 85%
attendance birth attendants (doctor or trained nurse and
midwife)
Institution-based | Proportion of births delivered in health ggoy 56%
delivery facilities
Care  of  thg Proportion of infants less than 12 monthg of53 goy 59%
newborn age with breastfeeding initiated within one
hour after birth
Breastfeeding anflProportion of infants less than 6 months| of 7.7% 19%
complementary pge exclusively breastfe
feeding Proportion of infants 6-9 months of apge67.9% 71.2%
receiving breast milk and complementary
food

Micro-nutrient Proportion of children 6-59 months of age54.6% 52.6%
supplementation | receiving Vitamin A in the past 6 months

Proportion of women who received one 47% 28%
vitamin A capsules within 8 weeks ahEr
delivery

IMCI Proportion of children 0-59 moths of apge 100% 93.9%

who had diarrhoea in the past 2 weeks jand
were treated with ORS
Proportion of children 0-59 moths of age 98.8%o 9.7
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who had suspected pneumonia in the past
two weeks and being treated

Measles vaccine | Proportion of one year old childrengzo, 85%
immunized against measles

1.2. Budget for Child Health Care

The Vietnamese government has promulgated legaindents and allocated
funds to meet basic needs in child’s health cadepratection. Funding for preventive
health care and nutrition programmes is almost rgifrem the state budget. For
curative activities, in 1991, there was a law graptfree health care services for
children under sfxwhich was later concretized by the Decree No.95d@fed August
27, 1994. The Decree states that all children ustkeare eligible for free examination
and treatment at public health care facilities.

However, because of insufficiently secured budged anclear operational
mechanism, the implementation on free health caheypfor children under six has
remained stagnant. Therefore, in 2005, the Govenhmesued Decree No.
36/2005/ND-CP stipulating in details some artidleshe Law on protection, care and
education of children, which states in Article b&ttall children under six be provided
with free of charge health care check-ups andrtreats at public health facilities. the
Government also has allocated budget to every théadility for implementation of
free of charge policy for children under 6 with {eey-for-service method.

Despite these efforts, funding allocated for head#ctor is still limited.
According to 2001 assessment, the Government spgradi health as proportion of
total government annual spending was only 6.1% lwiscamong the lowest in the
region (Cambodia: 16%; Laos: 8.5%, China: 9.%%lherefore, the insufficient
spending for child health has been a big obstamlgdars without proper solutions to
overcome it. As compared to estimate made by WH® WNICEF, investment in
child basic care services needs around 34 USD/gh#dl, so our country’s current
level of 7 USD/child/year is too lof Lack of finances due to limited domestic
resources has resulted in insufficient provision@éessary services of high quality for
children, which is a big hurdle in child healthcameour country. Another difficulty in
investment and expenditure is that the budget tsattocated according to age, thus
making it difficult to work out the expenditure be assigned to child healthcare. The
expenditure for preventive activities is a sepacatiegory, however, it is divided into
two sub-categories of mother-child healthcare —ilfaplanning — vaccination, and
primary health care and school health; therefdrés malso difficult to calculate the
expenditure reserved only for child healthcare.

1.3. Reporting system
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As regulated, The health information system in gainand in child health in
particular follows the bottom-up mechanism: theadesdllected from communes will
be reported to CHCs, then to district, provinciad éhe central level. Every year based
on data submitted by all provinces, MOH analyza$iasues the Health Statistic Year
Book. There is sufficient data regarding nutritiand immunization in children but
other indicators in child health are not availaldeme major challenges can be cited
as follows:

One major challenge to good public health plandorgchild health care is the
inaccuracy of data. In MOH’s Health Statistic Y&wok only data regarding IMR is
available. Mortality of children from 1-5 years ¢acnting for more than 1/3 of under
5 mortality) and Neonatal mortality (representingrenthan 50% of under 5 mortality)
are not reported at all in MOH’s Health StatistieaY Book.

In other reports on mortality rates, the neonataitality, in particular, is often
much lower than findings from some studies andréadity. The neonatal mortality in
the baseline survey in Quang Ninh province in 20@6 16.2 %o, four times higher
than that in the reported data of 4.2%o.

The under-reported data is not only concerning ontatity but also in data on
the total number and the gender of children borarlye According to data from the
General Statistics Office (GSO) by 2006, only 87.6&hildren up to 5 years of age
had been registered for birth certificates. Latghbregistering, especially of female
children, has resulted in imprecise data on newbas well as lack of statistics of
newborn morbidity and mortality. Therefore, newlmrmealth problems do not
receive the due attention and priority, and newbotervention measures have fallen
into ignorance for a long time. Research data irarf@uNinh province shows that
every year about 5% of children born without beiegorded, 10% of children born at
hospitals without gender records.

Also facility-based data on morbidity and caseligtaates in MOH’s Health
Statistic Year Book is not analyzed according te ag that it is impossible for the
MOH to assess the performance of curative caretddren. It is high time for the
birth-death record and the facility-based healtiormation system to be improved.
Such improvements will not only help provide basMormation for appropriate
intervention but also ensure children’s rights ewving birth certificates as well as
death certificates.

1.4. Human Resources and Standards of Child HealtGare Guidelines

In general, there are sufficient numbers of hegdite workers to provide health
care for children in Viet Nam at all levels. Abdd% of Commune Health Centers
(CHC) are staffed with doctors and almost all (93fa4ye assistant doctors specialized
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in paediatrics and obstetrics. The quality of thiesalth care workers, however, might
not always be up to the needs. According to thesassent on practice of health staff
in newborn care in 7 project provinces by UNFPAg troportion of health staff
practicing enough 7 contents in care of normal rewhafter delivery (attaining
National Standards) at the provincial and distietel were 54% and 37%,
respectively.

The National Standards and Guidelines for Reproduckiealth Care Services
promulgated in 2002, are a legal document defimogns for quality of care and
providing guidance for medical staff on their rotiwork. However, they did not
include paediatric care, in general and had ongrs small part for newborn care.

Regarding IMCI implementationthere are training materials approved by
MOH as norms and standards for managing sick agdirig recommendations. These
standards of care and guidelines are often upd#tedgh, are not implemented in
various health facilities.

The National Hospital of Paediatrics and Childred@spital No. 1 in Ho Chi
Minh City have been making great efforts in updatend developing instructing
materials on child healthcare and treatment froenrttaterials by WHO; again, these
efforts have only been materialized in pilot prégem several provinces and districts
and have not been incorporated into the regulatyy&aining plan.

2. Specific Vertical Programs Addressing Child Hedh Care
2.1. Child malnutrition prevention program

Since the beginning of the 1980s, to date the chiknutrition prevention
program has covered all provinces across the cpuintis one of programs that have
the greatly important impact on CS. Achievementorged in the child malnutrition
prevention program mentioned above have confirrhedsticcess of the malnutrition
prevention program. Thus our country has beerolgfin the list of countries with the
high rate of malnutrition rate by weight among otbeuntries. However, as analyzed
before, child nutrition area is still facing withamy challenges. Therefore, apart from
continuing to maintain interventions for improvitige nutritional status for mother
and child, the malnutrition prevention program dddoecus on the growth, reduction
of child stunting rate, school nutrition, preventiof lack of nutrients, and improve
knowledge and practice breast-feeding.

2.2. Expanded Program on Immunization (EPI)

Reduction of the preventable diseases by immuwoizationtributed a very
important part in decrease child mortality in Viéam. After more than 20 years of
operation, EPI has made very proud achievement2003 Hepatitis B vaccine was
introduced into EPI. In 2005, there were 94% ofdren under 1 year old received 3
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doses of Hepatitis B vaccine in which 62% were gittee first dose within 24 hours
after delivery. In October 2000, Viet Nam was givthe certification for Eradication
of polio and elimination of neonatal tetanus in 2d8y WHO. According to MICS
survey, in the first year there are 93.7% gettig@Bvaccine while 92% get DTP —
one dose. 86.5% get repeated shot and 76% getsihatd Similar data is found with
anti-polio vaccine shot 1 is 94.2% and the thirdtgtave the lower figures: 73.9%.
Anti-measles vaccination in the first year is 82.18&nerally speaking, the proportion
of children who get full vaccination for the mostadable 6 disease before the first
birthday is 61.7%. Apart from that the new vaccin@®e being studied and
implemented in the areas at risks such as vacdme£holera, Salmonella. The
coverage of the Japanese encephalitis B is alsanelupy. At the time of the year
2005, there are 308 districts among 51 province® kaccinated with encephalitis B
for children.

Recorded results show that EPI is the most suadessfong the vertical
programmes related to child health thanks to tHeigal and financial support, from
the Government, MOH and leaders at different levEhe high level of awareness and
responsiveness of the community on the importarickhe immunization in health
protection of children are the vital factor for theccess of the program. The support
from international organizations also played a @umle. It can say that the support
from the international organizations, especially @/HUNICEF, JICA, GAVI, and the
Government of Luxembourg, has made an importariribortion to the success of EPI
in Viet Nam.

Challenges Despite this impressive success story with ERdrethare issues
related to equity in service delivery that shoutdtdken into account. According to the
2002 Demographic and Heath Survey, the rate ofdadmnl receiving all the 6
compulsory vaccination in the Northern mountainares is only half of the rate in the
Red River delta area (46% vs. 89%). Given thisasiom, priority should be made in
providing more efforts to those areas with lowemuamization coverage, moving
towards the target of reaching every child with fieimunization.

2.3. Acute Respiratory Infections (ARI) Program

Control of Acute Respiratory Infections (ARI) waseoof the child health care
programs introduced by WHO and UNICEF in Viet Naimm,1984 and has been
implemented since. So far, it has been implemeinedver 96% of the country
covering 98 % of children under-five. (Report froARI program — 2003). The
programme focused on providing knowledge and skallsnothers to recognize early
the signs of disease and bring the child to hdalthity promptly where it is expected
to be managed appropriately. To assure this; tbgrams also provides training to
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health staff on correct diagnosis and treatmenpaifents and essential drugs for
treatment of pneumonia. Since 1999 when MOH adoptd@l approach for
management of child illnesses, the ARI activitiegrev integrated in the IMCI
program..
2.4. Control of Diarrhoeal Diseasg€DD) program

The Control of Diarrhoeal Diseas@SDD) program started since 1983, in Viet
Nam, and up to now this program is implementedinely in all provinces. The main
contents of the program are the promotion of earbl rehydration therapy (ORT)
with increased fluids and continued feeding, recemded home fluids and, if
necessary, the use of oral rehydration salts soIyDRS) together with good nutrition
for children with diarrhoea. This approach has #leen included in IMCI, since 1999.
The link between safe water supply, sanitation dmygiene practices is well
established. In Viet Nam, 89% of the population ueproved sources of drinking
water, in the North-West and among ethnic minagitewever, the proportion is only
73% and 70% respectively. The most visible resaftshe program are almost no
recorded death cases in health facilities duedaltbea among children. Dehydration
of severe degree had been reduced in health fe€ilAlso knowledge and practice of
mothers in the family and community had been imptbwbviously. According to
MICS3, there were about 95% children with diarrhoeaeived one or more of
recommended home treatment (receive ORS or othiesjl

The priority in the coming years for diarrhoea cohtare: the use of low
osmolarity ORS and zinc supplementation in the rgameent of childhood diarrhoea
needs to be implemented nationwide; more behawbange communication efforts
are required to keep up good home management ggador diarrhoea and make up
for recent drawbacks as well as key practices thyreelated to childhood diarrhoea
such as the safe disposal of children's faece®and washing; and finally to continue
efforts to achieving the MDG goals on water andtasion.

2.5. Malaria control program

The program for malaria control, in general, andhiidren, in particular,
has also achieved great successes. Malaria isngefia great threat to children in
Viet Nam. Until the year 2006, there were 1,233dtbn < 5 years who suffered from
malaria and 3 died from this cause, consisting 7%tal deaths by malaria. Globally
and regionally, the use of insecticide treated miegnets (ITN) and early and
appropriate treatment is being used to measuredlierage of malaria control for
children. Together with ARI and CDD programmes, toatent in Malaria control
program was integrated in to IMCI activities.

Maintaining the achievements gained, avoiding thigiestivism of the staff at
different levels are the big challenges for thearialcontrol program at present.
2.6. Integrated Management of Childhood lliness (INCI)
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IMCI is the initiative of WHO and UNICEF that aimedd integrate all the
different vertical related child health programsitsias CDD, ARI, nutrition, EPI,
malaria control program, etc. with the objectivertprove child health quality of care
in the integrated manner for reducing child moutyiéind mortality.

IMCI strategy was first introduced in Viet Nam i996. After the periods of
preparation and piloting, in 1999 MOH adopted th@Cl program. IMCI was
considered as an approach for improving qualitgtofd care at the health facilities
and communities. Up to now, IMCI has been introduae 41/64 provinces in the
country with more than trained 4,000 health staifl & has been implemented in 7
medical universities and 19 secondary medical dshoo

It is difficult to evaluate the effectiveness of @Wtraining for health workers,
but through the results of medical examination adtment as well as achievements
gained from relevant health programs such as ARDCEPI and malaria control, it is
possible to conclude that at least, has contribtdehese successes. Efforts should be
made to strengthen implementation of IMCI in highNMR prevalent areas
(accounting for over 50% of the total child morialhationwide): namely, Northern
Uplands, North Central, Central Coast, Central Higtls; and during the neonatal
stage where there is a NMR of over 50% of undemilsl enortality.

Challenges forIMCI activities Although IMCI has been recognized as an
action strategy to reduce child morbidity and miggstaiates, difficulties are still found
in its implementation at all levels. There are savef reasons which can be cited as
follows:

At the central level, there have been changeseanpersonnel of the Steering
Committee, which has however not yet been reorgani?No Department of the
Ministry of Health is put in charge of managing tuivities of IMCI, therefore there
has not yet been supervision over the implemematfdirective No. 08/1999 by the
Ministry of Health on enhancing the implementatiohIMCI in Viet Nam. IMCI
office at National Institute of Hygiene and Epidetogy has been facing many
difficulties in involving technical staff in its &eities. Another obstacle is that there is
no yearly regular budget from Ministry of Healthr ftMCl implementation at
provincial level so the operation of IMCI mainly pends on the project and the
international organizations. This is reason why IM@s been implemented for 8
years but the coverage is just only 33% of didrintthe whole country, and in each
district there are just only some communities paotar implementation of IMCI.
There has been no effort to target IMCI implemeatato those areas where it is
needed most and to achieve full coverage there.
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At the district and province levels, due to limiteesources and not high
liability in the implementation, the Steering Conttie has irregular activities and the
cooperation between the district and province kvsl not strong and close. The
activities are subject to orientation from the cahtevel and there is no active
planning of the activities.

With respect to technical aspects of IMCI implenation, the three
components of the strategy have not been implerdentmprehensively. Most
activities fall under component 1 — Training — grattly component 2 — improving
health the system. Component 3 with the importamtent — improving community
and family practices — has been implemented onlfiv@ project provinces in the
South and piloted in one province in the North.sTiE a big limitation in IMCI
implementation since improving knowledge and praEctat community and family
plays very important role to reduce remarkably chitortality, especially neonatal
mortality that has been evidence in several studid&pal, Bangladesh and India?
2.7. Safe environment/injuries and accidents prevéion

Intensified industrialization, a sharp increase nodtor vehicles and unsafe
environment has increased the rate of accidentsigndes. According to yearly
statistics by the Ministry of Health, the mortalitgte due to this cause increased
significantly from 18.1% in 2001 to 22.3% in 2008, which many victims were
children and the main causes were drowning, trafficidents and poisoning. In 2003
study on injuries in children less than 20 yeads itlwas found that out of 2,532 non-
fatal injuries in a population, 390 cases (15%)uocd in children under five years
old.

2.8. Prevention of Mother to Child HIV transmission(PMTCT)

HIV/AIDS has become an epidemic in Viet Nam. In ihereasing general
trend of HIV infection in the whole population, thiate of HIV infection among
women and pregnant women has increased significaBjl the end of 2006, more
than 120,000 people have been diagnosed to havéAHD®, of whom 15% were
women. According to estimation made for the whalartry, the rate of HIV infected
among pregnant women is around 0.39%, about 15 &3 higher than the rate in
the 1990s. Of around 1,500,000 pregnant motheny gear, it is estimated that 6,000
pregnant women have HIV (+). Unless PMTCT interia@nis in place, there will be
around 2,000 children at risk due to Mother to @hilansmission. This puts more
burden on child morbidity and mortality.

2.9. Maternal health care

The success of the maternal health care intervetays an important role in

improving child health. Such services as ANC, tettanus immunization, delivery
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care and postpartum follow-up have made decisiveribwution to healthy newborns
and ensuring healthy mothers for child breastfegdimd fostering.

According to Health Statistics Yearbook of MoH, tmaternal mortality ratio
declined from 200 per 100,000 live births in 196080 per 100,000 live births in
2005, and the recorded number of deaths causedbdtgtac complications dropped
nationwide from 140n 2001to 93 cases in 2005.

Challenges the Safe Motherhood Programme has given matdrealthcare
services to all regions in the country; howeveha$ not yet provided equal services to
all mothers. According to 2002 Demographic and Heatrvey, the proportion of
women in Northern mountainous areas receiving tlsigare services is at the lowest
in the whole country: 23% did not receive antenesaé services, 27% did not receive
tetanus vaccination, 44% gave birth without skilleidh assistance, while 27% of
women in Tay Nguyen areas did not receive obstetie services. Poor quality of
maternal care has resulted in direct impacts onboews health and survival. Many
studies show that pregnant women who received fiogrit antenatal care are 2 to 3
times likely to give birth to LBW babies and thembies are likely to have increased
risks of having neonatal tetanus, infections, amadfenrmations.

According to the study on maternal mortality in 20&nducted by MOH, the
maternal mortality rate in Cao Bang province wasn&s higher than that in Binh
Duong and Ha Tay provinces. The MMR in the ruralagrwas twice higher than that
was in the urban ones, and among minority ethroaps was 4 times higher than that
was in the Kinh group. According to the study ontemaal mortality in 2002
conducted by MOH, the maternal mortality rate inonang province was 8 times
higher than that in Binh Duong and Ha Tay provincHse MMR in the rural areas
was twice higher than that was in the urban oned,aanong minority ethnic groups
was 4 times higher than that was in the Kinh grdtshould be noted that main
causes of maternal deaths, such as bleeding, iorieeiclampsia, and unsafe abortion,
can be prevented. Of those unfortunate mothers, di@%at home, 8% die en route to
health facilities. Subsequently, many babies ofpgags away mothers died because of
complications occurred during mother's pregnancyl at birth, of not having
immediate care after birth, and of suffering froralnutrition and/or other diseases as
results of not having breast milk and proper fegdin

It is evident that the nutritional status of mothéas an impact on the health
and survival of their children. In Viet Nam, theepalence of anaemia among women
is quite high and this is a significant public hkadoncern. A study from NIN in 2006
shows that the prevalence of anaemia among pregmamien was 36.7% with the
highest prevalence indB Can province (68%), and the lowest ifidNinh province
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(16%). It should be noted that even in cities saslHue and Ha Noi, the prevalence of
anaemia among pregnancy is also high at 37-41% higteprevalence of anaemia is

largely due to the infestation with hookworms giviiat Viet Nam has the highest

prevalence of intestinal parasites related disemsése world. Anaemia in pregnant

mother is a risk causing premature/low birth wesgdrtd complications at delivery for

both mothers and newborns.

Implementation of such interventions for mothersrentioned above will help
improving the health and survival of children. lrunsmary, the prioritized
interventions are: (1) improve the nutritional agatof women before and during
pregnancy; (2) deliver universal coverage of quadibhtenatal care to mothers in all
areas of the country; (3) provide universal coveraf skilled birth attendance and
increase proportion of institution-based deliveand (4) improve the quality of
newborn care at health facilities.

IV. Curative Care for Children

In curative system, a big problem in child healtrecis the unsynchronized
development of different levels of health servicéile certain specialization and
technical branches in central and regional hospéa¢ developed up to international
standards, the availability as well as the qualitpaediatric health care at district and
province level hospitals are gradually decreasiAgcording to a report by the
National Paediatric Hospital (NPH), the current l@mof hospital beds reserved for
children is only 12.5% of the total number of hdapibeds comparing to the
requirement of 20% to 25% as recommended by thdasiynof Health (MOH). In
some Northern provinces, the number of hospitaslded children is even less than
10%. Regarding neonatal health, the situation enevorse. Despite Directive No. 4
by the MOH in 2003 calling for improving neonatare in public facilities, to date,
still 20% of paediatric departments in provincialshitals do not have neonatal sub-
departments or units.

Paediatric emergency care is another week poirthencurative system. The
National paediatric emergency system does not,eaigt newborn resuscitation has
not been paid enough attention. Health workersarsiple for paediatric emergency
care have not been provided with adequate trainespecially at district level.
Medical equipment for emergency paediatric cateriged. Furthermore, there are no
standards and treatment guidelines for emergenegigic care.

According to a national scale study led by the NPH2002, factors that
influenced the quality of children’s emergency ngeraent included late arrival to
health facilities, not good prior-care, lack of eefl and ambulance care, and
unsatisfactory care at referral hospitals. Abou¥%4@f patients were hospitalized 3
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days after the onset of disease, mainly becausgyfammbers do not recognize the
illness or give their own treatment at home, tlaksng the patients to the hospital late.
28% of children with severe illnesses were tramsteto higher level hospitals without
any prior-treatments, and that of 60% received pnapriate treatments. Besides,
unsafe referral transportation is also a factor sening patients’ illnesses and
increasing the likelihood of mortality of severedick children who need referrals.
According to the above-mentioned national-studyy @% of patients are brought to
hospitals by ambulance; the majority of patienescaarried to hospitals by motorbikes,
and especially 10% are brought to hospitals by siciple means of transportation
like bicycles, hammock, and stretches, etc. In mefgrred cases, the patients are not
accompanied by medical staff or by those who atermpetent to provide emergency
care to patients en route. This leads to the feadt¢hild mortality occurred within 24
hour after hospital admission is very high up te800 in many provincial and district
hospitals.

Challenges in curative care activities

Changing child’s morbidity pattern:saa result of the country’s socio-economic
and industrial development, the child morbidity tpat has changed clearly as
compared with the last decades. According to aonatistudy conducted by the NHP
(2000), the vaccine preventable infectious disedsage decreased, and severe
malnutrition is almost controlled. In stead, theedises related to perinatal conditions,
congenital malformations, injuries and accideng)cer and molecule pathology are
on the rise remarkably. This is a big challengd@alth care services as it requires
preparation of human resources, equipment and pq@paning for management of
the changing morbidity pattern.

Moreover, the outbreaks of epidemics every yearagbnrequire sufficient
provision of human, equipment and medication resgaiin response to outbreaks of
diseases in order to reduce child’s mortality anehglications.

V. Impact of strategies, policies on child health care

In general, the system of legal documents relatmghild health care (as
mentioned in the legal background section), espgd¢@children under five years old
demonstrates the concerns of government in ternp®ldfcal and financial supports.
Contents of these documents cover all fields inolydsocial, environment,
development and professional care relevant to ctiddelopment and health. The
implementation of these documents strategies anlicig® has gained broad
participation of all government branches and masgarozations. Almost all of
objectives set forth in such documents are feasillle necessity and practicability of
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these documents serve as a legal framework forathtigities aiming at improving
child health in Viet Nam.

Limitations of the existing strategies, policies tioe child health care

Contents and targets stated in the documangsrarely based on scientific and
practical evidences. The adjustment, amendmentansion of a number of policies
are still slow, not catching up with the socio-eaomc development of the country. It
is important to notice that in the efforts to askeiehe Millennium Development Goals
as committed by the Government, a plan of actiaresbing the MDG 4 on reduction
of children’s mortality has not yet been developed.

Regarding implementatiorthere is still a poor collaboration in inter-saet
activities related to child health care. The latkietail guidelines makes it difficult for
local organizations to implement legal documentie Tree of charge policy for
children under six is causing overcrowding of paBecoming to the big and central
hospitals as people want to choose the best htspittn high quality of care for their
children.

Lack of supervisianthe implementation of several documents has manb
regularly supervised leading to ineffective applmas in reality. The maintenance of
the Baby Friendly Hospital Initiatives, implememtat of Decree No.21 regarding
Promotion of Nutrition Products for Infants, andtamin K1 prophylaxis are a few
typical examples to name.

CONCLUSIONS AND RECOMMENDATIONS FOR PRIORITY
INTERVENTIONS FOR CHILD SURVIVAL

Viet Nam has achieved impressive improvements iid chealth such as
remarkable reductions in overall child mortality danmalnutrition rates;
elimination/eradication of some serious infectiouBseases; and continuing
improvement in the health status of children asdga® the other developed countries
in the Region. However, on the way towards the theahd survival of Viethamese
children in a world fit for children, Viet Nam dtihas several main challenges to
overcome as follows:

1. There exists a big gap in health care and childtiheare among different
socio-economic and geographical areas. Childrehdrpoor families, in the
rural, mountainous and disadvantaged areas stie Hemited access to
quality health and nutrition interventions and kieabre services, leading to
unacceptable high mortality, morbidity, and maliign rates. The
coverage of essential child survival interventibas not met the demand of
children.
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Although the child mortality has substantially uedd but given the high
number of under 5 children in the population suuet Viet Nam is still
among the countries that contribute largely tocthilortality in the region
and the World. The neonatal mortality accountsddarge proportion of
IMR (>70%) and USMR (>50%).

3. The health care system and its quality have nottheetlemand of care and
treatments for children, especially in the fieldsemergency, referral care,
and newborn care.

4. The monitoring and reporting system for child sualiis inadequate
including inaccurate vital statistics and substntshortcomings in
management and documentation of maternal and lebaéth information

5. There are two important underlying factors thatuance child health and
nutrition care:

a. The budget spending for health care in genersliet Nam is among the
lowest in the region and much lower for children particular (7
USD/child/year versus the minimum amount of 34 USiiM/year)

b. Some existing policies and strategies for chialth have not yet been
put effectively into practice.

In order to address the above mentioned issuesatordl Action Plan is
needed to create an enabling environment and strem@ctivities for child survival in
the process of achieving MDG4 — reducing 2/3 ofdchiortality by 2015 to compare
with that in 1990. The priority interventions sldufocus on increasing the
availability of and accessibility to child healtlare with priorities given to neonatal
care, improvements of pediatric network and treateality as well as strengthening
implementation of strategy, policy for child suraivn a most effective manner.

CHAPTER Il . OBJECTIVES

l. GOAL
To maintain and expand the coverage of essentiarvientions for child

survival in order to decrease disparities, imprakeld health, and reduce child
mortalities in all population groups and regiond/aft Nam, towards the achievement
of Millennium Development Goal 4 - :reducing chittrtality” by the year 2015.

Targets by the year 2015:

1. To reduce the USMR < 18%o.

2. To reduce the IMR < 15%o.

3. To reduce the NMR < 10%o.
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4. To reduce the prevalence of underweight and stynttes among children
under-5 to below 15% and 20% respectively.

Il. Specific objectives

1. To obtain universal coverage of essential childvisal interventions and
increase their availability and accessibility partarly in disadvantaged socio-
economic, remote and mountainous areas.

2. To improve knowledge and practical skills of healtlie providers on essential
newborn care practices at different levels of thaltm system in order to reduce
neonatal morbidity and mortality rates

3. To consolidate pediatric network through improvedrastructure, enhanced
quality of child care and treatment under appraaciel ofcontinuum of care
from family to community to health facilities.

4. To increase community participation and awarenasscluld survival and
promote best key family practices for child surVigad neonatal care at family
and community levels.

5. To enhance the effective implementation of policaes guidelines on health
care and treatment of children.

6. To improve monitoring and evaluation regarding pesg in child survival
intervention at national and local levels.

CHAPTER IV. TARGET GROUPS AND INTERVENTION AREAS

l. Intervention areas

Interventions in this National plan of action shibulover improvement of
service delivery system with a special emphasigumality, and M&E of intervention
on maternal & child health. This is a national-waetion plan for CS. However, as
presented in situation analysis, due to the diffees between regions/areas and socio-
economic conditions, there should prioritized im&gttions for CS appropriate to each
region/area. Criteria for classification of regstereas may include a number of CS
indicators such as mortality, malnutrition, and @@ge of CS interventions. Given the
availability of reliable data, infant mortality (@6 Health Statistic Year Book) and
stunting rates (NIN 2006), among the others, hasenbused in this action plan to
divide 63 provinces/cities into 3 intervention gosuAnnex 2) with 33% of provinces
having the highest rates of child mortality and ma&lition, 33% of provinces at
moderate level, and 33% of provinces at the lowestl. However, this grouping is
just relative and for reference purpose since,hasve by the current data, mortality
rate and malnutrition rate do not always go togetMoreover, there may also be
differences among districts/regions within a proen
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= Group 1: to be given first priority for implementat of interventions,
including provinces with the following indicators:

- IMR > 20%o

- Stunting rate>32%
=  Group 2: including provinces with:

- IMR between 14 - 19%o

- Child stunting rate between 22% - 31%
=  Group 3: including provinces with:

- IMR < 14%0

- Child stunting rate < 22%

Il. Target groups

The target group for intervention of this ActionaRlconsists of all children
between 0 — 5 years of age nationwide. However,h&we highly effective
interventions and synergy effect, child care progres should be integrated into
maternal health care programmes. Therefore, thagbers who are in the period of
pregnancy, at delivery and post-delivery are algpbée for intervention target groups
in this Action Plan.

lll. Essential CS interventions

The Regional Child Survival Strategy recommende&ssential package as below:
1. Skilled attendance during pregnancy, intrapartuch@stpartum period

Care of newborns

Breastfeeding and complementary feeding

Micro-nutrient supplementation

Immunization of children and mothers

Integrated Management of Sick Children

Use of insecticide-treated bed nets (in malariagent areas)

N o g bk N

CHAPTER V. IMPLEMENTING ORIENTATION FOR CHILD SURVI VAL

1. Enhancing effective implementation of politicaimmitments towards MDG
goals by elaborating, amending and developing @sli@and new documents along
with strengthening monitoring and supervision andating the most favourable
conditions (preferential finance, and human ressuetc.) for implementing Action
Plan for CS; first and foremost focusing on ideetifpriorities.

2. Mobilizing the participation of all social orgaations; promoting
intersectoral collaboration in order to concent@igesolving the priority targets

3. Integrating with relevant strategies, actiomplaand programs for maternal
and child care. Expanding implementation of IMCh -strategy known to effectively
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reduce child morbidity and mortality; and collaltorg maternal and child health
activities with other related socio-economic depeb@nt programs.

4. Mobilizing various resources for child survivatluding state budget, grant
aid, and domestic and foreign assistance; and ilisitrg financial support
appropriately according to selected priorities anteria which are best fit to specific
regions and target population.

With reference to these orientations, it is extrigmeecessary that selected
solutions and interventions for child survival have be adaptive to local
epidemiological contexts and situations in variausas in Viet Nam and to be based
on scientific evidences and experiences within tguand others. The plans need to
be highly realistic with detail targets, evaluatiodicators and enough resources for
completion the objectives.

Inter-sectional supervision and follow up have ioglemented following the plan
and based on the targets with the directive ofl lezalers.

CHAPTER VI. IMPLEMENTING SOLUTIONS

|. Social mobilization

Social mobilizationsolution for child survival should be promoted witie new and
important perception: it is not only the resporigipiof the Government and health
care sector but also the participation of the wismeiety in providing health care
services to children. The details are as follows:

1. Intersectoral collaboration:implementation of the CS Action Plan should
receive the involvement of different ministries a&ttors such as health care,
finance, planning and investment, culture and mftion, education and
training, labour-invalids-social affairs, etc.

2. Mobilizing the involvement of social organizationdaunions:the Fatherland
Front and affinity members play a very importanteran promoting and
sustaining all child care movements through diffierkinds of diversified,
practical and effective activities. Especially ttide of Women’s and Youth
Unions in delivering BCC activities directly to jgats and community people.
It is important to get involvement of the Committéer Ethnic Minority
Population in scaling up the coverage of prioritg terventions in rural and
mountainous areas.

3. Implementation of CS Action Plan should be givepprt in terms of policy
and regulations so that interventions can reachhenstand children across the
country. This is an extremely important solutiondamequires direct
organization and direction of the leadership frowmm Party and the authorities at
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different levels. At the same time, there shouldimelvement of relevant
ministries and sectors. Monitoring and evaluatioh implementation of
promulgated policies and legal documents are ssoled.

. Heath care sectoron the one hand should work out a collaborativeoagtlan

with relevant organizations and sectors in advarmcel on the other hand
should consolidate and improve quality of the MCifecdelivery network; and
diversify both private and public health care sersi especially those at
grassroots level and disadvantaged areas, and fstetdc and paediatric
emergency care, counselling, and referrals.

International cooperation continue to strengthen and expand international
cooperation; recommend stronger collaboration amdagors to converge
efforts to prioritized areas such as human resourpaediatrics, and provision
of equipments for paediatric emergency and newbara.

[l. Technical solutions

1.

Developing models and applying science and teclgyobppropriate for the
local circumstances in order to increase accegsdential CS interventions in
disadvantaged, mountainous and remote areas. Mbiddsbe considered the
first priority approach in order to reduce the degancy in health condition and
to create social equality in health care for alltimos and children in different
areas. The availability of health care services gnavide optimal access and
utilization to all mothers and children is the mhstreached objective.

Closely collaborating with other maternal healtlrec@rograms; developing
training materials; providing and strengtheningeefive use of essential
intervention packets for newborn at different lsvaind conducting training
courses to improve knowledge, practical skills fugalth staff aiming at
increasing quality of newborn care and treatment.

Developing the detail plans in order to strengthad ensure the sustainability
of paediatric network with the participation offéifent branches and sectors at
different levels: strengthening the organization péediatric facilities,
improving medical equipment, enhancing researchjnittg health staff.
Improving quality of care according to the continuwcare approach from
household to facility including safe referral.

Synchronically carrying out IMCI components inclogi care for infants
between 0-7 days of age.

Developing guidelines and training staff on M&E oontents relating to CS.
Integrating basic indicators into annual reportslifferent levels and MOH'’s
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Statistic Year book. Developing software packages MCH reporting
indicators from district level upwards.

lll. Financial solution

1. State budget: This is a long-term and stable budgeirce. Funding for
implementation of CS Action Plan should be inclugedhe national targeted
programs or ministerial level annual programs. Tiee health care policy for
children under 6 years old has a great supponthgact on the health sector in
obtaining a lot of achievements in child healthecdn the coming time, it is
necessary to concentrate investments prioritizegeta and for disadvantaged
areas.

2. International aid: even though it is not a long¥ieand stable source of fund, it
has made a very important contribution to practi@hievements in
intervention activities to improve mother and chhéalth in our country.
Mobilizing the international aid still plays a veiypportant role in supporting
implementation of activities in CS Action Plan lretcoming time.

3. Humanitarian funds: this is a modality that ne#ulde studied in order to
create favourable conditions for in-country andefgn individuals and
organizations to donate their contributions. Depeient of funds is to aim at
supporting extremely disadvantaged target group loeesp unexpected events
that are not sufficiently responded to such asstisaand calamities, etc.

4. Community funds: in each community, funds could bstablished to
immediately support the difficult cases that otherds have not yet been able
to support. This type of funds is important in gense that it contributes to
increasing the mutual concern and assistance, amsing the sense of
responsibility of the public in health care in gerleand child health care in
particular.

IV. Solutions for capacity-building in management, planning, monitoring,
supervision and scientific research

1. Leadership is of utmost importance in directing liempentation of CS Action
Plan. Experience gained from past decades is dviderthe decisive role of
leadership in achieving successes of CS intervesiti®uch CS interventions
should be included in the national socio-econoreietbpment agendas.

2. A national steering committee for CS action plamwut be established to
manage and coordinate planning and implementingrtsfffor CS. This
committee should be participated by programs andpadments,
Administrations, institutes related to MCH. Lead®efsrelevant units in the
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Steering Committee should be responsible for doatiohg activities among
programs in order to implement CS activities in ith@st effective manner.

3. Perfecting the mechanism for management and impi&atien of action plan.
At provincial level, establishment of an executsygstem vertically down to
district level for implementation of the Nationait@n plan should be made.
Improving capacity in implementation planning andaleation for staff at
different levels.

4. Perfecting the data collection system and repart@gadually applying IT in
medical record management and monitoring activitesducted in the
community

5. Strengthening supervision, supportive activitieoagdifferent levels of child
health care. Developing mechanism for integratgxksusion.

6. Conducting programme reviews to track progressntifje problems and
solutions, and recommend a way forward.

7. Enhancing scientific research activities, with w@atiien given to intervention
models appropriate to different levels, communidgéd interventional
research.

V. Solutions for Promoting family and community participation for child survival

1. The family and community play an important rolematernal and child care at
household and community levels. They are the fiestple who recognize child
ilinesses, provide initial home care practices, seek for medical assistances.
They should be given information on CS so that they able to actively
participate in identification of problems, plannimgerventions, implementing
and conducting M&E in their locality. Enhancemehosld be made on correct
family and community-based care which are apprépria targeted audience
and intervention locations both in terms of theteats and the communication
means.

2. It is also the role and responsibility of the famiind community to spread out
key family practices for CS including hygienic piiaes, clean water and
sanitation, and child injury prevention. Especiallypoor and disadvantaged
areas where access to health facilities is limigthge health volunteers and/or
village health workers should be empowered to deliselected CS
interventions to mothers and children in need. Tdas be achieved through
enforcement of relevant polices on community pgoréiton. The defined role
of village health workers (VHW) should be consolathby regulation so that
VHWSs would be entitled to deliver the relevant ma& and child care
practices in practice. In hard-to-reach-areas wheoess to health facilities is
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impossible, VHWs can provided management of chii@ymonia or home-
based delivery instead of commune health workérsid possible, instructions
should be given to women staff in IEC for healtithacertain topics such as
nutrition, hygiene, use of ORS for diarrhea chikdre

CHAPTER VII. CONTENTS OF WORK PLAN

Objective 1.To obtain universal coverage of essential childiisat interventions and

improve their availability and accessibility forilclien particularly in disadvantaged

socio-economic, remote and mountainous areas

Targets by the year 2015:

1.

Increase the rate of infants to be given breasifigedithin 1 hour after birth to
90%.

2. Increase the rate of infants less than 6 monthegef exclusively breastfed to
50%.

3. Increase the rate of infants between 6-9 mothgyefraceiving breast milk and
reasonable complimentary food to 85%.

4. Increase the rate of children between 6-59 monitlag® receiving vitamin A in
the past 6 months to 90%.

5. Increase the rate of 1 year old children to beyfulhccinated to 90%
(mountainous areas: 80%; delta areas: 95%).

6. Increase the rate of 1 year old children to be lesasaccinated to 95%
(mountainous areas: 90%; delta areas: 98%).

7. Increase the rate of pregnant mothers to be ftgnus vaccinated to 95%
(mountainous areas: 80%; delta areas: 98%).

8. Increase the rate of facility-based delivery to 9%®ountainous areas: 80%;
delta areas: 98%). Ensure the rate of 90% of hoased delivery to be
attended by health workers.

9. 80% of infants are given home care visit at leaseowithin the first week after
delivery.

Activities:

Maintaining and strengthening essential intervergtibor CS through national
MCH care programs and relevant projects that anectly available.

Identifying disadvantaged localities for prioritzenvestments and resources
and localities where MMR and NMR are high.
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- Enhancing the breastfeeding and reasonable comptageeeding promotion
activities through implementation of 2006-2010 Wa&l Plan of Action on
Child Feeding.

- Improving capacity and strengthening operationdlvaies of the Steering
Committee for Child Feeding and Breastfeeding ieorto enhance advocacy
for resource mobilization in implementing child ntibnal activities.

- Reviewing implementation of 2006-2010 National P@nAction on Child
Feeding and developing 2011-2015 work plan.

- Providing training and re-training on breastfeedilg Ob-Ped doctors,
midwives, nurses.

- Providing training to VHWSs on counseling, advocdoy pregnant women to
attend facility-based delivery, and implement efaémterventions for CS.

- Providing training to village midwives or VHWSs inauntainous and ethnic
minority areas to have knowledge on pregnancy mamagt, normal delivery,
newborn care.

- Designing appropriate models to deliver servicesltanothers and children
such as mobile service team for MCH, nutrition,craation at village/hamlet,
breast-milk support group at the community, etc.

Objective 2: To improve knowledge and practical skills of heatre workers at
different health facility levels and deliver semgcof essential newborn to community
in order to reduce neonatal morbidity and mortatktie

Targets by the year 2015:

1. 95% of health care workers responsible for delivengl newborn care at all
public health facility to be trained on essenti@wborn care, and basic
newborn resuscitation in line with NS.

2. 95% of medical universities/colleges and secondargdical schools provide
pre-services training on essential newborn care.

3. 50% of provincial hospitals have ward for newborarec with Kangaroo
method.

Activities:

- Finalizing and promulgating Guidelines on newboanecto be included in the
National Standards and Guidelines on Reproductadtih care.

- Providing training courses on newborn care in {n#h the National Standards
and Guidelines on Reproductive health covering Wiele country, with
priority given to the areas with high prevalencerafrtality rate.
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Updating the training curriculum on essential nemboare in line with the
National Standards and Guidelines on Reproductiealtih for Medical
Universities/colleges and secondary medical schools

Establishing training units on newborn care witmgaroo method and national
operational networking.

Developing models and guidelines for implementimgviborn care models in
hospitals at different levels. Piloting and scalipgmodels after approval.
Providing training courses to health workers afedént levels on newborn care
(aged between 0 — 7 days) integrated in IMCI praitoc

Developing and disseminating National manual on déwmased essential
newborn care to village health workers.

Running training courses for village health workers home-based newborn
care.

Objective 3: To consolidate pediatric network through improvedrastructure,
enhanced quality of child care and treatment umggroach model ofontinuum of

care from family to community to health facilities.

Targetsby the year 2015:

1.

95% of paediatric hospitals have adequate equipnemhan resource and
infrastructure to provide all specific servicespaediatric (including paediatric
surgery, and other disciplines such as ENT, ophtbklgy, dermatology, etc.)
and providing technical assistance to lower levels.

. 95% of provincial hospitals have pediatric departtainits with proportion of

in-patient beds for pediatric is at least 20% idolg separate pediatric
examination section, emergency care room and newdare unit.

90% of district hospitals have pediatric departmaoluding newborn unit; 95
% of health workers in pediatric/interpediatric dsrin provincial/district

health facilities correctly follow treatment protds as indicated in the
Guidelines for district level; 80% of the staff ithe district pediatric

examination clinic need to be trained in IMCI.

90% of children are referred from district hospitalhigher level hospital by
ambulance accompanied with health workers; 80 %ho$e health workers
must be trained on basic paediatric emergency cauding newborn

emergency care.

60% of communes have health care workers who amett on case
management of common childhood illnesses.

95% of communes in mountainous areas have villagdthh workers who are

trained on case management of common childhooesties.
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Activities:

Conducting baseline survey on pediatric care nékwiacluding organizational
structure, human resource, infrastructure and eggip.

Based on the survey findings, identifying priordayeas for consolidation
of the national pediatric care network.

Promulgating guiding documents on organizationalcstire, human resource,
infrastructure and equipment for the national peidigystem.

Holding workshops to guide the provincial level implementing the above
documents

Developing the manual for national standards om adrchildren between 1
month and 5 years of age, including the contenfsedfatric emergency care.
Providing training on National standards on chadecafter being approved.
Updating new contents into IMCI protocol: using tinew growth chart
including the use of zinc and ORS with low endosmsioate in treatment of
diarrhea.

Expanding implementation of IMCI in all medical uarsities and secondary
medical schools.

Continuing expansion of IMCI across the country.

Developing procedures for referral of pediatricigrats, including guidelines
for care, equipments, essential drugs, escortelthisaff, transport means.
Training to improve knowledge and skills on paetttaemergency care for
hospital staff involved in referral and staff inetlexisting emergency care
system.

Developing materials on home-based and commun#gdahild care as well
as implementing home-based maternal and child care.

Formulating and putting into use the home-basedemal and child health
records/profiles with nationwide coverage.

Objective 4: To increase community participation and awarenesgtold survival
and best key family practices for child survivaldaneonatal care at family and
community levels

Targetsby the year 2015:

1. 80% of communes in rural and mountainous areas haffecient IEC materials

and equipments for activities on maternal and dddlth care.

2. 80% of mothers and child care givers know key farpitactices and be able to
identify at least 2 danger signs of child ilinelsattneed to be brought immediately
to health facility.
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3. 95% of children between 0-59 months of age whodarcthoea to be treated with
ORT and 80% of them to be treated by zinc.

4. 90% of children between 0-59 months of age who wspected pneumonia to be
taken to health facility for treatment.

Activities:

Organizing workshops to guide provincial level danming.

Reviewing, updating and additionally developing |E@terials appropriate to
the conditions and culture of each region, esplgdia¢ ethnic minority areas.
Developing and distributing IEC materials on honasdd MCH care practices
focusing on information on care & management oflcclsiommon diseases,
especially diarrhea and acute respiratory infection

Integrating IEC contents on MCH care in the cuflsentvailable
communication activities in the community such #se“Safe Community”;
“The cultural and healthy village”, etc.

Collaborating with the mass media to launch comweation campaigns,
discussion fora on MCH, for instance, integratin@ M contents into the on-air
program “Health is Gold".

Collaborating with the child nutritional care pragrs to implement IEC
sessions on breastfeeding and complementary feedimgell as MCH care.
Expanding component 3 of IMCI Strategy: improvirgld care practice at the
family and the community.

Objective 5: To effectively implement policies, guidelines onalie care and
treatment of children.

Targetsby the year 2015:

1.

100% of localities, units implementing the plarréport their review of current
documents and propose amendments, adjustmentdaagets, objectives, or
priorities to be included in the Action Plan foettime to come.

100% of localities completing inclusion of priozéid targets, objectives of
Action Plan for Child survival into the Resolutiohthe People’s Council.
100% of relevant sectors, branches taking speatitons/measures to create
favourable conditions for the health sector overogndifficulties, especially in
terms of mechanism, funding and human resourcadbieving the objectives.
100% of units producing periodical reports evergnénths and every year on
the monitoring and evaluation of implementatiorpodmulgated documents.
100% of health facilities providing health care fduildren under 6 free of
charge in line with promulgated policy.
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6. 100% of provinces implement Directive No0.04/2003/BYT dated

10/10/2003 of the Health Minister on strengthemegvborn health care.

7. 100% of provinces have an activity for inspectidrihee implementing Decree

No0.21/2006/ND-CP dated 27/02/2006 of the Government on tradehif
nutritional products.

Activities:

Review and evaluation being conducted by leadergliffrent levels on
implementation of policies, legal documents relatetMCH.

Organizing workshop to guide all DOH, stakeholdezkated to child health
care across the country for planning.

At provincial level: Setting local prioritized tagts of MCH care submitted to
and approved by the local People’s Council whichb® included in the
provincial People’s Council resolution.

Review meeting being conducted by each health caaeility on
implementation of promulgated policies and documentdentifying
causes/problems and proposing solutions to thegmrsh

Child health care facilities submitting quarterlgports to DOH, Adm.MS,
MCH Dept. and HI Dept. on implementation of undecléld free medical
service policy.

Conducting intersectional monitoring and superysuisits in collaboration
among MOH, MOLISA and MOF.

Conducting monitoring and supervisory visits mabvincial level every 6
months.

Providing technical assistance by the leading halspin their implementation
of Directive No. 04.

Integrating the implementation of Directive No. 04to the supervision,
monitoring contents and scoring marks for the yeanhulation movement.
Evaluation of implementation of Directive No. 21daRevising and amending
Decree No. 21 and framework for handling violations

Training staff and developing M&E network for implentation of the decree.
Conducting IEC activities for health workers ande ttommunity on
implementation of Decree No. 21, on improper adsement of child feeding
products.

Training of staff specialized in planning at praosisd/district levels in
implementing CS Action Plan to reach target grougrsd with high
effectiveness.
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Objective 6: To improvemonitoring and evaluation system regarding impletautgon
progress in child survival at national and locakls.
Targes by the year 2015

1.

100% of provinces sending annual reports regarsidigators on CS essential
interventions, maternal and child mortality.

100% of health care workers who are responsibleM&E will be given
training in programming and M&E for CS activities.

100% of village health workers will be trained dretcontents of monitoring,
supervising, and reporting maternal and child niitytaases.

Activities:

Incorporating key indicators on CS into annualisti&tl report of MOH.
Conducting survey to assess implementation of @3vantion (every 2 years).
Strengthening the monitoring, reporting system tieda to existing MCH
indicators.

Based on the currently available M&E system, deuielg the M&E tools for
operational activities in the action plan for CS.

Conducting training on M&E tools at the central anchl levels.

Conduct programme reviews, studies, evaluatioonplaicts of interventions as
well as policies.

34



CHAPTER VIII. MANAGEMENT, EXECUTION AND IMPLEMENTAT  ION

Implementation of the Action Plan for Child surviva not only responsibility of
the health sector assigned by the Government Isot raélsponsibility of the relevant
ministries/sectors and organizations, Party’s etreelcommittees and authorities at
various levels as well as the community as a whdlee health sector should
implement professional, technical activities anayplits advisory role in giving
orientation of activities related to this Action aBl for child survival. Other
ministries/sectors, organizations should condutivides in order to ensure the basic
and essential reduction of risks negatively affegichild health and at the same time
promoting child health within their function ancka.

Policy orientations of the Action Plan are to reeldbhe risk factors, increasing
opportunities in accessing services of IEC, medicahsultation and treatment,
relevant social services, not only for the timengebut also for the future. This
orientation contains not only technical issues balso participation of
ministries/sectors, unions, Party’s executive cottges at various levels, civil
societies, community organizations, families, apdc#ically and directly — mothers
having children covered by the action plan.

|. Management and execution

1. Establishment of the Steering Committee

1.1. Establishing National Steering Committee foe National Action Plan to be
chaired by a MOH leader. Department of Maternal @hdd Health plays the standing
role. This National Steering Committee consists dlevant Departments,
Administrations within MOH. The tasks of the NatdrSteering Committee are to
direct, execute and collaborate with units, reléyangrams/projects to implement the
action plan. Support and guide the provincial level establish the steering
committees, the working groups at different lewelsmplement the work plan. Direct
and solve emerging problems during the course gldmentation. Advocate and
coordinate supportive resources for activitiestimegato the Action plan. During the
implementation process, the Steering Committee alalooration with relevant
ministries/sectors/branches coordinates inter-saictxtivities in order to achieve the
set objectives.

1.2 Establishing a Secretariat to support the BigeCommittee to coordinate
implementation of the Action Plan.

1.3 Establishing the Steering Committees at loeatls for implementation of CS
Action Plan under the guidance of the National @geCommittee. DOH leader is the
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Chair of the Committee while the committee membamrs leaders of the relevant
stakeholders.

2. Technical Assistance

Establishing a technical assistance group includirggitutes and specialized
hospitals: The National TB and Respiratory HospitdlHE, Institute of

Malaria, parasitology and Entomology (NIMPE), NINPH, NOGH.

Experts who are the group members play the advisole to the Steering
Committee in making technical decisions to actidlanpimplementation
activities.

3. Mechanism for collaborative implementation

Closely collaborating with available programs/potgerelating to child health
care, including the SM program, vertical programsdhild health care such as
Nutrition, EPI, IMCI, injury prevention, HIV/AIDS mevention, food hygiene
and safety, etc.

Method of collaboration: The Steering Committee viides guidance and
coordination of programs/projects to develop anmlahs in accordance with
the objectives of the National Plan of Action. bntating activities of the same
objective in order to increase the resource angceifeness of the operational
activities. During the implementation process, paogs/projects send
quarterly/annual reports to the Steering Commitizecuments, guidelines as
well as results of conferences/workshops relatinghtld health care should be
shared among the members of the Steering Comniteke experts in the
technical assistance group.

4. Responsibilities of the participating units

The MCH Department plays its role as a focal peantlevelop annual plan,
monitor and coordinate activities of the Actionmpl®rganizes meetings of the
Steering Committee and send periodical reports @HMeaders. Reports to the
SC and consults it whenever problems emerge dutimg course of
implementation.

Administration of Medical Services is responsibte fechnical issues of the
activities in the medical service system, collabora with MCH Dept. in
making decisions, guidelines on paediatric caretesatment.

The General Department of Preventive Medicine andirBnmental Health is
responsible for technical issues of the activitiesthe preventive medicine
system, collaborating with MCH Dept. in intervemtioactivities on
immunization, nutrition, child injury prevention.
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Relevant institutes, Hospitals, and units: Parétgpin the Steering Committee,
collaborating and supporting MCH Dept. to enhanue iategrate activities in
the area which is under their management into tttevides of the Child
Survival Action Plan

Il. Organization of implementation

1. For the period of 2009-2011
Specific tasks for this period are as follows:

Perfecting the execution unit: the National StegridGommittee, after its
establishment, exercises assigned tasks by dewglopnified objectives,
activities for piloting intervention models such I&C model, MCH care and
disease treatment model, intersectoral collabaratmodel, Ob-Paediatric
integration model. Support for provinces in estlbient of provincial Steering
Committee for directing activities within each prose should also be given.
The national committee should direct the immedaxd8vities such as human
resource development, training to be conducted freniral level down to local
level in order to ensure resources for activitrethe phase of nationwide scale-
up.

A mid-term review should be conducted at the enthisf period to review the
outputs, activities and objectives of the projelcawing experience and lessons
learnt or revising necessary contents for furtmeplementation in the next
periods.

2. For the period of 2012-2015

Main activities in this period are to scale-up impkentation of models
nationwide. The central level playing the role a¥ilgg technical assistance,
monitoring and evaluation of planned activitieslunled in the intersectoral
agreed plan.

Providing more investment to monitoring and supmorn. Apart from
monitoring provide by the Steering Committee, manmitg to be provided by
experts is also important. Periodical report shdaddmade every 6 months on
operation conducted by programs, sectors and agions.

At the end of this period, there should be an dieexiew of outcomes and
project objectives to draw experience for furth@plementation in the next
period.
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Annex 1. Matrix of detailed activities for Objectives in the Plan of Action

Objective Intervention activities In coordination with | Implementation
sectors/departments timeframe
and available programs

Objective 1 To obtain universal coverage of essential child/swl interventions and improve their availabiliyd accessibility
particularly in disadvantaged socio-economic, reenabhd mountainous areas

1. Increase the rate of infants to 1. Maintaining and strengthening esser

given breastfeeding within 1 ho interventions for CS through national MCH c| _ Programs: Y
after birth to 90%. programs and relevant projects that are curr{ Malnutrition prevention| ¥ €&y from
2. Increase the rate of infants | available. EPI, ARI, IMCI, Malarig

Control, safe  watg2009-2015
supply and hygieni
breastfed to 50%. prioritized investments and resources |environment, injury
3.Increase the rate of infaf localities where MMR and NMR are high.  |Preventio, PMTCT,

. . Child HIV prevention
between @ moths of ag 3. Enhancing the breastfeeding and reasor_\,~H Degt.

than 6 months of age exclusiv¢ 2. Identifying disadvantaged localities 1

receiving breast mik and complementary feeding promotion activit- NIN
reasonable complimentary food through implementation of 2008310 Nationg- Provincial DOH, RH(
85%. Plan of Action on Child Feeding. Center

Increase the rate of childri 4. Improving capacity and  strengthen

between &9 months of ag operational activitie of the Steering Committ

receiving vitamin A in the pa for Child Feeding and Breastfeeding in orde

6 months to 90%. enhance advocacy for resource mobilizatio

Increase the rate of 1 year implementing child nutritional activities.
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children to be fully vaccinate
to 90% (mountainous are:
80%:; delta areas: 95%).
Increase the rate of 1 year
be
to

measl¢
95¢

(mountainous areas: 90%; de

areas: 98%).

Increase the rate of pregn

children to

vaccinated

mothers to be fully tetant

to 95¢
(mountainous areas: 80%; de
areas: 98%).

8. Increase the rate of facili
based delivery to 95% (mountaing
areas: 80%; delta areas: 98%). En
the rate of 90% of homeasec
delivery to be attended by heg

vaccinated

workers.

9. 80% of infants are given ho
care visit at least once within the fi
week after delivery

ly-

. Reviewing

. Providing

. Providing training to VHWSs on counselir

. Providing training to village midwives or VHW

. Designing appropriate models to deliver serv|

implementation of 2008310
National Plan of Action on Child Feeding ¢
developing 2011-2015 work plan.

training
breastfeeding to OPed doctors, midwive

and r&aining  on

nurses.

advocacy for pregnant women to attend faci

based delivery, and implement essel

interventions for CS.

in mountainous and ethnic minority areas
have knowledge on pregnancy managen
normal delivery, newborn care.

to all mothers and children such a&sobile
service team for MCH, nutrition, vaccination
village/hamlet, breastilk support group at th
community, etc.

ity-
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Objective 2: To improve knowledge and practical skills of heattire workers at different health facility levelsdadeliver services

essential newborn to community in order to redumenatal morbidity and mortality rate

Targets by the year 2015:

o . o - MCH Dept.
1.95% of health care worke- Finalizing and promulgating guidelines on newl MM & NM reduction/ 2009 - 2015
responsible for delivery and newb¢care in NS for RHC Program
care at all public health facility to |- Providing training courses on newborn care in |~ SM Program _
ined tial newb ith the National Standards and Guidelines | internationa v ear
trained on essential newborn care, |wi e Nationa andards an uidelines organizations UNFPA, early
basc newborn resuscitation in lifReproductive health covering the whole ooy, with|\WWHO, UNICEF, SC
with NS priority given to the areas with high prevalence
mortality rate. 2009-2010
- Piloting and scalingpp newborn care models
different levels.
- Providing training courses to health workers 2009-2010
different levels on newborn care (aged between@ —
days) integrated in IMCI protocol
2. 95% of medica- Updating the training curriculum on esser- DST 2009 — 2010
: ities/coll q q newborn care in line with the National Standardd|- MCH Dept.
universities/colleges  and  second i jigelines on Reproductive health for Med|- Medical Uni/College

medical schools provide pservices
training on essential newborn care

Universities/colleges and secondary medical schoo

land secondary schools.
- DOH and provincial RH
Centers

International

organizations: UNFPA
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Pathfinder

- Developing and disseminating National manual_ pcH Dept 2010
home-based essential newborn care toagél healt DST
workers. )
- Running training courses for village health wos- National Ped hosj|- Yearly
on newborn care Children Hosp. |
- Ob/Gyn Hosp - DOH
- provincial RH Centers
3. 50% of provincial hospitals ha|Establishing training units on newborn care \,-MCH_Dept. 2009-2015
: . : - National Ped hos
ward for neviborn care with Kangarg Kangoroo method and national operational networklgg”dren Hosp. |

method

- Ob/Gyn Hosp., & Dii

Objective 3: To consolidate pediatric network through improwvefilastructure, enhanced quality of child care aadtment under approa

model ofcontinuum of care from family to community to héafacilities

Targetsby the year 2015:
1. 95% of paediatric hospitals have

adequate equipment, human resource

and infrastructure to provide all
specific services on paediatric
(including paediatric surgery, and
other disciplines such as ENT,
ophthalmology, dermatology, etc.) a
providing technical assistance to lov

- Conducting baseline survey on paediatric care
network, including organizational structure, human

[@)]

resource, infrastructure and equipment.
- Based on the survey findings, identifying prior
areas for consolidation of the national paediatri
care network

nd
ver

MCH Depit.
MOH Depts
Hospitals

levels

2009 - 2010
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2. 95% of provincial hospitals hal- Promulgating guiding documents on organizati(- Personnel Dept, DP|2010
pediatric  departments/units ~ w|structure, human resource, infrastructurend ®EC, MCH Dept., Adn
proportion of inpatient beds fgequipment for the national paediatric system MS, Legislation Dept. |-
pediatric is at least 20% includi{- Holding workshops to guide the provincial leve| MOH 2010-2011
separate pediatrickamination sectior implementing the above documents - IMCI program
emergency care room and newh- Developing the manual for national standards ae
care unit. of children between 1 month and 5 years of |- DOH in provinces 2011-2015
3. 90% of district hospitals hajincluding the contents of pediatric emergency care.
pediatric department includir - Providing training on National standards on cleéde
newborn unit; 95 % of health worke after being approved.
in pediatric/interpediatric wards |- Updating new contents into IMCI protocol: using
provincial/district health facilitie new growth chart including the use of zinc and (
correctly followtreatment protocols ¢ With low endosmosis rate in treatment of diarrhea
indicated in the Guidelines for distr- Expanding implementation of IMCI in all medig
level: 80% of the staff in the distriuniversities and secondary medical schools.
pediatric examination clinic need to|- Continuing expansion of IMCI across the country.
trained in IMCI.
4. 90% of children are referred from|- Developing procedures for referral of pedig- National PH
district hospital to higher level patients, including guidelines for care, equipmﬁ_cl\:ﬂhgﬂre[;]eHOSp'l 2009
- pt, Adm.MS +
hospital by ambulance accompaniegessential drugs, escorted health staff, transpeans |MOH
with health worker; 80 % of those |- Training to improve knowledge and skills 2009 - 2010

health workers must be trained on

paediatric emergency carer fhospital staff involved i
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basic paediatric emergency care,
including newborn emergency care.

referral and staff in the existing emergency cgstesn

5. 60% of communes have health ¢
workers who are trained on cé
management of common itdhood
illnesses

6. 95% of communes in mountainou

communitybased

Developing materials on

child

areas have village health workers who nationwide coverage

are trained on case management of

common childhood illnesses

hontmxsed an

care

well

implementing home-based maternal and child c:
- Formulating and putting into use the hobeesec
s maternal and child health records/profiles V

e,

- MCH Dept.
- Child Health
programs

car

Internationa
organizations: WHC
UNICEF, JAICA, Japa
Child support Fund

2009 - 2010

Objective 4: To increase community participation and awarenasshdd survival and best key family practices ¢bild survival and
neonatal care at family and community levels

Targetsby the year 2015:

1. 80% of communes in rural and
mountainous areas have sufficient |
materials and equipments for activit
on maternal and child health care.

2. 80% of mothers and child care
givers know key family practices an
be able to identify at least 2 danger

signs of child iliness that need to be

1. - Organizing workshops to guide proving

EC 2.
es

level on planning.

Reviewing, updating

and

additiona

developing IEC materials appropriate the

conditions and culture of each region, espec

the ethnic minority areas.

Developing and distributing IEC materials

homebased MCH care practices focusing

information on care & management of cf

common diseases, especially diarrhea and

- MCH Dept.
- Center for IEC in healt

(o d

- MCH Dept.

- Center for IEC in healt
- Pop. GD

- National PH

- IMCI office

2009-2010
N
2010
2010

2010
n

- Yearly
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brought immediately to health facility
3. 95% of children between 0-59
months of age who had diarrhoea tg
treated with ORT and 80% of them {
be treated by zinc.

4. 90% of children between 0-59
months of age who had suspected
pneumonia to be taken to health
facility for treatment.

(0]

. - Integrating IEC contents on MCH care in

. Collaborating with the mass media to lau

. Collaborating with the child nutritional c4g

. Expanding component 3 of IMCI Strate

respiratory infection.

currently available communication activities
the community such as “the Safe Communi
“The cultural and healthy village”, etc.

communicabn campaigns, discussion fora
MCH, for instance, integrating MCH conte
into the on-air program “Health is Gold”.

programs to implement IEC sessions
breastfeeding and complementary feeding

well as MCH care.

improving child care practice at the family &
the community

- GDPMEH
- Women’s/Youth unions
- DOH , Principal RH
center

>
- Yearly

Objective 5: To effectively implement policies, guidelines oralik care and treatment of children

Targetsby the year 2015:

1. 100% of localities, units
implementing the plan to report the
review of current documents and

propose amendments, adjustments,

- Review and evaluation being conducted by leade
different levels on implementation of policies, &
documents related to MCH

- MCH Dept.
- DOH, RHC CENTEFR
n the province
collaborate with relate
organizations, relate

- Yearly

civil society.
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and targets, objectives, or priorities
be included in the Action Plan for th
time to come.

e

2. 100% of localities completing - Organizing workshop to guide all DOH, stakehol¢” MCH Dept. - Yearly
inclusion of prioritized targets, related to child health care across the country: IHECS)H’ RH Center i
objectives of Action Plan for Child |planning collaboration with
survival into the Resolution of the |- Setting local prioritized targets of MCH care whio| P€ople’s Committee ar
, . . . o , related organization
People’s Council be included in the provincial People’s Coul related civil society in th
3. 100% of relevant sectors, branc|resolution. province.
taking specific actions/measures|- Training of staff specializedin planning &
create favourable conditions for {provincial/district levels in implementing CS Aati
health sector overcoming difficultie Plan
especially in terms of mechanis
funding and human resource
achieving the objectives.
4. 100% of units producing periodidal Review meeting being conducted by each health|- Health sector. - Yearly
. . . - - People’s Committee ar
reports every 6 months and every y facility on implementation of promulgated policiard relevant sectors
on the monitoring and evaluation ofdocumend, identifying causes/problems and propo
implementation of promulgated solutions to the problems.
documents
5. 100% of health facilities providir- Child health care facilities submitting quarteryports - AdmM.MS, MCH Dept. |- Yearly.

HI Dept.

- Extraordinary
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health care for children under 6 fi
of charge in line with promulgats

policy

to DOH, Adm.MS, MCH Dept. and HI Dept.
implementation of under 6 child free medical sex
policy.

- Conducting intersectional monitoring and supenmyi
visits in collaboration among MOH, MOLISA and M(
- Conducting monitoring and supervisory visits
provincial level every 6 months

- DOH collaboration witl
People’s Committee ar
related organization
related civil society |
the province

DF

upon requests

- Formulating “Guidelines for assessment of fagi

it National Ped hosp

6.100% of provinces implemeb d b el at diff levels” Children H I
L ased newborn care model at different levels - Children Hosp.
Directive N0.04/2003/CBYT dateq_ Providing technical assistance by the two lea - MCH Dept., Adm. MS 2009 — 2010
10/10/2003 of the Health Minister {hospitals: The National Paediatric Hospital |- DOH, Ped Hosp. Pe¢
strengthening newborn health care|Children’s hospital No. | in their implementatiorf\wards in Provincial hos
Directive No. 04 — Current project wit
- Integrating the implementation of Directive No.|relevant component
into the supervisio, monitoring contents and scoriMCH care 2009
marks for the yearly emulation movement. - International
organization: WHQ
UNICEF, SC/US
7. 100% of provinces have an acti\- Evaluation of implementation of Directive - MCH Dept. 2010
: : : : - : - IEC Center
for inspection of the implementir- Training staff and developing M&E network 1-Food safety Adm
Decree No0.21/2006M-CP date¢(implementation of the decree - MOH inspectorate 2009 - 2010
27/02/2006 of the Government |- Revising and amending Decree No. 21 and frame|~ WWomen's union
: " : I - Internationa
trade of child nutritional products. |for handling violations organization: WHq 2009
- Conducting IEC activities for health workers ahe| UNICEF 2009 - 2015

community on implementation ddecree No. 21, @

46




improper advertisement of child feeding products

Objective 6: To improvemonitoring and evaluation system regarding impletaigon progress in child survival at natio

nal aodal levels

Targes by the year 2015
1. Annual data and informati
regarding indicators on CS esser
interventions, and ch

both

maternal
mortality be availale at

provincial and national levels

2. 100% of health care workers w
are responsible for M&E will b
given training in pogramming an
M&E for CS activities

3. 100% of village health worke
will be trained on the contents
monitoring,

supervising, ar

reporting maternal and child mortal

cases

- Incorporating key indicators on CS into ann
statistical report of MOH
8. Conducting survey to assess implementatio
CS intervention (every 2 years).
9. Strengthening the monitoring, reporting sys
relating to existing MCH indicators
10.Based on the currently available M&E systs
developing the M&E tools for operatior
activities in the action plan for CS.
11.Conducting training on M&E tools at the cen

and local levels.

12.Conduct programme reviews, studies, eviadumea

of impacts of interventions as well as policies,

DPF

MCH Dept.,
MOH

- IMCI office, NIHE
- DOH, RH centers
Internationa
organization: WHQ
UNICEF, SC

2010

2011 va 2015
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Annex 2. Recommended Priority Areas for CS intervetions

No Group 1 Group 2 Group 3

1| Kon Tum Bic Giang Ha Nam
2 | Ha Giang Ha Tinh Can Tho
3| Cao Bing Thai Nguyén Binh Dwong
4 | bién Bién Binh binh Ba Ra Viing Tau
5| Lai Chau Binh Phroc Hai Phong
6 | Quang Tr An Giang Hai Duong
7 | Gia Lai Tra Vinh Thanh plé H6 Chi Minh
8| Yén Bai Sé6c Ting Pa Nang
9| Son La Phu Th Ha Noi

10 | Pic Néng Quang Ninh Thai Binh

11| Pha Yén Ninh Thuin Nambinh

12 | Tuyén Quang Ninh Binh bong Nai

13| Hoa Binh DPdng Thap Vinh Long

14| Lao Cai Vinh Phic Bac Liéu

15| Lang Sn Binh Thuin Hung Yén

16 | Thanh Hoéa Hau Giang

17 | Ngh¢ An Béc Ninh

18 | Quang Binh Thira Thién Hé

19 | Pic Lic Lambong

20| Bic Kan Long An

21| Quang Nam Bén Tre

22| Quang Ngai Kién Giang

23 Ca Mau

24 Tay Ninh

25 Tién Giang

26 Khanh Hoa

27

28

29

30

31
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Annex 3. Recommendations on interventions by regins

Region CS interventions
(Priorities are irbold)
Universal coverage of essential CS
interventions.
Group | IMR mean> 20 Introduction of new and combined
1 Stunting mean>32 vaccine.
Trained health workers attend delivery
and provide essential newborn care
Universal coverage of essential CS
interventions.
Introduction of new and combined
vaccine.
Group | IMR mean: 14-19 Institutional deliveries with
2 | Stunting mean: 22-31 comprehensive newborn care
Promotion of hygienic water and
sanitation.
Deworming of children 6-59 months an
pregnant women.
Universal coverage of essential CS
interventions.
Introduction of new and combined
vaccine.
Institutional deliveries with
Group | IMR mean: <14 comprehensive newborn care.
3 Stunting mean: <22 Promotion of hygienic water and

sanitation.

Deworming of children 6-59 months an
pregnant women.

Enhancing child injury/accident
prevention.
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Annex 4. Plan of Action Budget breakdown

Total budget

Unit: USD

Activities

Fundsl/year

Total

2009

2010

2011

2012

2013

2014

2015

Objective 1

Maintaining and strengthening essential
interventions for CS through national MG
care programs and relevant projects that
currently available. (*)

H
are

Identifying disadvantaged localities for
prioritized investments and resources an
localities where MMR and NMR are high

10,0

00

Developing, designing appropriate mode
to deliver services to all mothers and
children

Is

50,000

50,000

20,000

15,000

12,000

10,000

157,000

Providing training to VHWSs on counselin
advocacy for pregnant women to attend
facility-based delivery, and implement
essential interventions for CS

g,

630,000

630,000

630,000

630,000

630,000

630,000

630,000

4,410,000

Providing training to village midwives or
VHWSs in mountainous and ethnic minori
areas to have knowledge on pregnancy
management, normal delivery, newborn
care

y

320,000

300,000

300,000

300,000

300,000

300,000

300,000

2,120,000

Providing training and re-training on
breastfeeding to Ob-Ped doctors, midwiv
nurses

es,
90,000

120,000

90,000

80,000

80,000

800,000

800,000

2,060,000

Enhancing the breastfeeding and
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reasonable complementary feeding
promotion activities through
implementation of 2006-2010 National
Plan of Action on Child Feeding(**)

Improving capacity and strengthening
operational activities of the Steering
Committee for Child Feeding and
Breastfeeding (**)

Reviewing implementation of 2006-2010
National Plan of Action on Child Feeding
and developing 2011-2015 work plan

52,000

52,000

Objective 2

Finalizing and promulgating Guidelines 0
newborn care to be included in the Natio
Standards and Guidelines on Reproduct
health (dissemination workshop, printing

n
nal
ve

45,(

)00 50,000

45,000

800,000

800,000

800,000

800,000

3,340,000

Providing training courses on newborn ¢
in line with the National Standards and
Guidelines on Reproductive health
covering the whole country, with priority
given to the areas with high prevalence ¢
mortality rate

are

f

50,00

D

100,000

100,000

616,000

616,000

616,000

2,098,000

Piloting and scaling-up newborn care
models at different levels

100,0

D0 120,000

640,000

3,000,000

3,000,000

3,000,000

3,000,000

12,860,000

Providing training courses to health
workers at different levels on newborn cé
(aged between 0 — 7 days) integrated in
IMCI protocol

\re

100,000

150,000

150,000

456,000

460,000

465,000

458,000

2,239,000

Developing and disseminating National

L

manual on newborn care to village healtl

48,000

50,000

100,000

100,000

650,000

650,000

650,000

2,248,000
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workers.

Developing and disseminating National
manual on home-based essential newbo
care to village health workers.

m

640,0

00630,000

630,000

630,000

630,000

630,000

630,000

4,420,000

Updating the training curriculum on
essential newborn care in line with the
National Standards and Guidelines on
Reproductive health for Medical
Universities/colleges and secondary
medical schools

45,00

0

45,00(

Establishing training units on newborn ce
with Kangoroo method and national
operational networking

\re

60,000

60,00(

Objective 3

Conducting baseline survey on pediatric
care network, including organizational

structure, human resource, infrastructure
and equipment

55,00

0

55,00(

Based on the survey findings,
identifying priority areas for
consolidation of the national pediatric
care network

10,00

10,000

Promulgating guiding documents on

organizational structure, human resource

infrastructure and equipment for the
national pediatric system

30,0

30,000

Holding workshops to guide the provinciz
level in implementing the above docume

=

Nnts

40,000

40,000

Developing the manual for national

30,0

00 80,000

110,00(
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standards on care of children between 1
month and 5 years of age

Providing training on National standards
child care after being approved

on

50,000

100,000

100,000

900,000

900,000

2,050,000

Updating new contents into IMCI protoca
using the new growth chart including the
use of zinc and ORS with low endosmos
rate in treatment of diarrhea

S

20,0

00 50,000

50,000

120,00¢

Expanding implementation of IMCI in all
medical universities and secondary medi
schools

cal

25,000

50,000

30,000

30,000

30,000

30,000

30,000

225,000

Continuing expansion of IMCI across the
country

650,00(

650,000

650,000

650,000

650,000

650,000

650,000

4,550,000

Developing procedures for referral of
pediatric patients, including guidelines fo
care, equipments, essential drugs, escor
health staff, transport means

.
ted

50,000

100,000

650,000

640,000

640,000

640,000

640,000

3,360,000

Training to improve knowledge and skills
on paediatric emergency care for hospita
staff involved in referral and staff in the
existing emergency care system

1

50,(

D00 50,000

640,000

640,000

640,000

640,000

640,000

3,300,000

Developing materials on home-based an
community-based child care as well as
implementing home-based maternal and
child care

50,000

150,000

645,000

645,000

645,000

645,000

645,000

3,425,000

Formulating and putting into use the hom
based maternal and child health
records/profiles

1e-

50,00

0 200,000

640,000

640,000

640,000

640,000

640,000

3,450,000

Objective 4
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Organizing workshops to guide provincial
level on planning

315,00

0 315,000

315,000

945,000

Reviewing, updating and additionally

developing IEC materials appropriate to the

conditions and culture of each region,
especially the ethnic minority areas

50,000

100,000

150,000

300,000

)

Developing and distributing IEC material
on home-based MCH care practices
focusing on information on care &
management of child common diseases,
especially diarrhea and acute respiratory
infection

50,000

150,000

200,00(

Integrating IEC contents on MCH care in
the currently available communication
activities in the community such as “the
Safe Community”; “The cultural and
healthy village”, etc

150,00

0 150,000

150,000

150,000

150,000

150,000

150,000

1,050,000

Collaborating with the mass media to
launch communication campaigns,
discussion fora on MCH, for instance,
integrating MCH contents into the on-air
program “Health is Gold”

150,00

0 150,000

150,000

150,000

150,000

150,000

150,000

1,050,000

Collaborating with the child nutritional

care programs to implement IEC sessions

on breastfeeding and complementary
feeding as well as MCH care

150,000

150,000

150,000

150,000

150,000

150,000

150,000

1,050,000

Expanding component 3 of IMCI Strategy:

improving child care practice at the family
and the community

150,00

0 150,000

400,000

630,000

630,000

630,000

630,000

3,220,000
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o

Objective 5

o

Review and evaluation being conducted
leaders at different levels on
implementation of policies, legal
documents related to MCH

by

30,000

640,000

640,000

640,000

640,000

640,000

640,000

3,870,000

Organizing workshop to guide all DOH,
stakeholders related to child health care
across the country for planning

50,000

50,000

50,000

50,000

50,000

50,000

50,000

350,000

Setting local prioritized targets of MCH
care which to be included in the provinciz
People’s Council resolution

=

40,0(

D0 50,000

640,000

640,000

640,000

640,000

640,000

3,290,000

Review meeting being conducted by eac
health care facility on implementation of
promulgated policies and documents,
identifying causes/problems and proposi
solutions to the problems

>

ng

650,000

650,000

650,000

650,000

650,000

650,000

650,000

4,550,000

Child health care facilities submitting

quarterly reports to DOH, Adm.MS, MCH
Dept. and HI Dept. on implementation of
under 6 child free medical service policy

Conducting intersectional monitoring and
supervisory visits in collaboration among
MOH, MOLISA and MOF

250,00(

D 250,000

250,000

250,000

250,000

250,000

250,000

1,750,000

Conducting monitoring and supervisory
visits mat provincial level every 6 months

640,000

640,000

640,000

640,000

640,000

640,000

640,000

4,480,000

Formulating “Guidelines for assessment
facility-based newborn care model at

of

different levels”

50,00(

) 150,000

150,000

150,000

150,000

150,000

150,000

950,000
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Providing technical assistance by the two

leading hospitals: The National Paediatri
Hospital and Children’s hospital No. | in
their implementation of Directive No. 04

O

50,000

50,000

50,000

50,000

50,000

50,000

50,000

350,000

Integrating the implementation of Directiv
No. 04 into the supervision, monitoring
contents and scoring marks for the yearl
emulation movement

e

Evaluation of implementation of Directive
No. 21

80,000

80,000

80,000

240,000

Training staff and developing M&E
network for implementation of the decree

50,000

50,000

50,000

650,000

650,000

650,000

650,000

2,750,000

Revising and amending Decree No. 21 a
framework for handling violations

nd

80,0(¢

)0 20,000

100,00(

Conducting IEC activities for health
workers and the community on
implementation of Decree No. 21, on
improper advertisement of child feeding
products

50,00(

) 50,000

50,000

50,000

50,000

50,000

50,000

350,000

Training of staff specialized in planning a
provincial/district levels in implementing
CS Action Plan

(736 prov./district staff , 30 persons/cour
x 25 courses, 3 days/course)

~—+

155,

D0A.25,000

125,000

125,000

125,000

125,000

125,000

905,000

Objective 6

Incorporating key indicators on CS into
annual statistical report of MOH

30,000

30,00(

Conducting survey to assess

80,(

D00

80,000

80,000

240,000

56



implementation of CS intervention (every
two years)

Strengthening the monitoring, reporting

system relating to existing MCH indicators 60,000 60,000 60,000 60,000 60,000 60,000 60,000 420,000
Based on the currently available M&E

system, developing the M&E tools for

operational activities in the action plan for

CS 20,000/ 20,000 20,000 20,000 20,000 20,000 20,000, 140,000
Conducting training on M&E tools at the

central and local levels 60,000/ 60,000, 300,000, 300,000/ 300,000 300,000 300,000 1,620,000
Conduct studies, evaluation of impacts of

interventions as well as policies 90,000 90,000 180,000
Total 6,163,000 7,722,000 11,140,000 15,286,000 15,878,000 17,481,000 17,554,000 91,224,000
(*) Funding is allocated by programs/projects

(**) Funding is from Action plan on Child
feeding
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