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Abstract 

VIE022 project "Promoting the rights of poor and disadvantaged OP in Vietnam" was implemented from 2009 to 2014 in four provinces in the North Central including Thanh Hoa, Nghe An, Ha Tinh and Quang Binh with the support of Atlantic Philanthropies (AP). Vietnam Women's Union (VWU) played a role as governing unit and a unit that directly implemented the project. Vietnam Association of the Elderly (VAE) and Center for Ageing Support and Community Development (CASCD) were partners that had responsibility for implementing activities in Thanh Hoa and Nghe An. The HelpAge International (HAI) plays a role as technical assistance for the project.

The purpose of the project is to improve the life quality for the poor and disadvantaged OP in Vietnam. The specific objectives of the project are: i) To improve capacity for 320 Intergenerational Self-help Clubs (ISHCs), partners and local authorities to implement the coordinated programs/​​projects in order to integrate OP issues into policies and programs/projects; ii) To promote approach to community-based self-help, and to do advocacy to alleviate poverty, improve OP’s health and enhance their voice and their communities; iii) To provide data on OP and specific information on the impact of the programs/projects and policies related to OP in order to improve efficiency of policies’ impact. To achieve the proposed objectives, the project focused on implementing 6 activities groups: i) capacity building ; ii) poverty alleviation; iii) health care; iv) advocacy; v) community support ; vi) rights and benefits. These activities were carried out principally through ISHC model.

Final assessment of project was fulfilled to evaluate the results of the project in accordance with the proposed objectives and to consider the strengths, weaknesses and lessons learned during implementation. Then recommendations would be proposed, and evidence would be provided for policy makers to develop policies and programs in order to promote and enhance the role of OP in the future.

VWU selected Institute of Social and Medical Studies (ISMS) as independent unit to conduct a final evaluation of Project VIE022 with 3 specific goals: 1) Evaluation of the project results achieved under the "Framework for tracking/monitoring & evaluation”, and review of: i) capacity building for project partners from the central level to commune level (VWU, VAE, clubs, etc.); ii) The impact of ISHC model to life improvement of OP (livelihoods, health, empowerment), to integration of OP’s issues into policies and programs/projects; iii) The update and use of database for dissemination, advocacy and implement of in-depth studies about OP; iv) Setting up and maintaining the activities in network in order to develop policies and programs/projects to meet the needs and rights of OP; 2) Evaluation of the effectiveness, sustainability of “ISHC model”. Recognizing the advantages and difficulties during implementation (human resources, finance, etc.); participation and contribution of local authorities, community leaders and policy makers; the ability to combine the model’s activities with the national program; 3) Provision of lessons learned and recommendations for the maintenance and replication of project results. The Assessment was conducted in 16 communes of eight districts in for project provinces including Thanh Hoa, Nghe An, Ha Tinh and Quang Binh during the period from December 2013 to January 2014.

The data collected in the Assessment included: (i) secondary data through the review of available literature; (ii) primary data through surveys conducted in the field. In the field, the quantitative information was collected through personal interviews according to pre-designed questionnaire and the qualitative information was collected through in-depth interviews or group discussions. 

A quantitative study was conducted on two groups: i) community group including members or non-members of ISHCs; ii) Executive Board members of ISHC. Total sample quantitative research in 4 provinces were 966 OP (who are 646 members of ISHC and 320 non-members of ISHC). Quantitative questionnaire for OP was divided into 8 sections including: a) Personal information and households information; b) Occupation, income and other assistance for OP in daily life; c) Access to the project activities; d) Health status and access to health care services; e) Knowledge of OP about   prevention from non-communicable diseases; f) Understanding of the rights of OP; g) Satisfaction with the activities of the club (only for club members).

A qualitative study was conducted to collect qualitative information that contributed to illustrations and confirms for the results of quantitative study. The research team conducted eight focus group discussions, 45 in-depth interviews with target groups at central, provincial and district levels. At the commune level, the research team used qualitative data from in-depth study "The sustainability of the ISHC model: Findings from qualitative survey results" which was also conducted by ISMS and VWU. The contents of qualitative study focused on: i) the effectiveness of the project to the VWU as well as to partner agencies to improve staff capacity and organizational capacity; ii) the participation and contribution of all agencies, organizations and local authorities in maintaining the sustainability of the model and in advocacy for policies related to OP at the local. The identification from the beneficiaries of the project was used from the in-depth study "The sustainability of the ISHC model: Findings from qualitative survey results".
Through the evaluation, the project obtained the following achievements: 

The results obtained under the "project framework for tracking/monitoring & evaluation" 

Twenty-eight of the 36 indicators, which measures six medium-term results (outcome), gained proposed objectives in the Framework for tracking/monitoring and evaluation. In which, all indicators under Outcome 1, which is improved clubs’ capacity for developing, implementing and maintaining the intervention programs/​projects to meet the needs of poor and disadvantaged OP, and Outcome 2, which is the livelihood activities for poor and disadvantaged OP, their families and their communities, not only were achieved but also surpassed the proposed target. 

Besides, three indicators were not achieved under the framework for tracking/monitoring: 80% of the club members got health insurance cards, 80% of the club’s OP got health examination every 6 months, 50% of the club members said that their health condition was improved more than last year.  Five indicators were not evaluated due to lack of information.

The specific results of the project’s impact 
1. Capacity building for project partners from central to commune levels 

· Central level: The project contributed to change the perceptions of the project partners on the issue of OP, their needs and their role, and to improve the capacity of staff who directly involved in the project as well as vertical system of project partners such as VWU, VAE, and the Red Cross.

· Provincial/district level: The training activities and monitoring support of the project enhanced the capacity of the project staff at provincial/district level in managing, organizing and directing activities. The project not only trained project staff about the knowledge and skills to carry out activities but also helped them feel more confident, how to plan and to contribute advice to the authorities. 

· Commune level: MB of club was not only received comprehensive knowledge related to the club as the planning and management of the club, but also improved their skills of negotiation and mobilization from local resources. Most MB members in the intervention communes responded that they felt very confident to manage and the clubs’ operation at present as well as later when the project ended.

2. Impact of the "Intergenerational Self-help Club "

· Improved economic conditions of club members and their families: Results of the final assessment indicates that the project activities, which supported to generate income, such as loan for production, training, technical support, helped club members to improve their economic conditions and economic contribution to their households. Among the members, who were supported to get loans, 75.6% said their income increased from 30% or more and 98.9% had contribution to their households’ economy.

· Strengthened community support activities: In addition to improve their own lives, club members participated in the club as well as in community activities with higher rate than non-club members, especially, in activities that supported community as 'Environmental Cleaning’, 'Supporting people with difficult circumstances'. In addition to personal participation in community activities, approximately 50% of the club members participated in self-help groups at local.

· Strengthened the health care of club members:

· Increased the access to health services by members of the club: The comparative results between the intervention group (club member) and control group (non-club members) showed that the percentage of club members who had access to the communication activities and health counseling was significantly higher than those who are non-club members. Specifically, the proportion of people receiving direct health counseling and percentage of participation in the health communication in the intervention group were respectively 76.5% and 86.5%, while these rates in the control group were respectively 38.8% and only 38.1%. Similarly, the percentage of a periodic health examination at least 1 time in the past year in the control group was half of that in the intervention group (35.3% versus 75.7%). Among the group who received periodic health examinations within the past 12 months, in the intervention group the percentage of OP, who had at least 2 times of health examination, was higher than that in the control group (92.2% versus 80.5%). Hence, the club members not only received regular health examinations but also had higher frequency of the periodic medical examination than OP who are not club members.

· Improved the health status of club members: Only about 50% of OP who participated in the assessment said that their health were normal, good, or very good. However, when comparing to the results of self-assessment on their current health status compared with one year ago between the intervention and control groups, it was big difference. The percentage of club members, who had better health than last year, was many times higher than the OP who was non-club members (26.3% versus 5.9%).

· Advanced knowledge on prevention of common non-communicable diseases: OP in the intervention group had more general knowledge about symptoms or prevention from some non-communicable diseases such as hypertension, cerebral vascular accident/stroke, depression, osteoarthritis and diabetes than OP in the control group. For example, the proportion of OP in the intervention group, who knew to prevent from hypertension, was 91.9%, while that in the control group was much lower (only 74.6%); or in the two groups, the proportion of OP, who knew at least one prevention method to treat diabetes, respectively were 76.6% and 93.6%.

· Enhanced understanding of the rights of OP: The results of comparison showed that the proportion of club members, who knew about the rights of OP, in the intervention group was higher than that in the control group. For example, the percentage of OP in the intervention group knowing about the right to a periodic health examination almost doubled than that in the control group (85% versus 47.8%). It was similar to the remaining rights. The club members knew averagely about 10 rights or services, that was significantly higher than those who were non-club members knowing about 7 rights or services.

· Strengthened the capacity of local authorities and community-based organizations in developing programs/projects for the OP and the ability to bind to the State programs/projects: The perceptions of the local authorities and organizations, department of OP were changed; the ability and contribution of OP were recognized in the community. From this perception change, the activities of OP also received the support of local leaders/authorities through policy priorities and budget support, health care for OP held by commune health centers.

· Developed and used database systems of economic, social, demographic features and health status of OP: The project successfully developed a relatively comprehensive and reliable database of OP in Vietnam through the Vietnam Aging Survey in 2011 conducted in 12 provinces. This data was updated and shared on project’s website and used by project partners, organizations and individuals as a basis for implementing the thematic depth research, as well as an evidence to develop plans and proposals for funding and advocacy.

3. Sustainability of ISHC
· Sustainable policies: The project successfully advocated the introduction of a ISHC model as one target in the National Action Plan on Aging in Vietnam for the period 2012-2020, which is ‘in 2015 at least 1,500 clubs will be founded across the country; at least 15% of communes, wards and townships will have ISHCs or other models that care and promote the role of OP; and in 2020 at least 5,000 clubs will be founded in at least 50% of the communes'. The quota of well-established ISHC was shown in the action plan at the provincial and district levels. The club's activities combined very closely with all levels of government, unions to contribute to improve the sustainability of ISHCs and the ability to connect ISHC  with departments and other local unions.

· Sustainability of Human Resource: From the central to grassroots, the capacity of MB of clubs was evaluated if they were capable of management and maintenance. The results of interviews with club’s MB through self-assessment forms showed that 95% of MB members answering confidently/very confidently that they could manage the club after the project ended. 

· Organizational Sustainability: Organization of Club’s MB was considered consistent with the role and activities of the club and can be maintained. Vertical system of project partners also contributed to enhance the sustainability of the organization of the club model.

· Financial sustainability: the sustainability of the club activities after the project finished was assessed; the project partners from the central to grassroots levels agreed that the club had enough funding to maintain the activities. In addition to initial funding from project, all current club had other fundraising activities such as interest income from lending funds, fund from club members,  membership fees, calling for support from enterprises,  mass organizations and local authorities  for the Charity Social Fund of Golden Heart, .

4. The lessons learned

· Capacity building - project not only chose appropriate staff but also focused on capacity building, including training and technical support after training through support and monitoring activities.

· Policy advocacy – the experiences showed that conferences and seminars on issues of OP with the participation of policy makers, representatives of ministries and mass media agencies should be organized. 

· Model replication – the experiences from project showed that to replicate the model, the model need to be improved further for the operational content, while operating costs should be reduced.
I. INTRODUCTION
1. Project VIE022
Based on the success of the community-based self-help model conducted by VWU, VAE, CASCD and HAI, the VWU, along with its partners proposed the Project VIE022 "Promoting the rights of poor and disadvantaged OP in Vietnam". Atlantic Philanthropies approved the project in September 2009 with period of 2009-2014 as execution time. VWU was both a project-governing unit and a direct implementation unit of the project in Ha Tinh and Quang Binh provinces. VAE and CASCD were partners having responsible for deploying the project in Thanh Hoa and Nghe An provinces; HAI provided technical support for the project.
The project was implemented in four North-Central provinces including Thanh Hoa, Nghe An, Ha Tinh and Quang Binh. The selected provinces were based on the criteria in the higher proportion of OP and the higher percentage of OP living below the poverty level than the national average rate and the percentage of OP received low social benefits. 

The purpose of the project was to improve the quality of poor and disadvantaged OP’s lives in Vietnam through the achievement of three specific outcomes, such as:

· Improved capacity for 320 ISHCs, partners and local authorities to implement the coordinated programs/​​projects for integrating the issues of OP into policies and programs/projects;

· Promoted the approach of community-based self-help and coordinated for advocacy to eradicate poverty, improve health status and enhance the voice of OP and their communities; 

· Provided data on OP and specific information on the impact of the programs/projects and policies related to OP in order to improve efficiency of policies’ impacts.

To achieve these results, the project focused on implementing six groups of activities: 1) capacity building; 2) alleviation of poverty; 3) health care; 4) advocacy; 5) community support; 6) rights and benefits. These activities were conducted primarily through ISHC.

ISHC is a self-managed and self-help organization with community-based intergenerational members to contribute to improve and enhance the quality of OP’s lives. Each club has 50 to 70 members, of which about 70% are OP aged 55 years and older, 70% are women, 70% are poor, near poor, with difficult circumstances, 30% are prosperous. Club implemented activities for caring, improving lives and promoting the role of OP, including Income generating; Self-care and Tai Chi exercises; Health care and access to health insurance; Rights and benefits protection; Self-help; Social activities and cultural arts; Caring at home by volunteers; Gender and Aging; Governance and development; Disaster prevention activities. 
To implement these activities, each club usually had 4-5 specialized groups/teams including Arts teams, group for income generating, volunteer team, group for loans and Gymnastics group. Each club had monthly activities and organized various activities during the month.

2. Final Assessment of Project VIE022 

2.1 Objectives

Final assessment of project was fulfilled to evaluate the results of the project in accordance with the proposed objectives and to consider the strengths, weaknesses and lessons learned during implementation. Then recommendations would be proposed, and evidence would be provided for policy makers to develop policies and programs in order to promote and enhance the role of OP in the future.
VWU selected Institute of Social and Medical Studies (ISMS) as independent unit to conduct a final evaluation of Project VIE022 with 3 specific goals: 
1) Evaluation of the project results achieved under the "Framework for tracking/monitoring & evaluation”, and review of: i) capacity building for project partners from the central level to commune level (VWU, VAE, clubs, etc.); ii) The impact of ISHC model to life improvement of OP (livelihoods, health, empowerment), to integration of OP’s issues into policies and programs/projects; iii) The update and use of database for dissemination, advocacy and implement of in-depth studies about OP; iv) Setting up and maintaining the activities in network in order to develop policies and programs/projects to meet the needs and rights of OP;
2) Evaluation of the effectiveness, sustainability of “ISHC model”. Recognizing the advantages and difficulties during implementation (human resources, finance, etc.); participation and contribution of local authorities, community leaders and policy makers; the ability to combine the model’s activities with the national program;  

3) Provision of lessons learned and recommendations for the maintenance and replication of project results. 

The assessment was conducted in 16 communes of eight districts in for project provinces including Thanh Hoa, Nghe An, Ha Tinh and Quang Binh during the period from December 2013 to January 2014.

2.2 Methodology 

The collected data in the Assessment included: (i) secondary data through the review of available literature; (ii) primary data through surveys conducted in the field. 

2.2.1 Review of available literature 

The reviewed documents including: 

· Project documents; 

· Quarterly, semi-annual and annual reports of operating activities; 

· The documentation and communication materials developed and issued by  project; 

· The directives, policies and intervention programs for OP, that were issued and implemented in the framework of the project or impacted by the project;

2.2.2 Field Investigation 

In the field, the quantitative information was collected through personal interviews according to pre-designed questionnaire and the qualitative information was collected through in-depth interviews or group discussions. 

2.2.2.1 Sample size
a. Quantitative samples 
A quantitative study was conducted on two groups: i) community group including members or non-members of ISHCs; ii) Executive Board members of ISHC. 

For community groups, because of lack information and data from the initial assessment before interventions of project, the research team decided to use a method of sample size calculation by comparison of the ratio between the intervention group (Club members who had access to project activities) and the control group (the non-club members who had no access to the project activities) at the time of the final assessment. The Fleiss formula was applied for sample size calculation (Fleiss, Statistical Methods for Rates and Proportions, formulas 3.18&3.19). (Sample size calculation method was detailed in Annex 1).

Total sample quantitative research in 4 provinces were 966 OP, who are 640 members of ISHC (in the intervention group) and 320 non-members of ISHC (in the control group). 
The participants in the assessment were selected by systematic random sampling method through the following process: 

In each province, two intervention districts were randomly chosen, in which one district had average rate of poverty and one district had high rate of poverty (according to statistics from GSO 2013).

In each intervention district, two intervention communes were selected randomly on the basis of geographical conditions as well as social-economic characteristics of the commune, which represented for the district. In four provinces, 16 intervention communes were selected to final assessment of project. Initially, four communes in selected list of 16 communes were: Hoang Phuc commune (Hoang Hoa district - Thanh Hoa), Nghi Cong Nam commune (Nghi Loc district - Nghe An), Hong Thuy commune (Le Thuy district - Quang Binh), Quang Lien (Quang Trach district - Quang Binh). However,  in the process of implementation, due to some objective conditions at local, the above four communes were proposed by project officials to change into other four communes, including Hoang Thinh (Thanh Hoa), Phuong Nghi (Nghe An), Cam Thuy and Quang Tan (Quang Binh) and Xuan Thanh (Ha Tinh). Table 1 presents the list of selected districts and communes that participated in the assessment.

Table 1: List of survey sites of final assessment of the project

	Provinces
	Districts
	Communes
	Provinces
	Districts
	Communes

	Thanh Hoa
	Trieu Sơn
	Dan Quyen
	Nghe An
	Nghi Loc
	Nghi Phuong

	
	
	Khuyen Nong
	
	
	Nghi Hung

	
	Hoang Hoa
	Hoang Thinh
	
	Thanh Chuong
	Thanh Ngoc

	
	
	Hoằng Tiến
	
	
	Vo Liet

	Ha Tinh
	Ky Anh


	Ky Hai
	Quang Binh
	Le Thuy
	Duong Thuy

	
	
	Ky Tay
	
	
	Cam Thuy

	
	Nghi Xuan
	Xuan Lien
	
	Quang Trach
	Phu Hoa

	
	
	Xuan Thanh
	
	
	Quang Tan


At every intervention commune, two lists of participants were developed: i) a list of all ISHC members aged 50 years and older in the commune (intervention group); ii) a list of people, who were not  ISHC members as well as yet participated any activities of ISHC, aged 50 years and older (control group). In this assessment,  only people, who aged 50 years and older, were selected because of the following reasons: i) the objective of final assessment was to assess the impact of ISHC model to improvement and enhancement of the quality of OP’s lives; hence the younger group (<50 years old) were not chosen; ii) because of lack data from initial assessment of the project , the OP aged 50 years and older were chosen  in order to compare the final impact indicators of the project with the results of the Vietnam Aging Survey (VNAS) in 11 provinces in 2011.

In intervention communes, a list of ISHC members was developed. Subjects for the intervention group were randomly selected from this list. Because there were many non-members, who aged 50 years and older in each commune (many communes had more than a thousand people) and in conditions of limited time and resources at the local, the ISHC non-members aged 50 years and older were decided to be listed in some villages. These villages had no club activity and their social and economic characteristics, as assessment from club’s MB, were similar to the villages of the intervention group. The control group was randomly selected from this list.

After the two lists were developed in each commune, a list of OP who were ISHC members and a list of people, who were not ISHC members in every province.  From these two lists, 160 OP, who were ISHC members, were selected randomly for the intervention group and 80 OP, who were ISHC non-members, were selected for the control groups in the province to participate in the final assessment of the project. Thus, there were 240 participants in each province, and 960 participants in 4 provinces. In the process of assessment implementation in community, in the selected list, many OP, who were not at home at the time of assessment or had inability to respond the interview, were replaced by others in the list of backup samples. The research team also actively interviewed some OP in many areas to avoid the shortage of samples, so the total number of samples studied in 4 provinces were 966 OP (of which, 646 were ISHC members, 320 people were ISHC non-members).
Table 2: Summary of quantitative sample size of final assessment of Project VIE022 

	
	MB members
	Non-club members

	Thanh Hoa
	38
	246

	Nghe An
	36
	240

	Ha Tinh
	45
	240

	Quang Binh
	39
	240

	Total
	158
	966


Table 2 presents the number of club’s MB members participating in the final project assessment. The club’s MB members in 16 project communes (maximum five members) were provided the self-completed questionnaires in order to collect information related to skills of club management and implementation of clubs’ activities. Particularly in Le Thuy district (Quang Binh), there was one project commune having three active clubs of which all MB members were provided the self-completed forms.
b. Qualitative samples 
To collect qualitative information to contribute to illustrations and more confirmations for the results from the quantitative evaluation, the focus group discussions (FGDs) and in-depth interviews (PSV) were conducted with following target groups: 
Central level: Five IDIs were conducted with representatives of the Central Project Management Unit (PMU) and project partners such as the VWU, VAE, VAE and HAI.

Provincial level: In each province, four IDIs were conducted with representatives of Provincial PMU, the project partners such as Women's Union (WU), Association of the Elderly, Vietnam Fatherland Front (VFF) and the Division of Labour, Invalids and Social Affairs. Six-teen interviews were conducted in four provinces.

District level: In each district, besides three IDIs with representatives of District PMU and partners such as WU, Association of the Elderly and Department of MOLISA ,  FGDs were conducted with representatives of mass organizations at the district level, such as Association of the Elderly, WU, Division of Labour, Invalids and Social Affairs, VFF, District Health Center. Twenty-four IDIs and eight FGDs were conducted in eight districts of four provinces (Table 3).

Table 3: Summary of qualitative samples of the final assessment of Project VIE022

	
	Provinces/Central
	District

	
	IDIs
	FGDs
	IDIs

	Central level
	5
	-
	-

	Thanh Hoa
	4
	2
	6

	Ha Tinh
	4
	2
	6

	Nghe An
	4
	2
	6

	Quang Binh
	4
	2
	6

	Total
	21
	8
	24


Commune level: in order to maximize resources and avoid duplication of information and research participants, the research team decided to use the information gathered from IDIs and FGDs with representatives of ISHC members, MB of ISHC, representatives of local authorities such as head of village and the People's Committee (PPC) officials who were specialized for issues of labour, invalids and social affairs in the in-depth research "The sustainability of the ISHC model: Findings from qualitative survey results", which were conducted by ISMS and VWU.
2.2.2.2 Data collection tools 
a. Quantitative questionnaires: The self-completed questionnaires for MB members of ISHC and questionnaire for interviews with OP were developed on the basis of the objectives of the final assessment in order to ensure that the indicators outlined in the "Framework for monitoring and tracking based on results of the project" were collected. The questions used in the assessment with reference to the Vietnam Aging Survey (VAS), the baseline study of OP in Hai Duong and Ben Tre provinces from the United Nations Population Fund (UNFPA), as well as to several other studies of OP.

The self-completed questionnaires for MB of clubs collected general information of MB members, his/her management capacity and the organizational capacity of the club. 

The questionnaires for interviewing community groups were divided into 8 sections including: a) Personal information and households information; b) Occupation, income and other assistance for OP in daily life; c) Access to the project activities; d) Health status and access to health care services; e) Knowledge of OP about prevention from non-communicable diseases; f) Understanding of the rights of OP; g) Satisfaction with the activities of the club (only for club members).
b. Qualitative data collection toolkits : The guide for IDIs and FGDs were designed for 4 different groups (project officials of PMU at central and provincial/district levels; MB of ISHC; policy group of Department of MOLISA, Division of Labour, Invalids and Social Affairs, Commune People Committee, the community groups, such as District Health Center, Commune Health Center, head of village). The interviews focused on evaluating two major goals: i) the effectiveness of the project to the VWU as well as to partner agencies to improve staff capacity and organizational capacity; ii) the participation and contribution of all agencies, organizations and local authorities in maintaining the sustainability of the model and in advocacy for policies related to OP at the local. The information from the beneficiaries of the project was used from the in-depth study "The sustainability of the ISHC model: Findings from qualitative survey results", which was also implemented by ISMS.

2.2.2.3 Data collection and quality monitoring 
The data collection process of the assessment was carried out according to ‘Standards for data collection and organization in the field’ produced by ISMS. A detail of the data collection process is presented in Annex 2. 

A principal investigator, team leaders and supervisors to ensure the quality of collected data always monitored the data collection process of assessment.
2.2.2.4 Data management and analysis 
a. Quantitative information
Before data entry, all questionnaires were transported to ISMS office to be checked and ensured that all information was fulfilled. All information in questionnaires was entered twice by two different groups with Epidata 3.1 software. Data was cleaned, verified about logic and consistency. Then, it was transferred to STATA 12.0 format for analysis.  The analysis content included:
· Analysis of description and analysis of dual variables, including the appropriate statistical tests to analyze the dual variables, correlation analysis and/or between the key variables/determinants; 

· Comparison of key indicators between the intervention group and the control group.
b. Qualitative information 
ISMS researchers heard the recordings collected in the field to synthesize excerpts and main information following a code table developed according to the objectives and topic of the assessment. 

After hearing and synthesizing all recordings, the research team synthesized information and analyzed according to the contents and topic of the assessment. 
Details of the management and analysis of data are presented in Annex 2
2.2.2.5 Ethics in research
All interviewees were informed that they had the right to withdraw from the interviews at any time without any effects. After interviews, the quantitative interviewees received an allowance for their participation in interview of 40,000 dong, participants of IDIs received 80,000 dong, participants of FGDs received 50,000 dong. The identities of the research participants were encrypted, the questionnaires and the analysis of the data were confidential. The participants were asked and they agreed the consents to participate in the research before the interviews. The interviews were conducted in private to ensure confidentiality and privacy. Completed questionnaires were kept in the private storage and only researchers having authorization can access.

2.2.2.6 General information about the survey samples 
Figure 1: General Information of OP participated in the final project assessment   in four provinces
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Figure 1 presents the general information of those involved in the final project assessment.  In control and intervention groups, the proportion of participants from two age groups 50-59, 60-69 were majority; people with secondary education level accounted for the highest proportion, the percentage of people with intermediate or higher school did not exceed 10%. 

Figure 2: Sources of income/support for research subjects’ daily life 
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Annex 4 and Figure 2 provide the detailed information about employment status, sources of income/support for daily life of OP. According Annex 4, about four fifths of participants were working, of which agriculture was majority (85.7%). The percentage of those who were currently working in the club members group was higher than it in the non-club members group (87.8% versus 67.8%). According to Figure 2, 64.1% was sources of income/support primarily from the work of participants, 17.6% from the other support (from relatives like wife/husband, children, etc.), 10.9% from pensions and 7.5% from the social assistance.  Figure 2 also shows the differences on income/support between club members group and non-club members group, more than two thirds of club members had income/support mainly from work, while the ratio in the non-club members group was fewer than 50%.
Figure 3: Percentage of OP living in poverty households                                    according to the research subjects
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Figure 3 shows that the proportion of OP living in poor and near poor households in the intervention group was higher than that in the control group (42.3% versus 33.1%). This difference could be partly explained by the selection criteria of the initial members of the project had focused on disadvantaged groups with 70% of the members were poor or near poor. 

However, when comparing with the results of the final assessment with the report before implementation of clubs’ activities (January 2011), the proportion of OP living in poor and near poor households declined significantly, from 48.5% and 24.5% to only 25.1% and 17.2% at the end of the period.  Although these results could not confirmed entirely from the project, they gave a positive signal about the impact of the project in improving the economic lives of the club members.
II. RESULTS
1. Achievements on the project’s groups of activities 

1.1 Capacity building 

1.1.1 Capacity building at the Central/Provincial/District levels
Results from reviewing progress reports at each stage (every 6 months) of the project showed that regarding to the capacity building for project staff and partners at central/provincial/district level, the project group with the support of HAI developed full contents outlined in the project document, namely:
Developing Handbook of Management and Guidance for Project Officer (PO): The project group developed, printed and distributed the brochures (10 volumes) for PO at central/provincial/district levels, including: Volume No.1 - Knowledge of project management (for PO); Volume No.2 – Guidance for club’s activities and management; Volume No.3 – Essential skills for Executive Board of the club; Volume No.4 - Knowledge of management of income generating and financial management of the club; Volume No.5 - Knowledge of some common non-communicable diseases in OP; Volume No.6 - Basic knowledge about health care for OP; Volume No.7 - Basic knowledge about caring OP at home and skills for volunteers; Volume No.8 - Laws and policies related to OP; Volume No.9 - Basic knowledge about aging and gender; Volume No.10 - Brief of Project VIE022.
Organizing basic and advanced training for POs at all levels: The project trained for 58 POs at central/provincial/district levels (14 POs, 40 provincial/district officers and 4 representatives of provincial partners) about project management, supervisory skills and deployment of activities, health improvement and livelihood development (micro-credit and savings). Training on Project Management (10 days) focused mainly on the contents including: norms and activities of the project, skills and rules of project management, financial management, office and staff management; system of reporting and financial system, policies and regulations of the project; Participatory Learning and Action (PLA), how to analyze  strengths, weaknesses, opportunities, and threats (SWOT) and issues of OP and gender, etc. 
The major contents of the training on monitoring and implementation of activities for POs (2 days) including how to conduct an inspection and supervision at the club; a practice session on monitoring and recording at the club; discussion on monitoring tools of projects; discussion of the shortcomings in the implementation and financial management including document management, financial systems, records and documents, project documentation, as well as personnel management.
The training to improve health and livelihoods development (micro-credit and savings) lasted 7 days with the curriculum focusing on: Introduction of income generating model of the project: establishment, management, data collection, reporting, and monitoring; Business plan: development, evaluation and selection; Programs and policies for poverty reduction and livelihoods in Vietnam, especially in the project provinces; Resources mobilization and connection with existing poverty reduction programs in the project provinces: increasing financial resources, technical assistance and kind support; Introduction of health component of the project: establishment, management, data collection, reporting, and monitoring; Strengthening health care: development of plan and health care, implementation and evaluation; Health programs and policies (dissemination and services) in Vietnam, especially in the project provinces; Mounting health care programs and available health services in the project province: increasing access and use, technical assistance and kind support.
These training classes were conducted by the HAI and project group. 

Visiting the actual model and learning from experience: The project also held many model visiting and shared actual experience among localities. 

Providing regularly technical support: The project group regularly held monitoring phases for technical support for provincial/district POs and local partners in the implementation of activities as well as solving problems arising in the sites. 

Organizing semi-annual meetings with POs to share experience and additional training on necessary contents.
1.1.2 Capacity building for ISHCs’ Executive Board 
The capacity building activities for the club’s Executive Board were carried out similarly to those for POs are central/provincial/district levels, including: 

Printing and distributing the Handbook of Management and Guide for POs and clubs’ EB (as described above, but Volume No.1 was dedicated for POs only). The handbook helped EB have the ability to manage and operate the activities of the club; In addition, the project also developed documents and information media for the clubs’ EB, such as brochures, leaflets on health insurance, income generating activities that were suitable for OP, posters for gymnastic exercises, Tai Chi exercises, etc.
Organizing training courses for clubs’ EB: The training content included on Club Management, Financial Management; OP and gender; Livelihood and health for more than 2,000 clubs’ EB members (phase 1 and 2). All clubs’ EB with 90% of EB member were trained on the above contents, in which several members were trained several times.
Regularly monitoring the implementation of the project activities: The project group, HAI and its partners regularly organized the monitoring phase of the project sites and the clubs to provide technical support, on-site training to assist POs and local project partners to solve problems arising in the sites. The approach of on-site  guidance helped to improve the capacity of both POs and local clubs ’EB members. 

Organizing semi-annual meetings at the district level in order to exchange experience among the clubs.
Organizing exchanges activities among clubs’ EB to share lessons learned among the clubs. 

Organizing the Contest "Good ISHC’s EB” at district and provincial levels.
Figure 4: The training topics for clubs’ EB members 
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In addition to reviewing the reports of the project through the phases, the research team conducted interviews with clubs’ EB members in the interventions communes by self-filled questionnaires. The results showed that nearly 90% of the clubs’ EB members participated in the training course organized by the project, the main contents were club management (81.8%), Health (70.1%), increase of income/livelihood (66.4%) and financial management (58.4%) (Figure 4).
Most trained clubs’ EB members evaluated the content of the training was useful/very useful (97.1%) and more than 95% of the clubs’ EB members were satisfied/very satisfied with training courses organized by the project (Annex 5).
The opening of training courses, improving knowledge on income generating activities, financial management, health care and the experience exchange in the regular media for clubs were very interested. These activities not only were the theory but also instructed clubs’ members how to do. They were well evaluated in the process of implementation.
"In the club's regular meetings, District PMU assigned PO to join its activities to capture operational status of each club, and to strengthen, supplement the contents of the project activities to club’s activities." (IDI at District level)
Many members of the clubs’ EB were trained about management and technique, and they participated in the meetings to share experiences and visiting club models in other locals.
"Clubs’ EB were trained on improving management capacity, recording, and organization of the meetings between the clubs for the exchange of club operating experience. In addition, the clubs’ EBs had chances to visit models of income generating to study good business models." (IDI at District level).
The training courses on capacity building for the clubs’ EB to implement clubs’ activities were appreciated and they were suitable not only due to the number of clubs’ EB members who involved in the training, but also their content of the training.
"... I found that training was very valuable; the training content was focused. The participants, who are disadvantaged people, were very excited..." (IDI at Provincial level) 
Figure 6: Percentage of EB members receiving assistance on other management skills
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Annex 6 and Figure 6 shows that besides the knowledge and skills gained from the training, more than 80% of clubs’ EB members also received additional technical assistance on the management of clubs from different sources. In which 72.7% was from local project collaborators, 62.5% from local social organizations such as Women’s Union, Association of the Elderly, Farmers' Union, 60.9% from district/provincial officials and 53.9% from local leaders.
1.2  Alleviation of poverty 

The activities of poverty alleviation in the framework of the project included trainings for increasing income/livelihood, provision of inputs for income generation activities and supervision of loan repayment and capital recovery to provide loans to others.
Organizing trainings on income generating: POs and clubs’ EB regularly organized trainings for income generation activities for club members as well as other members in the community. Experts and agricultural officials in locals conducted trainings. In trainings, club members were provided common knowledge, science and technology of effective raising and planting to support club members to apply for the right purpose and to improve efficiency loans. Project organized 4,399 talk shows/media sessions to deliver scientific and technical activities to increase revenue with 133,891 participants including club members, community members and local leaders.
Through those media/talk shows, the project also introduced some models of friendly income generating for the poor and OP in four provinces. The models focused on: 1) tree planting, trimming, grafting, cuttings (introduction and general principles for some specific trees such as banana, papaya, lemon, bean sprouts, mushrooms, etc.); 2) cooking and processing (sun-dried pork, sun-dried fish, green tea, etc.); 3) production of EM microbial products, pesticides, natural fertilizers; 4) livestock (pigeon, rabbit, etc.). The participants were attracted to the models, which were practical to club members’ lives. The training courses were evaluated to be practical, easy to understand, easy to do because the document was illustrated with pictures; video and they were practiced on-site. After training, participants performed pilot and shared with the clubs on activities that were suitable for each locality.
Providing inputs for income generation activities: Along with organizing training courses for income generation, the project provided loans assistance in cash or kind for club members. The project provided loans to support for purchase of income generation activities more than 9,905 club members with a total budget of 32 billion dong. Each club member could borrow averagely 3,236,916 dong (equivalent to 154 USD). In addition, 4,529 people borrowed from the club’s fund, with 6,967,505,600 dong (equivalent to 3,303,701 USD)
Monitoring the loan repayment and recovery of loan to others: All club members paid interest on time and they were encouraged to pay principal before maturity date. Besides the direct support of the project, club members also got financial support from the club's fund, which was distributed by membership fees, income from interest, local contributions and income generation activities of the club. 

Figure 7: Percentage of club members was trained on income generating activities
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Figure 7 shows that nearly two thirds of the club members were trained on income generating activities, training content focused on the following topics: introduction of successful income generating models, planning skills for households’ production and business (planning, capital, cost and selling price), skills of production, advertising  and consumption of products with the rate of 88.2%, 86.5%, 83.3% and 98.8% respectively. About 95% of trained members felt satisfied or very satisfied with the training content. 

In addition to training on income generation, club members also received assistance in introducing and promoting products. However, the proportion of members who got this support was low (under 10%). Holding meetings with purchasing organizations for club members was the most popular type of supports of product introduction. (Annex 8).
Figure 8: Percentage of club members receiving various types of support from project 
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Figure 8 shows the primarily supported activities, which club members received for income generation, were in-kind loans (98.6%). Additional supports such as support of materials, seedlings and animal breeds, equipment, production machines were less than 30%. 

Annex 9 details the percentage of club members who received support for income generation and the satisfaction for this support. Most club members heard or knew supports for income generation for local OP (96.3%).
Of the members who received support for income generation (in terms of training, loan assistance, other in-kinds, etc.), 81% were satisfied or very satisfied with the support received (Annex 10). OP felt satisfied with the income generation support because from these activities they were not only supported loans but also guided technique of livestock farming as well as introduced the business model in accordance with OP’s conditions.
"When I joined the club, Mr. A from district project popularized plans on breeding. I listened to enhance economic efficiency; those are suitable with aging, birds, chickens and geese breeding, vegetables planting, water selling, crops farming.... Particularly pigeon breeding sounds fit to me ... Until now I found it is highly effective. I popularized effectiveness of birds breeding in some meetings. This is a very effective model ... "(IDI with Club Member)
Some club members felt dissatisfied about the income generation support. The quantitative interviews showed that of members who borrowed capital, only 40.2% of club member said loans were met their needs of the business. Therefore, 60% of club members need higher lending limit. Results from IDIs and FGDs also showed that the reasons of dissatisfaction were that low lending limit was not met their capital need; some economic models were not suitable; or club members did not received the necessary scientific and technical support.
"Loan is too small, each member can borrow 3 million that is little for expanding or breeding, it is just enough to feed chickens and ducks only. I suggest to be approve for loan of 5 million." (FGD with Club Members) 

"The lending limit is also small; loans duration is short; it is not enough for members to generate interest from the sustainably economic performance and to help people out of poverty. If the time is too short, it is not sufficient for capital to be profitable." (FGD with Club Members) 

"I did not get technical support, experience... I was not trained or learnt experience" (IDI with Club Member)
1.3 Health care 

1.3.1 Health Counseling/communication
According to progress reports of the project, activities of raising awareness and knowledge of health care were carried out quite frequently in the club. The club collaborated with commune health center to organize talks and dissemination on health care and self-care for the club members and people in the community. The club conducted 5,452 talks, training and dissemination of health care for hundreds of thousand club members and residents in the community.
The project also developed and distributed communication materials for health improvement for OP in Thanh Hoa and Nghe An. The project printed and distributed to the 80 club members 700 posters including 5 posters of simple gymnastic exercises that were suitable for OP, 200 discs of Tai Chi exercises and physical training for 60 clubs and project office. 

Figure 9: The club members’ access to health dissemination 
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Figure 9 shows that about three quarters of OP received direct counseling last 12 months. The club members received health counseling from various sources such as club officials, commune health centers’ officials, village health workers, etc. Of club members, nearly 60% received direct health counseling from the club or club volunteers. Over 90% of club members responded they were satisfied or very satisfied with counseling received.
"Every month we have a program of health dissemination... dissemination for OP about the common diseases of aging such as high blood pressure, how to prevent from, then diabetes, how to prevent from, or how to prevent from heart diseases..." (IDI with club’s EB) 
Similarly, nearly 90% of club members participated in social media sessions, of which 65.4% attending social media sessions organized by the club. Most club members were satisfied and very satisfied with this activity (Figure 9 and Annex 12).
1.3.2 Health checkup and health care 

Along with the activities of health dissemination, the project implemented health care for club members twice per year. The clubs were equipped with weight scale and blood pressure monitors to check the health of members in monthly meetings in order to early detect unusual health problems of OP to timely take medical care in proper health facilities. 

Figure 10: Percentage of club members had access to health care services
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According to Figure 10, in the last 12 months, nearly 90% of the club members received health examination and health counseling as needed; 75.7% of the club members took periodic health examination, of which 92.2% were examined periodically at least twice per year. 

Besides, in the intervention communes, a mobile health team was developed. More than half of the club members received these mobile health care services and more than 80% of OP felt satisfied/very satisfied with the services received (Annex 9).
Every month, the club weighed and monitored blood pressure of OP, guided them to visit health facilities to take medical examination and treatment if there were any abnormal symptoms.
"Every month we weighed the club members ... if they have unusual symptoms, they were guided to the health facilities for health examination and treatment from the beginning ..." (FGD with Club members)
The clubs also supported their members to purchase health insurance cards as well as disseminated for OP and community to understand benefits of health insurance through the distribution of 9,000 leaflets and 1,050 health insurance handbooks. 

Health care at home from volunteers: The project established a network of health volunteers in the community for those who need care. The number of volunteers and cared subjects increased over the years of implementation in each province.
Each club had at least five volunteers. Each volunteer often came to help and care at home at least twice per week. They can to come to make friend with, talk with or help those who need to be taken care in daily life such as personal hygiene, bathing, dressing, eating or performing exercises for simple rehabilitation such as massage (if he/she had skills), etc.; or help to housework such as washing clothes, fetching water, collecting firewood, house cleaning, furniture repair, farming, etc. At the same time the volunteers also provided basic information about health care and simple self-care for those who need to be taken care to take care of themselves.
In the context of increasing numbers of OP, who had children but they were working away, or busy with their businesses and they could not fully care for their parents, and underdeveloped system of community-based care for OP, the health care at home of the club was considered as a very human and suitable activity. It received increasingly support from the club members and the high appreciation of the local authorities. 

The total number of volunteers in four provinces were 2,291 people. They cared for 1,177 people, including 661 club members and 516 members in the community.
1.3.3 Other healthcare activities 

Apart from the communication activities in health and health care for its members, the club also had wellness activities such as establishment of physical training group, establishment of self-help groups/community support, assistance for purchasing health insurance cards for poor and near poor OP, etc. These activities were currently implemented fairly well and received high evaluation from club members, local authorities as well as members in the community.

Physical training: All clubs established the physical training groups. Results from quantitative interviews showed that about 86% of club members regularly exercised 3 times per week in the past 12 months (Annex 14). Information obtained from IDIs and FGDs also showed that responses of club members, local authorities and community members for this activity were quite good.
"... Oder people found the Tai Chi exercises very suitable for aging; for their health they are more excited..." (IDI with club’s EB) 
"With the osteoarthritis disease ... a lot of people ... lazy to attend... after a period of practice they felt better ... we’re excited ... they found it beneficial to practice ..." (IDI with club member)
Spirit care: Club members actively participated in arts and cultural activities in the community.
"Since the club was established, OP was more interested in helping, the members help each other when society problems or accident, long-term illness occurred. When seeing the OP walk with a stick, we should help them" (IDI with Club Member) 

"I rarely joined any activities of the club in the past. But after participating in the club for a period, I take part in many meetings, many art activities, which are good" (IDI with Club Member)
Self-help activities/community support: During the monthly club meetings, club members continued to discuss, develop plans to help members and residents of the community through practical works such as weeding, soil preparation, harvesting for sick members and OP, discussion of the activities that contribute to community development, etc. In addition, the club also coordinated with committees, village authorities to undertake garbage collection, cleaning up the village street, alleys, cultivation in abandoned land to obtain funding contribution to club funds. The club members participated in these activities enthusiastically and responsibly. Through self-help activities and community support, the role and position of the club members in particular, OP and clubs in generally were promoted. Community and local authorities recognized and appreciated this activity.
"OP cleaned streets, OP contributed money to make road around the alleys" (IDI with Club Member) 

"I'm too old to do anything outside of the home but I can clean inside, clear bushes, environmental sanitation ... build a new and beautiful countryside" (IDI with Club Member) 

"To build a new countryside, OP can participate in spirit, words" (IDI with Club Member)
Material was provided for the case of economic difficulties by fundraising "Golden Heart" from the club members as well as businesses, local organizations:
"Regarding to support for the community, my club .....every Lunar New Year they  also have gifts, the difficult families get support of ten or five kilogram of rice, etc." (IDI with Club member) 

"... In Mr. Q family, both of them are paralytic, monthly the clubs send someone to care for them at home and support them money. In addition, the club also assists Mr.Ut, who is disable, some money to do treatment, etc." (IDI with Club Member)

1.4 Awareness raising 
1.4.1 Awareness raising at central level 
VWU as well as the project partners actively conducted or participated in activities to raise awareness and advocacy at national level, in order to keep raising awareness of the opportunities and challenges of aging population and the problem of OP to advocate for policies development, appropriate interventions, that would contribute to promoting and enhancing the role of OP.
Workshop with the participation of the mass media was one of the activities to raise awareness of the project partners to focus on introducing ISHC model and sharing the success of implementation at locals. There were a number of workshops such as: i) Meeting and club model visiting between the leaders of the organizations for OP in Asia with 64 international participants from Cambodia, China, India, Korea, the Philippines, Myanmar, Thailand and Vietnam. The delegates visited ISHCs, OP’s families in Thanh Hoa province, exchanged and shared experience of activities/models related to OP; ii) Workshop on "The role of civil society organizations in the implementation of laws and policies on the elderly" organized by VWU, VAE and Association of Public Health; iii) Workshop on "Introduction and application of ISHC model to develop a national action program for Vietnam Elderly in period 2010-2012" conducted by VWU,  Department of Social Protection and MOLISA); iv) Workshop on "Elderly people in Vietnam: Opportunities, challenges and policy directions" organized by VWU, UNFPA and Vietnam National Committee on Aging, etc. The workshops attracted to many agencies, departments, organizations such as the Vietnam National Committee on Aging, Ministry of Information and Communications, Ministry of Culture - Sports and Tourism, the Ministry of the Interior services, Association of Public Health, GIZ, Journal of Labor – Social, DOLISA in Thanh Hoa, Hai Duong, Hung Yen, Ninh Binh, Thai Binh, Nghe An, Quang Tri and the Departments under the MOLISA , Vietnam non-governmental organizations and international non-governmental organizations.
Visiting club models: In addition to the workshop activities, the PMU also held club model visiting for policy-makers, government agencies, non-governmental and international organizations such as study tours and seminars to introduce the club model in Thanh Hoa; organization for 27 representatives from all unions,  departments of Hai Duong, Ben Tre and the club model visits in Thanh Hoa province, workshop to discuss how to apply model clubs in the province, with local funding, etc.
Vietnam Aging Survey: The project also conducted successfully Vietnam Aging Survey in 12 provinces, this survey was the first large scale in Vietnam to collect the basic and comprehensive information on OP. The results of the study, which were published in the workshops of the project, were used by partners as evidence in advocacy. In addition, the survey data also were provided to many graduate and un-graduated students in Vietnam and in other countries (Netherlands, USA, Australia, etc.) as well as international researches with Thailand, Myanmar. Results were discussed with the experts from WHO, Irish Aid, World Bank, UNFPA and those were provided for articles writing on international journals.
The project achieved some notable successes from these efforts in raising awareness and advocacy. The most remarkable success was the first time in Vietnam, the ISHC - a model of the project was added as a target in the Vietnam National Action Plan on Aging period 2012 - 2020, in which, at least 1,500 clubs would be established in 2015 nationwide; at least 15% of communes, wards and townships would have ISHC  other models that promote and care for OP, and in 2020,  at least 5,000 clubs would be setup (at least 50% of communes of the country have clubs).
Besides, modeling received attention from the domestic and international agencies/institutions. From the original 320 clubs,  148 Clubs was established more with partly support from the project or other resources (The Association of the Elderly in Thanh Hoa established 56 clubs by Fund of Promoting and Caring for OP, VFF in Thieu Son established 10 clubs by Fund of Day for the Poor, 6 clubs were established by HAI in project sites, OXFAM supported to establish 16 clubs, KOICA supported to establish 30 clubs,  UNFPA, HAI and local funds supported to establish 12 clubs, the project  partly supported to establish 15 clubs in Ben Tre, Hai Duong and Ha Giang, 10 clubs in Ha Tinh, 10 clubs in Quang Binh and 13 clubs in Nghe An were initially supported to establish, etc.). Many proposals that were developed by project partners to replicate and complement the model activities were approved.
1.4.2 Awareness raising in provinces/districts/communes 
In order to raise awareness and strengthen the support of local leadership, authorities and the community in the provinces, many seminars, disseminations and advocacy at provincial, district and commune levels were carried out. The club also continuously held special talks, discussions and shared with representatives from government, mass organizations and community members about the rights and benefits of OP, Law on the elderly, the Decrees of the government and law enforcement documents related to the issues of OP. At the same time, the club also monitored the implementation of the rights and benefits of OP and advocated at the local.
After the advocacy activities at the grassroots level, the club reached given achievements such as local government supported all ISHCs in Thanh Hoa to receive free newspapers for OP; in Ha Tinh some OP were supported to build new houses, they  were near poor and poor OP in all provinces also received free health insurance cards or assistance in buying health insurance cards; local companies and communities also donated for 'Handbook of golden heart' of the clubs. The club used these mobilized sources to support some disadvantaged members in the community and they would continue this activity in the future. 

In the provinces, the project also supported its PO to develop and propose plans to expand the club model. Some successes were gained, namely:
In Thanh Hoa province: Currently Thanh Hoa province received special attention of the Committee level, government, agencies and departments to establish a fund of "Caring and promoting the role of OP in Thanh Hoa”, that was the main source of financing for Provincial Association of the Elderly to replicate and establish more 200 ISHCs in the province. As of the time of reporting, the Association of the Elderly in Thanh Hoa province established 56 ISHCs. They provided a term to the club’s regulation to allow the use of 60% of fund Caring and Promoting for OP to establish ISHC.
In Nghe An province: Implementing the national action program for OP in Vietnam in period 2012-2020, under the direction of the Provincial People's Committee, Department of Labour, Invalids & Social Affairs, with the participation of the Provincial Association of the Elderly, the action plan was completed and Provincial People’s Committee approved replication of ISHC. Provincial Assembly Standing Committee also approved the Proposal "Implementing sustainable model of poverty alleviation through ISHC in Nghe An province, period 2013 - 2016", in collaboration with the provincial Fatherland Front to ask competent authority for approval.
· By March 2014, all four districts mobilized resources in the clubs through Handbook "Golden Heart" and received 111,620,000 dong that supported for 148 club members and difficult community. 

· The Provincial Association of the Elderly mobilized Bach Gia Company to keep supporting fitness clothing uniform for 81 projects clubs to ensure enough uniforms for members;
· Mobilized additional resources for the contest of goof ISHCs’ EB: Bach Gia Company donated 1 million dong to award the souvenir flag and consolation prizes; Vietnam-German Cultural House helped to organize the contest; the DPMU mobilized the Association of the Elderly, donors to support 10 million dong; the District People’s Committee awarded three certificates of merit and 1.8 million; Commune People’s Committees supported 10 million dong for the club to attend the contest (500,000 dong per club).
· In Nam Dan, DPMU coordinated with agricultural extension center to open class of  growing fungi at the club 5 with a cost of 30 million dong. Many districts also coordinated with the health department, agricultural extension centers, veterinary stations to popularize techniques in animal husbandry, health care. The Association of the Elderly mobilized and coordinated with the Division of Labour, Invalids and Social Affairs to disseminate social assistance policies for OP in the club. 

· Many clubs in Nghi Loc district mainstreamed with the project "Support community to prevent from disaster at coastal areas of Vietnam" and got supports of 510 million dong to operate 10 clubs (51 million dong per club) .
In Ha Tinh province: Provincial PMU proposed the members who are OP could get loans from Vietnam Bank for Social Policies and Development Fund for Women. It also proposed Provincial People's Councils to remove the provisions of the age for those who were vocationally trained in the vocational training centers of the provincial association for the elderly. 

In Quang Binh province: Under the guidance of HAI and project groups, PPMU directed District PMU to develop and propose methods to increase resources for the clubs such as calling for supports from benefactors inside and outside the club. Especially the new clubs’ EB actively mobilized for book "Golden Heart", and gained achievements.
1.5 Resource mobilization 

1.5.1 Mobilize resources of the project partners 

Table 4: Grant proposals were approved in the framework of the project

	#
	Proposals
	Review status
	Funding

	1 
	Recommendations for replication of 16 clubs in Nghe An and Quang Tri - OXFAM Hong Kong
	Approved 
	230,000 USD

	2 
	Co-funded project for Ha Tinh and Quang Binh to replicate 6 clubs (SAG)
	Approved 
	32,000 USD

	3 
	ADA project to supplement resources for projects in advocacy activities
	Approved 
	2.000 EUR

	4 
	Collaborative project between the Korean government and the Governments of ASEAN (ROK- ASEAN) to pilot a model of caring for OP in the community
	Approved 
	60,000USD

	5 
	Project of replication of 12 ISHCs in Ben Tre and Hai Duong provinces
	Approved 
	23,000 GBP

	6 
	Project funded by KOICA to replicate at least 60 clubs in Thanh Hoa
	Approved 
	981,000 USD

	7 
	Project funded by OXFAM, replication 7 new club in Quang Tri: After replication pilot in two poorest districts in the country (Tuong Duong, Nghe An and Dakrong, Quang Tri)
	Approved 
	

	8 
	Proposals for OFDA/USAID supporting community-based activities to minimize the risk of disaster (CBDRR) in 4 districts affected by natural disasters in 4 project provinces ($300,000)
	Approved
	300.000 USD


During project implementation, HAI and project partners actively developed and submitted proposals for funding to replicate the model as well as support for the operation of the project. Table 4 is a synthesis of the results of the project in raising funds to support the activities of the club model and replicating the model. The success of these proposals persuasively proved with donors the effectiveness of model.
1.5.2 Resources mobilization of the clubs 

All 160 clubs in stage I and most of the clubs in Phase II of four project provinces developed the Book ‘Golden heart' to call for contributions from businesses, organizations and individuals to assist local disadvantaged cases in the community.

2. Assessment of the project’s impact
2.1 Improved club’s capacity of development, implementation and maintenance of intervention programs/​projects. 

2.1.1 The capacity of the central project officers 

The project helped to change the perception of the partners about OP and their real needs.

"In the past, loans for OP were so unattainable, they only thought about physical activities, cultural arts and entertainment, sports. But now the Association of the Elderly helped OP to access loans so that they can self-production, self-help their family" (IDIs at central level) 
In a project province, as State’s regulations, the vocational training center of WU only train people in working age. But because of awareness of the trend of population aging and the situation of province that young people were working away from home and OP still needs work, the WU invited OP to participate in vocational training centers, and they sent an official correspondences to The People's Council to propose to change this policy. 

Besides the change in perception of OP and the needs of OP, the capacity of partners at central line was improved more comprehensively:

"I found the partners at the central level during project deployment... their capacity was also improved very clearly ... through project implementation they [a project partner] was very confident and had enough capacity to develop proposals and actively implement their projects ... previously they only focused on health care, now ... they are in charge of an entire province with all the activities of health care, increasing knowledge and loans activities, advocacy activities ... through the operation of this model, in fact the increased capacity is not only in the operating activities of specific projects, but also in planning, monitoring capabilities, coordination among partners in network ... are improved very clearly" (IDIs at central level)
" for us, capacity building helps us learn much from the way of dissemination... from exchange of information and guidance to staff, local clubs’ EB ..." (IDIs at central level)
The project not only directly affected the capacity building of partners but also contributed to the capacity building of partners in the vertical system of direct partners, such as the Women Union, Association of the Elderly and the Red Cross:
"Properly because they [Project partners] hold training for our vertical systems nationwide, the capacity of not only the PO but also the entire organization’s staff was raised" (IDIs at central level)
2.1.2 The capacity of PO at provincial/district levels
The training activities and support monitoring of the project enhanced the capacity of the PO at provincial/district levels. The depth interviews showed similarities in self-assessment on capabilities as participating in the project and the evaluation of the PO at higher levels to those at lower levels. 

The provincial/district officials were improved capacity in management, organization and direction.
"After the establishment of the club, EB, PO at provincial and district levels were trained fully. I must say that, many times training at the Central, provincial and  district levels also helped us fully realize the goals of the project, organizing and directing activities. Therefore, it is easy to see the current qualifications including clubs’ EB. For example, I found that operating the club activity is very good."(IDI at Provincial level) 

"Those knowledge help me as a leader to more understand, well operate activities of the club and from here I scientifically direct activities." (IDI at district level)
The project not only trained for PO about the knowledge and skills to carry out activities but also helped them feel more confident to planning and develop advice to the authorities.

"After participating in the project, my capacity was improved a lot. Regarding planning, implementation of these activities, I am confident before crowds, my capacity increased very much." (IDI at provincial level) 

"In term of the effectiveness of this model, firstly let’s talk about capacity building for women in club management board, especially on executive skills. Secondly, presentation skills and scientifically working are better. Previously, we did not follow a sequence at all but now we follow a logical sequence. And the division of responsibilities of each person and development of roles and responsibilities of each person. I consider those impacted a lot to staff" (IDI at district level)
"Talk about me, participating in the activities of this project I also learned experience in management, administration and operational management skills in a scientific manner and particularly learnt more about policies for OP. Further, I also learnt about the task of advising and advocacy from the project."(IDI at district level)
2.1.3 Capacity of ISHC’s Executive Board
Figure 11: The level of confidence in the club management capacity of the clubs’ EB members 
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Figure 11 shows that about 97% of responded clubs’ EB felt very confident to manage and maintain the operations of the club at the present as well as later when the project ended. Qualitative interviews with clubs’ EB again reiterated this information:
"After a year of establishment, the executive board was improved about  capacity, management. Those were studied and learned lesson not from formal education, but  through the help of the DPMU and the visit to model of the previous units. Thereby before meeting, necessary activity was raised and fully prepared... consistent with each period in the year" (IDI with clubs’ EB)
According to members, the club BCN has also promoted its role to maintain the operation of the club.
"After four years of operation ... regarding to the organization management of the leaders is also relatively smoothly and also promoted its role to sustain and operation mode ... there are members having are responsibility of sports affairs, others are in charge of accountants, cashiers ... chairman, vice chairman are in charge of the general operation, directing activities ... experience, skills ... of EB also learned about how to promote the mobilization of capital for lenders .. " (FGD with Club Members)
The capacity of the clubs’ EB was reflected in the evaluation of PO at higher levels. The clubs’ EB were not only had comprehensive knowledge related to the club as the planning and management of the club buts also were improved about the negotiation skills, mobilizing local resources.
"In the past, the club’s EB have never done management... now they are confident to operate the club, they have a comprehensive knowledge relating to the club, to OP and issues related to the operation of the negotiations with the local authorities, the local mass organizations to mobilize resources to support their club and they proactively developed action plans for the club ... when project definitely closed PO from central level to grassroots and EB member will well operate activities in the community and the central partners will have the capacity to build up another project involving in OP as well as activities in the community." (IDI at central level)
"Through practical activities, the organizational capacity of club managers who are chairman, vice chairman were raised and its activities for OP are abundant... secondly, the OP’s experience in the management and organization are good. The club’s EB effected to group leader, that promotes the growth of each other, capacity is raised." (IDI at provincial level) 

"Their capability [EB] was improved on presentation skills, writing skills, skills to complete the records to meet project’s needs". (FGD with District Level)
2.2 Enhancing the effectiveness of livelihood activities 

2.2.1 Improving economic conditions of club members and their families 

Figure 12: Self-assessment of the club members about the economic situation after receiving production loans
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Figure 12 shows the results of self-assessment of club members to improve their economic status after receiving production loans. Of the members who were supported loans, 75.6% said their income had increased from 30% or more, 23.6% having income below 30%, about 1% having unimproved income. Nearly all members who received loans responded that they contributed to the household income from the proceeds from loans (Annex 10). 

The IDIs and FGDs with members of the club also added evidence for this. Loans of club not only improved the income of OP, but also partly helped them reduce poverty.
All members pay the full principal and interest. Moreover, all members are promoting the funds with interest. It means they have profitable investment and risk-free. In addition, about 30% of borrowers [surveyed] are club members earning over 15 million dong per year, which is from extra income monthly. So many models bring income with over 30 million dong per year. In the past, they did not do breeding but now they raise 10-15 pigs. Then they bought a cow, a calf that gave birth for another calf and they sell it. They raise hundreds of chickens, or hundreds of ducks there." (IDI at provincial level)
"For example, after 3 months raising 10 pigs, Ms. T sells them, she borrowed 3 million dong since the newly formed club, now she has a strong economy. Alternatively, Ms. M owns a new house cost hundreds million dong by raising four pigs.... When newly joining the clubs, 60% members were difficult" (IDI with club member) 

"In this club, in this village there are about 27 poor households but now only 7 poor households, but actually near poor household thank to a loan from club" (IDI with club member)
Thanks to loans for investment, OP enhanced self-financing
"... And a very big impact on the OP is that they have money in hand. Middle-aged people are not counted, but it is meaningful for OP ... They felt independent with their children, and they can be self-financing. This is a very meaningful project and OP thank it very much" (IDI at district level) 

"... regarding to family benefits, I got loans... I was difficult economic status, now I increase revenue for the school and buying bike/motorbike for them ... it is real. .." (FGD with Club Member) 

"... Since having capital, I have profits and contribute to household income” (IDI with club member)
2.2.2 Strengthen community support 

Figure 13: Percentage of participation in activities in the community
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Figure 13 shows the results of comparing the rate of participation and community activities between the club members and non-club members groups were quite different. The percentage of participation in community activities in club members groups was higher than that of non-club members, especially in activities involved in community support such as ‘Environment Cleaning’, ‘supporting people with difficult circumstances' (p <0.001). 

Annex 11 shows of people involved in the assessment, over 90% participated in community activities within the past 12 months. These activities included arts and cultural activities (65.5%), environment cleaning (85.4%), supporting disadvantaged people (84.8%), village meetings (95.2%), festivals, activities of local organizations such as (WU, VAE, Farmers Association, etc.) 
Between the intervention group and the control group, there were differences not only in the percentage of active participation in community activities, but also in the frequency of participation in these activities. The frequency of participation of the club members in the activities was more often the non-club members. For example, in the past 12 months, in the intervention group the average number of participation of OP in arts and cultural activities was approximately 6 times while the frequency in the control group only about 3 times. Similarly, support for disadvantaged people in the community, the frequency of participation of club members was also higher than that of non-club members (4 times and 3 times) (Annex 11). 

In addition to personal participation in community activities, 50% of OP also engaged in self-help groups organized locally, however, this rate in comparison between the intervention group and the evidence was a big difference between the two groups in the rate (66.3% compared to 22, 8%).
2.3 Increase OP’s access to health services at the local, improve health behaviors to prevent from non-communicable diseases 

2.3.1 Increase OP’s access to health services at the local 

Figure 14: Comparison of the percentage of access, satisfaction with health dissemination between the intervention and control groups
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Figure 14 presents the results of comparison of access rates and satisfaction levels for dissemination activities and health counseling in the control and intervention groups. The intervention group had higher percentage of access to dissemination activities and health counseling than the control group. Specifically, the proportion of club members receiving direct health counseling and the percentage of club members participating in the dissemination on health were respectively 76.5% and 86.5%, while the proportion of non-club-members were respectively only 38.8%, and 38.1%. Similarly, the satisfaction with the dissemination activities and health counseling, in the intervention group the response rate that they were satisfied/very satisfied significantly higher than that in the control group (86.6% compared with 66.1% for direct consultation activities, p <0.001); 87.7% compared with 67% for dissemination, p <0.001).
Of those involved in the assessment, the percentage of people receiving direct health counseling was 64%, the rate of participation in the social health dissemination was 70.5% (Annex 12). 

Figure 15: Comparison of percentage of having access to and satisfaction with health care services between the intervention and control groups 
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Figure 15 indicates quite clearly the difference between the intervention and control groups in the rate of having access to and satisfaction with the health care services received in the last 12 months (including health examination and consultation when required, periodic physical examination, at least 2 times of periodic physical examination). The results showed that in the intervention group the access rate as well as the level of satisfaction with the health care services were higher than those in the control group, highlighting the differences in the proportion of OP receiving periodic health examination at least 1 time in the past year in the control group was only 35.3%, that was lower 2 times than that in the intervention group (75.7%). Percentage of OP who took periodic physical examination in the past 12 months in the intervention group was at least 2 times higher than that in the control group (92.2% versus 80.5%). Therefore, club members not only were health examined periodically but also assured of a periodic examination frequency, that was higher than those who are not members of the club.
Similar to the rate of access to health care services, percentage of OP feeling satisfied with health care services in the intervention group was higher than that in the control group. 

In intervention communes, more than 81.3% of OP taking health examination and counseling when needed, and 63.2% took periodic health examination within the past 12 months (Annex 14). 

Figure 16: Percentage of OP having health insurance cards in the intervention and control groups

	[image: image18.png]Thanh vién CLB





	[image: image19.png]Khoéng phai thanh vién CLB

mC6thé
BHYT

mKhéngcé
thé BHYT







In 4 surveyed provinces, approximately two thirds of participants having health insurance cards, the results were similar to those of the Vietnam Aging Survey, VAS in 2011 (according to VAS, the ratio was 73.9 %). There was no statistically significant difference in terms of the percentage of people with health insurance cards between the intervention and control groups. Comparing this indicator with 80% of club members had health insurance cards with the goal, the project did not achieved as planned. This was explained by the recent rise of health insurance premiums were much higher than the previous when designing projects and an increase in health insurance premiums was anticipated as the cause that the project could not meet the initial objective.
2.3.2 Improving the health status of OP 

Figure 17: Self-assessment of OP’s health status in the intervention and control groups
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Figure 17a shows that about half of the participants rated their health that was normal, good, or very good. However, in the intervention group, the proportion of respondents in normal or good or very good health was higher than that in the control group (p <0.001). 

Self-assessment of health at present comparing to that a year ago provided the same result, although only about 20% of research participants self-assessed their health were better than before, the rate in the intervention group was much higher than that in the control group (26.3% versus 5.9%) (Figure 17b). 

Percentage of OP participating in regular physical exercise in 4 provinces was over 80% and there was no significant difference between the intervention group and the control group (85.9% versus 80.8%) (Annex 14).
2.3.3 Improving knowledge about prevention from common non-communicable diseases and the rights of OP 

Figure 18: Percentage of OP hearing or knowing about common non-communicable diseases in the intervention and control groups
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Figure 18 shows that there was no difference in overall knowledge about hypertension between the intervention group and the control group, the intervention group had better in-depth knowledge about the harmful effects of hypertension than the control group. The intervention group also had better knowledge about depression, osteoarthritis and diabetes than the control group. The Annex 15a-e presents the results of evaluation of the knowledge of the participants for common chronic non-communicable diseases, the percentage of knowing or hearing about diseases was arranged in order from high to low including hypertension (90.1%), osteoarthritis (83.9%), diabetes (74.2%), cerebral vascular accident/stroke (72.7%) and depression (28 , 2%).
Figure 19: Percentage of OP knowing at least one way of prevention from non-communicable diseases in the intervention and groups
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PL15a-e also shows similar results to the proportion of participants knowing at least one way of prevention from diseases, including diabetes, hypertension, depression (over 80%), degenerative (73.2%) and cerebral vascular accident/stroke (44.6%). However, Figure 19 shows the statistically significant difference between the intervention group and the control on this ratio. The percentage of people in the intervention group having hypertension was 91.9%, while the rate in the control group was much lower (only 74.6%).
Figure 20: Percentage of OP knowing about the rights of OP in the intervention and control groups
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In general, the percentage of OP understanding of the rights and services for OP was relatively high (above 70%), the right to be longevity congratulated, and entitled benefits were known with highest ratio (97.9% and 91%), the right to participate in cultural activities, entertainments was 82.9%, right of medical priority (76.8%), right of periodic health examination organized by commune/town health center (72.6%). In the intervention group, the OP knew averagely 9 of 12 rights and services for OP (Annex 16).
Figure 20 shows the percentage of people in the intervention group knowing about the rights of OP was higher than that in the control group, as for example the right to a periodic health examination, that people in the intervention group knew about was almost doubled compared with that in the control group (85% versus 47.8%), results were similar for the remaining rights. Annex 16 with the comparative results shows that people in the intervention group averagely knew about 10 rights or services for OP, while those in the control group only knew about 7 rights or services.
Comparing the results of the final project assessment with results from Vietnam Aging Survey in 12 provinces, VAS 2011 also showed that the rights such as Priority healthcare, subsidies for poor OP or OP who did not have a family, longevity congratulation, in project communes the percentage of OP understanding of these rights was much higher than those in 12 surveyed provinces, the difference was much greater if comparing with only  intervention group of final project assessment. This demonstrated that the project activities contributed to raising awareness about the rights of OP. Results from IDIs with community members as health center staff, village leaders also provided similar results.
"... For example, now they fully understand the benefits of preferential policy for elderly people ... it is the integration of the communication of the policy to the club..." (IDI at commune level) 
"I found the club helped OP with specific knowledge about their rights ... I saw that in the event of specific activities they interacted with each other very comfortably, and imparted to each other the experience and knowledge of rights..." (PVS - Social Games) (IDI at commune level) 
2.4 Strengthening the capacity of local governments and community-based organizations in developing programs/projects for OP and the ability to bind to the programs/projects of the Government 

The awareness of local authorities and mass organizations on OP was changed; people recognized their ability as well as contributions in the community. Through club activities, OP also contributed to the community and be recognized as contribution to the movement of building new rural areas, supporting disadvantaged members in the community.

"OP mobilized their families to support central flood, support to Day for the poor. Generally it is very good ..." (IDI at commune level) 

  "... If the club is expanded, the role of OP will be the core of ideological work, to educate our children and those who set an example ..." (IDI at district level)
From changing this perception, the activities of OP received the supports of local leaders/authorities through priorities of policy and budget support, the activities of health care for OP organized by commune health centers. 
 “Generally there are also local policies of giving priority to the club, for example support for people buying a costume, uniform for activity, then support of the area and creating conditions for such activities... then the whole support is not expected to contribute the fees ..." (IDI at commune level) 

"Although the project exists or not, the collaboration between commune health centers and OP in the village will not have any difficulty. The combination is very close because it is responsibility and the concern of medical sector in general and the attention to people's health in commune in particular, but OP will be more favorable attention.” (IDI at commune level)
The club's activities associated with local activities and received support from the community.
"... Firstly, it has integration over the club. Secondly, it facilitates for the meeting place, the local also facilitate the club. Additionally, local community, other agencies and mass organizations, just support, they see the new ones in past two years, they supported the club not by material and also by in-kind, they support this club ... With the support of the People’s Committee, OP, health care of health centers, the village, the village will facilitate club activities." (IDI at commune level)
"In this club, apart from the dissemination of the policy through political and society institutions, OP of club also communicate information, ideas and especially the recent Party’s policies and the work of the government ..." (IDI at district level)
The success of model attracted the interest and attention of the community and it was a prerequisite for the replication proposals of the model in the future. 

"After the operation, many people want to participate in these activities. Many communes asked us to establish clubs like that... They see the practicality of this project, many people also like to participate to integrate in community, they exchange emotional, physical and spiritual to improve the quality of life”  (IDI at district level)
2.5 Development and use of OP’s economic, social, demographic and health database systems 

2.5.1 Database System

Results from IDIs showed that at present, there is no full and official database on OP in Vietnam. The data are fragmentary and inconsistent. Information about OP that was mainly collected in the small-scale survey held by the various units are not comprehensive, consistent and accurate.

"In general, it is no official database system in Vietnam, even the Vietnam National Committee on Ageing that is in charge of OP or MOLISA just have some data on what they studied before..., even in GSO when I need something,  I cannot know because they do not summary ..." (IDI at central level) 
Data from Vietnam Aging Survey conducted in 2011 in 12 provinces were regarded relatively comprehensive and reliable.
"At present, I do not see any database although I work for OP field for a long time, I collected little by little... so what is the first comprehensive what we are doing, the survey in 2011 was the first comprehensive data on OP" (IDI at central level) 
Within the framework of activities, the project built a websites but the number of visitors was not high, the information was not updated continuously. 

"Actually few visitors access to this website, which is updated by HAI. I am busy and I do not have the conditions to add information, I will post any information I have ..." (IDI at central level) 
2.5.2 The use of database system 

Currently, sharing information on OP was primarily through conferences and seminars. The sharing of information between organizations was most through personal relationships.
"Generally, the present sharing is only through workshops then posted on some of media. There is no really sharing between partners, agencies on this because it almost does not exist and very few people seem to be well kept ... or they do not have time or they do not have the responsibility for providing for anyone ..” (IDI at central level) 
Accessibility of information on OP was not favorable or information was incomplete, inaccurate, and inconsistent and it was not updated.
"But the more difficult is who will get the additional information and continuing to share the information [about OP] is somewhat difficult. Now number of club is very large, the local partners have their other activities so they do not have money to take the survey so that the information we got will be old soon. If it is old, it cannot be used. "(PVS - Online TW) 

"... No unit unified information about OP because something you want to take ... it is not available in GSO, MOLISA... that means some data is not consistent between the collectors, that is the most current inadequacies" (IDI at central level) 
Although information system on OP has not yet complete but the project partners also used data and evidence from existing data to develop plans and proposals for funding and advocacy.
2.6 Strengthening its network of activities on OP 

According to the most officials involved in IDIs at central level, it did not have a formal network between the organizations on OP and in Vietnam. The current networks exist on the basis of the common interests between organizations. The four main partners in the network consisting of VAE, VWU, CASCD - under the Red Cross and HAI, which have been working and have experience in the field of OP for many years. Depending on each stage of project activities or different features of each project, this network could add more agencies and organizations, for example, Vietnam National Committee on Ageing, MOH, MOLISA, Ministry of Interior, the media agencies, etc. which related to advocacy could be added to the network; research institutions, international organizations such as UNFPA, USAID that related to research and evaluation could be added too. 
"... To operate activities for OP, the formal network does not exist officially ... some units conducted project activities together, that was called informal network, so it also had no charter, no organization, it did not have any leader.." (IDI at central level)
Relationships in the network were through personal relationships rather than to be under a name of the organization, hence, the sustainability of the network was limited.
"This corporation mostly is individual, how to do this cooperation is the task of organization ... HAI is conducting MOU between organizations [cooperation between organizations rather than between individuals ..." (IDI at central level)
Another advantage of the network was that project partners were partners in the vertical system of organizations such as the Women's Union, Association of the Elderly and the Red Cross so that activities were implemented without difficulty. 

The advantages of the network was that the network partners had experience and dedication of the issues of OP, the relationship between the partners also existed for a long time.
"... I must say that the partners are very enthusiastic to participate, most of them have experienced since many years working with OP ..." (IDI at central level)
Attracting attention, as well as network expansion met difficult because each partner in the network had other priorities.
"... Like WU, because they work on gender, they do not care much about OP ...." (IDI at central level) 

"When I go to the meetings on issues of OP, this network looks like it less expanded, it still maintained but it has few new faces ... there is limited interest of the other units to join the network or support the network ..." (IDI at central level)
Network operation was spontaneous and none of representative took responsibility to manage, coordinate, administer and cover all activities of the project and to propose for a legal status to help project deploy the activities to achieve greater efficiency.
"The first condition for network of partners to involve is very good, it should have a chairman ... currently, someone asks when they need anything, they invite each other to work if it is possible. I found that is unprofessional. It should be great if there must be a unit that has someone to coordinate all activities..." (IDI at central level)
2.7 The project achieved the medium-term results as expectation
Table 5: Medium-term results of the project in accordance with its objectives

	Outcome
	Objectively measurable indicators 
	Objective
	Results

	1. Improved clubs’ capacity to develop, implement and maintain the interventions programs/projects to meet the needs of poor and disadvantaged OP

	1. 80% of active clubs’ EB said that they were confident to manage club’s activities. 
	80%
	96,8%

	2. 
	2. 80% of active clubs’ EB said that they were confident to manage club’s activities after the project ended.
	80%
	97,5%

	3. 
	3. 60% of active clubs’ EB were evaluated about capable of planning, implementation and management of club activities.
	60%


	Qualitative - Achieved

	4. 
	4. 90% of club members were pleased with the activities of the club 
	90%


	92,4%

	5. 
	5. 90% of the active clubs were recognized as contributing to the local OP by local government and the community 
	90%
	Qualitative - Achieved

	6. 
	6. 80% of active clubs’ EB implemented advocacy activities for the club's activities
	80%
	Qualitative - Achieved

	7. The livelihood activities for the poor and disadvantaged OP and their families, communities were enhanced

	1. 75% of club members receiving the club’s loans increased 30% income from baseline by the operation of micro-credit and training on IGA 
	75%
	75,6%

	8. 
	2. 50% of club members receiving the club’s loans contributed to the household by income from the operation of micro-credit and training on IGA 
	50%
	98,9%

	9. 
	3. Models of livelihoods for OP were replicated locally 
	-
	Qualitative - Achieved

	10. 
	4. All active clubs had someone borrowing loans from the club's annual resources
	100%
	Achieved

	
	5. All active clubs had mobilization activities for club’s resources 
	100%
	Achieved

	11. The access to local health for OP was improved. Health behaviors of OP to prevent from the spread of the disease were improved.
	1. 80% of OP in the active clubs took health examination and counseling when needed  
	80%
	87,5%

	12. 
	2. 70% of OP in the clubs using counseling services and health care were satisfied with these services 
	70%
	71,7%

	13. 
	3. The operating of mobile medical services with the cooperation of all levels were deployed in 80% of active clubs
	80%
	Qualitative - Achieved

	14. 
	4. 80% of the active club members had health insurance cards
	80%
	74,5% - Not achieved

	15. 
	5. 80% of OP in the clubs took  health examination every 6 months 
	80%
	75,7% - Not achieved

	16. 
	6. 80% of the clubs had near poor people purchasing voluntary health insurance cards
	80%
	-

	17. 
	7. 70% of active club members participated in regular physical activity (at least 3 times per week) 
	70%
	85,9%

	18. 
	8. 80% of OP in active clubs knew how to prevent from the common non-communicable diseases (hypertension, diabetes, depression, osteoporosis ...) 
	80%
	Achieved

	19. 
	9. 50% of the active club members said that their health condition improved in comparison with that a year ago
	50%
	26,3 – Not achieved

	20. Enhanced capacity of local governments and community-based organizations in developing programs/projects for OP and the ability to mount these programs/projects for the Government’s programs/​​projects for livelihoods an health  
	1. OP in the active clubs participating in the programs/​​projects on hunger eradication and poverty reduction, local health (access to loans or training on income generation or health examination/treatment and health counseling) increased over the years 
	
	Qualitative - Achieved

	21. 
	2.  In each project province, at least one program/​​project for OP was developed 
	
	Qualitative - Achieved

	22. 
	3. 80% of active clubs had activities which were linked/integrated with livelihood activities or other social activities at the local 
	
	Qualitative - Achieved

	23. 
	4. 80% of the total number of active clubs got a written commitment of local leaders to continue supporting (with policies, budgets, human resource, etc.) for the activities of club after the project ended 
	
	-

	24. 
	5. 50%  of the project communities successfully advocated the local authorities not to  apply the old rules when lending
	
	-

	25. Database system on economic, social, demographic and health of OP to use for in-depth studies
	1. Information on the socio-economic, demographic and health of the elderly was updated on the project's website and used by members inside and outside the project 
	
	Qualitative - Achieved

	26. 
	2. The policies for OP were updated and disseminated 
	
	Qualitative - Achieved

	27. 
	3. The succeeded model in livelihood activities for OP were documented and shared 
	
	Qualitative - Achieved

	28. 
	4. The success of the club model (create resource mobilization) were documented and shared
	
	Qualitative - Achieved

	29. 
	5. The information on Vietnam Aging Survey was presented at the forum and conferences held by WU, VAE and CASCD and shared to the members of the clubs
	
	Qualitative - Achieved

	30. 
	6. The media events, policy advocacy for OP were organized by the ministries and other sectors in which using information from Vietnam Aging Survey
	
	Qualitative - Achieved

	31. 
	7. Evidence of the use of information from the Website of the Project in the policies, programs/ ​projects for OP 
	
	Qualitative - Achieved

	32. 
	8. WU, VAE and CASCD shared the information on OP for in-depth researches, topics or thesis related to OP
	
	Qualitative - Achieved

	33. Networking on OP was reinforced, strengthened to develop programs/projects and policies to meet the needs and issues of OP
	1. The documents and cooperation agreement between the project partners and with institutions and other ministries (MOLISA, MOH, etc.) were issued to strengthen coordination in the development and implementation of policies and programs/projects to meet the needs, issues of OP 
	
	-

	34. 
	2. 50% of the active clubs had at least one member of EB who was assigned to the EB of local organizations 
	
	-

	35. 
	3. 80% of local partners knew about network of OP at all levels (central, provincial, district and commune levels) 
	
	Qualitative - Achieved

	36. 
	4. The club model was replicated at least to a new site locally 
	
	Qualitative - Achieved

	37. 
	5. The activities and events related to OP were coordinated and implemented by internal and external agencies of projects.
	
	Qualitative - Achieved


3. Evaluation of sustainability of "ISHC model" 

3.1 Sustainability of policy

Through qualitative information and  review of the achievements of the project, at the central level, the project successfully advocated the introduction of ISHC model to become an objective in Chapter National Action Plan on Aging in Vietnam during the period 2012-2020, which is ‘in 2015 at least 1,500 clubs will be founded across the country; at least 15% of communes, wards and townships will have ISHCs or other models that care and promote the role of OP; and in 2020 at least 5,000 clubs will be founded in at least 50% of the communes'
"In the past, we did so much. It was a program of action for OP during 2012-2020. All three partners worked together to make comments and give the index to 2015 with at least 15 % having ISHC model ... This is large result of the project, few models in the project has achieved such a result. " (IDI at central level)
Indicators of well-established ISHCs were shown in the action plan at the provincial, district levels.
"... the Women's Union also has a plan to direct the agencies to establish at least one club in 2015, self-replication and 15% of communes must have this  model in 2020. We had a specific target for year 2020 and then sent it to 12 districts in [name of province] we should advise the associations for model replication of 1 club per district in 2015 and in 2020 at least 15% of the commune were replicated this club model" (IDI at provincial level)
In the provinces, the project also achieved many successes in policy advocacy. The mass organizations and local authorities appreciated and supported the clubs.
"From authorities to departments highly appreciated and they facilitated the regular club activities, strengthening organization of the association to well direct the club's activities." (IDI at provincial level) 

"This club gained high concurrence of government committees including the district, communes, villages, they were very excited ... they [local authorities] want project to prolong from this commune to others to help the disadvantaged subjects ... improving the quality of life, eradicate poverty." (IDI at provincial level) 
The club's activities combined very closely with all levels of authorities, unions, such as the vice president of Commune People’s Committee involved in the PMU; Chairman of unions such as the Association for the Elderly also involved with the PMU to coordinate with executive board to manage club activities that contributed to improving the sustainability of ISHC and binding capacity between the ISHC to other local unions.
"The local authority has a vice president who works for the PMU, president of the Commune Women Union belongs to this PMU, then chairman of Association for the Elderly belongs to the commune PMU too ..." (IDI at district level) 
"[ISHC] regularly coordinates with committees, local authorities ... with the participation of the local Women Union, commune and associations NCT Party, the Association for the Elderly, Party secretary. It means all people participate in ... "(IDI at provincial level) 
3.2  Sustainability of Human Resources 

The existing resources of the clubs’ EB from the central level to grassroots level were evaluated enough capable to manage and sustain the clubs. Interviews with clubs’ EB by self-filled questionnaire showed that 95% of clubs’ EB members felt confident/very confident to manage the clubs after the project ended. These results were similar to those from the assessment of POs at provincial/district levels. These assessments were obtained from in-depth interviews and focus group discussions.
"... The gained knowledge and skills helped to sustain the club in the future. In my perception and with my skills, I thought to maintain 24 Clubs is helpful for me in the future: (IDI at provincial level) 
"Once some people were not fearless of management. After finding club like their home, they are fearless to share and improve their powers which can be trained to be empowered in their future...” (IDI at provincial level) 
Project Officers at the district level actively developed the training plan, capacity building for the new clubs.
"In the future, to replicate this model in my province, I think my family (2 provincial POs) collaborates with 4 District to deploy training on the management skills, deployment activities, as well as books/records and documents ... for the district POs, district Women's Union in those districts where have no project” (IDI at provincial level) 
The clubs conducted or planned to select and train for future human resources and EB members in the club.
"Proposal for developing 200 clubs with 80 Club which will be handed over to OP to ... some EBs who have worked in 4 years are old so the future EBs need to be trained. We are training for those future EBs.  ... keep training for clubs’ EBs to let them know and maintain and manage the club" (IDI at district level) 
3.3  Organizational Sustainability 

The organization of clubs’ EB was considered consistent with the role and activities of the club and it could be maintained.
"Still maintain such regulations to operate ... because we have not found yet any unreasonableness of human ... we also promote the activities of the club ... So keep a monthly meeting with clubs’ EB once per month before club activities. Then the club should conduct its activities once per month ..." (IDI with club member) 

"Keep club’s EB; to operate, it must have 5 people. Five people will split the tasks, rather than assigning a person ... there is a clear division of labor, those who are in charge of a field, should focus on that field. It is appropriate, it should not adjust the manpower anymore." (IDI with club member) 
Vertical system of partners in the project contributed to enhance the organizational sustainability of the club model.
"I think it is fine. Because club follows its system, for example, in Ha Tinh, Quang Binh they follow WU at district and commune levels. Similar to Nghe An, Thanh Hoa the Association for the Elderly at provincial, district and commune levels direct the club. To maintain that there is no problem" (IDI with central level)
3.4 Financial Sustainability 

In the evaluation of the ability to maintain the operation of the club after the end of the project, the project partners from the central to grassroots agreed that the clubs could sustain its funding for fully operations. In addition to initial funding by grant project, all current clubs had other fundraising activities such as interest income from lending funds, funds obtained clubs, membership fees, calling for support from the Fund for the Golden Heart from enterprises, mass organizations local authorities.
"The ability to maintain the club is very good. At present, exactly 160 clubs were established at the first phase in 2013; after 2 years of their establishment, they were not supported for club activities by cash again. Besides the interest they have to mobilize; to add the activities, they have to charge these members, mobilize others to pay..." (IDI with central level)
"Such old fund resource is convenient and it also creates better conditions for other clubs to maintain more. Additionally they must mobilize, in some locals they have sponsors. Mobilization the entire population is voluntary" (IDI with provincial level)
"Clubs also called donors for supporting sources of funds to build the fund for golden heart and in addition they called for lending from other organizations ,e.g. from policy banks. Sources from the development fund for women also provide lending support, loans with preferential interest rates and other resources mobilized in the community. The members also contribute to a fund called fund for Club development... " (IDI with district level)
Funding was provided by project, and the interests from such sources that are now about 21 to 22 million dong, which used for spending, then members contribute but it is little, besides the golden hearts fund was contributed by residents and our children who work away from home." (IDI with club’s EB) 
"Some clubs well conducted the fund for golden heart. In some clubs we have deployed more than 7 million supporting for fund of Golden Heart..." (IDI with club’s EB) 
However, the clubs, which were implemented in Phase 2, were relatively new so they encountered many difficulties in maintaining funding for these activities.
"... The clubs in stage 2 now have no additional funding, so they are required to be proactive about rational funding allocation. Fund for gold hearts is less, that forces them to increase advocacy for more ... they can maintain if they have financial sustainability." (IDI with district level)
"That is difficult ... raising funds from external sources is hard...” (IDI with club’s EB) 
Besides the difficulties in raising funds for the club to support phase 2, most of the central and grassroots partners evaluated the possibility to mobilize funds to replicate the model was very difficult because of local economic and community
"T found no problems to maintain the club, but replication of model is quite difficult. It is because our model provides funding for the club, rather than a loan to the club. Therefore with the difficult economy like this, the Government agreed to replicate it but asking for a little capital is difficult ..." (IDI with central level)
"... People say good for it, supporter it ... but they said they have no money, so that's the bottom line, poverty reduction for people cannot be conducted if you do not provide the methods ..." (IDI with central level)
"We implemented this [club], we actually does not have any budget. Province said it had supported the policy but not support material." ((IDI with provincial level)
"Replication without assistance is harder. If it cannot have 100 million dong, so 50 million dong or several dozen million dong to generate income effectively" (IDI with provincial level)
"They also agreed he replication of this model and also coordinated with the directives of the Central, but it is sort of human resources. If the clubs was born without any resources to feed, it is not effective. If it have the resources to feed, how to find ...” (IDI with provincial level)
4. Lessons learned 

The project partners accumulated much experience in process of project management and implementation.
Regarding capacity-building activities - the project not only was responsible for selection of specialized person, but also focused on capacity building, including training and technical support after training through monitoring and assistance activities.
"In my opinion, it is important that the partners have identified a separate department in charge of OP’s issues ... the right person will be appointed as expertise about issues of OP ... Capacity building is not only training but also technical support of partners after training to reinforce knowledge" (IDI at central level) 
Capacity building for partners participating in the project was implemented through support and supervision activities, which were regularly carried out during implementation of project. 
"To further support the new knowledge ... many issues will occur, so POs must be very thorough ... to timely supplement their knowledge [of the project partners] and improve their capacity" (IDI at central level) 
Regarding policy advocacy - experience showed that it was necessary to organize conferences and seminars on issues of OP with the participation of policy makers, representatives of ministries and agencies, the mass media.
"... workshop so that we introduce this model, talk about the issues of OP; the departments, mass media should attend; secondly, we approached to many disseminated things that we could not get before to provide the media agencies to write/talk about ..." (IDI at central level) 
Regarding replication - experience from project showed that if the model was replicated, it need to be improved further for the operation contents, while reducing operating costs.
"... First, we must make it operate with fewer costs. The model built by HAI ​​in the AP project costs $10,000, but with new project, it costs $7000 only. The cheaper model is, more opportunity for replication it creates. This is a great lesson" (IDI at central level) 
"As the experience of the [name of the province in the project] it is not necessary to be 100 million dong, they [the club] started from 20-30 million dongs, then they gradually supplement money, if that money is from the club, they will know how to do..." (IDI at central level) 
III. CONCLUSIONS AND RECOMMENDATIONS 

1. Conclusions
· After more than four years of implementation, the project achieved the results by 6 objectives and achieved most of the targets against indicators identified in the 'Framework for monitoring and evaluation'.
· Capacity of development, implementation and maintenance of intervention programs/​projects for OP of partners at all levels were improved. The partners at central level (VWU, VAE, etc.) had full capacity to develop, coordinate, implement and monitor and supervise the project intervention on health, livelihoods and promoting rights for OP. The partners at provincial/district level were qualified in management, organizing and directing activities for OP locally, and they had the ability to advise the authorities on interventions that solved OP’s issues. The clubs’ EB felt confident to manage, maintain club activities at the present as well as later when the project ended. Negotiation skills and resource mobilization at local of clubs’ EB were also enhanced. Activities included: i) training on project management, club management, supervisory skills and deployment activities; ii) Improving the health and livelihood development (micro-credit and savings); iii) the model tours and exchange of experiences between the clubs; iv) the monitoring phases carried out by PT , HAI and provincial/district PMU greatly contributed to the improvement of these capabilities.

· ISHC model had an obvious impact on the lives of all members, through improving the economic status of OP, helping them reduce poverty and enhance economic autonomy, as well as enhancing the ability of OP to contribute to the household’s income. Through the model, the access to and satisfaction of OP with health services in local raised up dramatically and they differed significantly compared with those who did not involve in the model. OP in the clubs self-assessed their health were improved significantly compared with OP group who did not participate in the club. The percentage of OP participating in the club knowing about the rights of OP was higher than those who did not participated in clubs.
· The project developed its own website on OP, but the website was not operational efficiency, the number of visitors was not high, the amount of information was not updated much and continuously. Although information system on OP was not yet complete, the project partners also used the data and the evidences from this information system in advocacy, planning and funding proposal for OP. 
· There has not been a formal network of organizations operating in OP. Four main partners including the Vietnam National Committee on Aging, VWU, CASCD - under the Red Cross and HAI associated with each other to coordinate activities on advocacy, research and evaluation, program development and funding proposal development to maintain and replicate the intervention model for OP, including ISHC model.
· ISHC model was capable of maintaining due to consideration as one of the targets in the National Action Plan on Aging in Vietnam for the period 2012-2020, while it received appreciation and support from the mass organizations and local authorities. Through evaluation, club model had the sustainability of the organization, human resources at locals and capability of maintaining funding for operations. The replication succeeded initially, not only by international aid, but also by local sources, however, the replication met difficulties due to the economic conditions of local communities and its ability to raise capital was not high.
2. Recommendations
· VWU, VAE, CASCD and HAI should continue to work together to support the local through their vertical system; keep supporting the activities of the clubs.

· VWU, VAE, CASCD and HAI should continue the dissemination and mobilization to get the financial support from Government and other international organizations to replicate the ISHC model at the lowest and possible costs. 

· With the technical support of the VWU, VAE, and CASCD, the clubs’ EB should continue the dissemination, mobilization and enlist for the support of the organization, personnel and budgets from local authorities, businesses and other mass organizations.

· The clubs’ EB should continue to maintain the club's activities by focusing on the activities that do not need or need less funding, and promoting and diversifying the resource mobilization activities.
IV. ANNEXES
Annex 1: QUANTITATIVE SAMPLING METHOD 
Due to lacked information and data from initial assessment of the project to be compared with the final assessment, the research team decided to use a sampling method to compare two rate between the intervention group (access to project activities) and the control group (no access to project activities) at the time of the final assessment. The research team applied the sample size formula of Fleiss (Fleiss, Statistical Methods for Rates and Proportions, formulas 3.18 &3.19).
Formula applied:   
Z1-(r+1)P (1-P)  + Z1-rP1(1-P1) + P2(1-P2)]2
n1 = D -------------------------------------------------------------

r(P2-P1)2
n2=rn1
In which: 
n1 : number of samples needed for the intervention group 
n2 : number of samples needed for the control group 
r : ratio between the intervention group/the control group 
D = design effect, setting d = 2 (select two phase sampling, at the PSU using a simple random sampling method application)
Zα=  at 95% CI, 2-way significance level, Zα = 1.96
P = (P1 + P2) / 2;
Zβ= Sample effect is 80%, Zβ = 0.84
P1 = the proportion of people receiving health care and counseling in group that did not access to project activities (desirability of increasing 12% of OP receiving health examination and health counseling at the end of year is 80% so the team set p1 = 68%)
P2 = the proportion of people receiving health care in group accessed to project activities is 80%
P2 - P1 is the size of the desirable changes that can be detected (12%) 
Applying the formula, the entire quantitative sample (rounded) is 960 OP divided into 2 groups:
· 640 people in group that accessed to project activities

· 320 people in the group did not access to project activities
Annex 2: PROCESS OF DATA COLLECTION AND DATA ANALYSIS
I Data collection 
1. Training for data collectors
A training course for data collectors will be conducted by senior researchers with the support of the supervisors. The training course will be held in Hanoi before data collection in the field. 

The training content includes 1) techniques for quantitative and qualitative interviewing; 2) process of data collection in the locals; 3) introduction and guidance of the content of the data collection tools; 4) the ethical issues in research; 5) Specific duties of the data collectors; 6) quality monitoring process.
The questions used in training, which are similar to those used in survey, will help data collectors and supervisors become familiar with the content of the questions and discussed with the team leaders.
The data collectors will be involved in training, practice to interview and track completion time. Interview practice helps the interviewer understand the questions clearly and adapt to the different situations replies in the interview process. On the last day of training, interviewers will practice to interview in the community to prepare for the field work.
During the training, fieldwork plan will be presented and discussed to ensure that all supervisors  and interviewers understand their responsibilities, the daily workflow of an interviewer or supervisor so that the plan becomes the most feasible and appropriate.
2. Data collection in the field 

a. Prepare logistics for data collection in the field 

Data collection will be conducted in 8 intervention districts of 4 project provinces. The research team will conduct data collection in each district of the province. After finishing data collection in this province, the research team will move to other provinces.
The research team will discuss with the club’s executive board in communes to  decide how to organize the collection in the communes. 

List of selected samples will be sent to the communes 3-5 days prior to the day researchers start to collect data. The clubs’ EB will check the list and notify the team of case need to be replaced (due to absence or not accessible). Then, the clubs’ EB will announce the appointment with OP (aged 50 years and older) in the selected list to be at home on the day the team start interviews. On that day, along with the support of the Executive Boards of the club, the interviewer will be assigned to go to every household to interview OP.
If OP were absent on the day interviewers come to their houses, or they refuse to participate in or they could not afford complete the interview (due to health issues), the supervisors will choose other to replace respectively (in sample backup list). 

At the end of each field day, the team will meet to exchange experiences and problems occurred during the day, as well as announce plans for the next day. The interviewers will submit all completed questionnaires for supervisors.
b. Interview Process 

Before conducting quantitative interviews, interviewer will introduce himself/herself, read the agreement to participate in research for those who can decide to participate or not participate in the study. Interviewers will also answer questions about research subjects. If subjects agreed to participate in the study they would sign an agreement to participate in research. Interviewer will sign a consent form before starting the interview. After completing the interview, interviewers test the entire questions to ensure that the information are complete and accurate before submitting to the supervisor for quality control check.
Each interviewed participant will receive a small grant of 40,000 VND (2 USD) for their time spent for participating in the study. 

For qualitative interviews (focus group discussions, in-depth interviews), after consulting agreement to participate in research with subject, interviewers ask for recording the conversation, if he/she agrees, the interviewers start recording interviews. If the subject does not consent to the recording, interviewers will try to write the conversation down during the interview as well as the recall of information in the end of the interview. Research supports 80,000 dong for each participant involved in IDIs and  50,000 dong for FGDs for their time spent on research.
c. Quality management 

· Quantitative quality management
Supervisors control quality in the field directly or indirectly: 

· Observe the interviewers’ interview: The supervisor will observe randomly some interviews of interviewers during data collection in the area. Each supervisor must attend and observe at least two fully interviews conducted by the interviewers in the first 2-3 days of research implementation.
· Re-interview: the supervisors interview randomly 5% of the research subjects using pre-designed questionnaire including important questions. The supervisors compare the information obtained with the interviewer to check the difference.
· Checking for completeness of questionnaires: Interviewers will be responsible for completing the entire questionnaire. All information items and responses have to be filled in by interviewers. Field supervisors will be responsible for checking the completed questionnaires immediately after submission by the interviewers (everyday during fieldwork). Field supervisors then must ask interviewers to fill in any missing information. Questionnaires missing more than 5% of responses will not be accepted, and the supervisors should ask those interviewers to either redo the interview or should discard the incomplete questionnaire. Any interviewer who submits more than two incomplete questionnaires in a day (each with more than 5% of responses missing) will be evaluated by the supervisor. If the supervisor determines that the missing data is the result of interviewer’s oversight or work ethic, he or she will be dismissed from the fieldwork. 

· Qualitative quality management

In the first 2-3 days in the field, the qualitative research team will meet at the end of each day to discuss the results, including the difficulties and obstacles they encounter during a working day. The field supervisor will listen to some random recordings that are made during the day to check the quality of the interview. These sharing and experiences are only exchanged in the group.
II Data management and analysis
1. Management and analysis of quantitative data
1.1. Data management
Before data entry, all questionnaires transferred from the site to ISMS will be checked for completeness. Answers to open-ended questions are to be checked for clarity, and coded if necessary. The ISMS data management team will decide whether or not these answers need to be re-checked or added notes before being delivered to the data entry group. Epi-Data 3.1 software will be used for data entry. All completed questionnaires will be entered twice (double-entry) to ensure accuracy.

All data will be entered twice, data validation will be conducted wherein the two Epi-Data datasets will be validated and a comparison report will be produced. The data entry result will be considered acceptable when the difference was less than 1 percent; 

One Epi-Data dataset will be produced after fixing the entry mistakes identified through the comparison report. 

Data in Epi-Data format will be transferred into SPSS. Based on the most updated questionnaire, variables will be labeled with shortened meaning and definitions. Those variables labeled from Epi-Data files and transferred into SPSS will also be re-checked using codebook syntax to ensure the accuracy of the labels.
Logical and consistency check
Logical and consistency checks based on the logic of the questionnaire will be conducted using two methods: 

· Conduct an interactive consistency check during data entry by applying a programming check in Epi-Data; and  

· Write checking codes. 

After logical and consistency checks are completed, the ISMS data management team will check the collected questionnaires to fix any mismatches or errors. Then, the team will conduct other key checks including the following: 

· Run frequencies and checking for missing values. When missing values are identified, the team will  locate the ID from the questionnaire to find out the reasons for the missing data;

· Check consistency between variables. If any information does not match, the team needs to offer a solution to the problem after checking the real questionnaires. In fact, the errors in the data collection process occur with low frequency. 

1.2. Data Analysis
Two software Stata version 11.1 and SPSS version 16 will be used for data analysis. Analysis content includes:
· Descriptive analysis and analysis of dual variables, including the appropriate statistical test to analyze dual variables, analysis of correlation and/or between the key variables/determinants;
· Comparisons of key indicators between intervention group and control group will be made.
2. Management and analysis of qualitative data
2.1. Transcription of recordings
Management of qualitative quality is undertaken to 1) prevent from the qualitative data collectors discuss information to outside and 2) identify issues arising in the course of the interview. In-depth interviews are taped with the consent of the person being interviewed.
Recordings collected in the field will be transferred to the office of ISMS and all recorded tapes will be transcribed into written text. The information recorded during interviews or discussions will be typed to ensure this information is clear and adequate. At the end of each working day during the fieldwork, interviewers are required to produce a brief summary of work done during the day based on their notes and observations. . At the end of each surveyed commune, the interviewer will write a comprehensive report about the whole trip that highlights interesting findings. After being cleaned, and the transcription will be transferred to word format to qualitative analysis by software Atlas.ti.
The analysis will begin encoding transcription content to detect the main subject. An encoding table consists of the contents of the interviews will be built and developed based on the objectives of assessment. 

The code with an explanation will be used to identify key issues and themes arising in the course of the interview, according to the study groups. The code needs to be developed and agreed upon by all team members including people who directly interview as well as analysis group.
2.1. Analysis 

The analysis will begin with the content encoding of the bands to detect the main subject. One group consists of encoding the content of the interview will be built and developed based on the assessment objectives of the study. 

The code (code) for an explanation of the code will be used to identify key issues and themes arising in the course of the interview, according to the study groups. The code needs to be developed and agreed upon by all team members include people directly as well as group interviews analysis.
Annex 3: General information about participants of final project assessment (1)
	
	Club members 
(n=646 )
(%)
	Non-club members 
 (n= 320)
(%)
	Total
(n=966 )
(%)

	Age groups
	
	
	

	50-59
	41.8
	35.3
	39.7

	60-69
	40.9
	30.3
	37.4

	70-79
	15.0
	18.1
	16.0

	80+
	2.3
	16.3
	6.9***

	Gender
	
	
	

	Male
	20,3
	43,1
	27,9

	Female
	79,7
	56,9
	72,2***

	Education levels
	
	
	

	Primary school
	27,7
	37,8
	31,1

	Secondary school
	58,4
	42,8
	53,2

	High school
	8,8
	12,2
	9,9

	Higher school/college/university 
	5,1
	7,2
	5,80***

	Marital status
	
	
	

	Single
	2,0
	1,3
	1,8

	Married
	71,2
	75,3
	72,6

	Widowed /separated/divorced
	26,8
	23,4
	25,7

	Ethnic group
	
	
	

	Kinh
	100,0
	99,7
	99,9

	Other
	0
	0,3
	0,1

	Those living with OP 
	
	
	

	Alone
	11,0
	9,7
	10,6

	With spouse only
	23,8
	29,4
	25,7

	With children/others
	65,2
	60,9
	63,8


*: p<0,05; ***: p<0,001
Annex 4: General information about participants of final project assessment (2)
	
	Club members
(n=646 )

(%)
	Non-club members
 (n= 320)

(%)
	Total
(n=966 )

(%)

	Working
	87,8
	67,8
	81,2***

	Main occupation 
	
	
	

	Agriculture 
	87,8
	80,2
	85,7

	Non- agriculture 
	9,4
	10,6
	9,7

	Other
	2,8
	9,2
	4,6***

	Major sources of income/support for life 
	
	
	

	
 
Working
	72,3
	47,5
	64,1

	Pension
	8,1
	16,6
	10,8

	Social assistance 
	5,4
	11,6
	7,5

	From other family members (spouse, children, parents, siblings, relatives, etc.) 
	14,2
	24,4
	17,6***

	Sorts of poor households 
	
	
	

	Poor households
	17,2
	13,1
	15,8

	Near-poor households
	25,1
	20,0
	23,4

	Non-poor households
	57,7
	66,9
	60,8*


*: p<0,05; ***: p<0,001

Annex 5: Percentage of clubs’ EB members participating in project’s training courses 
	
	Results (N=158)
(%)

	Percentage of clubs’ EB members participating in training courses 
	87,3

	Participated in training courses (n=137)
	

	Club management 
	81,8

	Financial management
	58,4

	OP and gender
	47,5

	 Participatory Learning and Action (PLA)
	16,1

	Income generation/Livelihood
	66,4

	Health
	70,1

	The usefulness of the training courses organized by Project
	

	Not really useful/not useful
	2,2

	Normal
	0,7

	Useful /very useful
	97,1

	Satisfaction of training courses 
	

	Very unsatisfied/unsatisfied 
	2,9

	Normal
	0,0

	Satisfied/very satisfied
	97,1


Annex 6: Percentage of clubs’ EB members receiving other technical assistance on management 
	
	Result (N=158)
%

	Received technical assistance on club management 
	81,0

	Sources of other support on club management (n=128)
	

	Local  project collaborators 
	72,7

	Local leaders 
	53,9

	Social organizations 
	62,5

	District/province
	60,9

	The frequency of receiving technical support for the club management 
	

	Rarely
	3,9

	Sometimes
	29,1

	Usually
	66,9


Annex 7: Percentage of OP receiving technical training/support for income generation  
	
	Results (%)

	Being trained about income generating activities (n=406)
	65,3

	Content of training  about income generating activities
	

	The skills of planning for production and households business (planning, capital, cost and the selling price)  
	86,5

	Production skill 
	83,3

	Advertising and consumption of products
	98,8

	Types of income increasing
	53,2

	Introducing the successful model of income generation
	88,2

	The usefulness of training courses (n=405)
	

	Very un-useful/un-useful
	0,5

	Normal
	4,7

	Useful/very useful
	94,8

	Being assisted in product promotion and introduction (n = 405)
	9,6

	Supporting methods (n=40)
	

	Method of product promotion 
	12,5

	Referrals to organizations purchasing products 
	95,0

	Introduction and invitation to participate in the fair
	0,0


Annex 8: Percentage of club members having access to project’s support on income generation 
	
	Results (%)

	OP knowing about supporting program of income generation for OP at locals (n=646)
	96,3

	Receiving supports for income generation for OP at locals (n=492)
	79,1

	Delivered types of supports for income generation (n=491)
	

	Loans for production 
	98,6

	Assistance of material, seedlings and animal breeds
	25,1

	Assistance of production equipment, machines
	15,3

	Assistance of product promotion/consumption
	15,5

	Loans met OP’s need of business capital (n=480)
	40,2

	Business invested in from loans (n=479)
	

	Business
	5,9

	Household economy
	96,7

	Capital contribution to income generation group
	0,2


Annex 9: Percentage of club members receiving health care services and satisfaction to mobile health care team 
	
	%

	Percentage of club members received services from mobile health care team (n=646)
	50,5

	Satisfaction of OP about services from mobile health care team (n=326) 
	

	Very unsatisfied/unsatisfied 
	3,7

	Normal
	15,3

	Satisfied/very satisfied
	81,0


Annex 10: Satisfaction of club members about support of income generation and OP’s distributions to household economy by income from business loans. 
	
	%

	Satisfaction about received support of income generation  (n=364)
	

	Very unsatisfied/unsatisfied 
	3,6

	Normal
	15,4

	Satisfied/very satisfied
	81,0

	Increased income after receiving loans (n=348)
	

	Did not increase 
	0,9

	Under 30%
	23,6

	About 30% - under 50%
	46,3

	More than 50%
	29,3

	OP contributed to the household income by income from business loans (C40=348)
	98,9


Annex 11: Percentage of participation in community activities in the intervention and control groups
	
	Club members
(n=646 )

(%)
	Non-club members
(n= 320)

(%)
	Total
(n=966 )

(%)

	Percentage of  OP participated in community activities in the past 12 months 
	99,4
	92,8
	97,2***

	Community activities that OP participated in the past 12 months 
	
	
	

	Culture and arts
	75,9
	43,1
	65,5***

	Average frequency of participation in cultural and art in past 12 months (time/12 months) 
	5.8
	2.8
	5.3***

	Environmental cleaning
	93,0
	69,0
	85,4***

	Average frequency of participation in  environmental cleaning in the past 12 months (time/12 months) 
	7,7
	6,9
	7,5

	Support for disadvantaged people 
	90,8
	71,7
	84,8***

	Average frequency of participation in supporting disadvantaged people in the past 12 months (time/12 months) 
	4
	3
	3,7***

	Meeting in villages/hamlets
	96,9
	91,6
	95,2***

	Average frequency of participation in  meeting in villages/hamlets in the past 12 months (time/12 months) 
	7,3
	6,5
	7.0**

	Joined the self-help groups 
	66,3
	22,8
	51,9***


*: p<0,05; ***: p<0,001
PHỤ LỤC 12: The percentage of access to and satisfaction with the activities of counseling/dissemination about health care in the intervention and control groups
	
	Club members
(n=646 )

(%)
	Non-club members
(n= 320)

(%)
	Total
(n=966 )

(%)

	The proportion of OP received direct health counseling in the past 12 months 
	76,5
	38,8
	64,0***

	Satisfaction of health counseling received (n = 618)
	
	
	

	Very dissatisfied/dissatisfied
	1,0
	6,5
	2,1

	Normal
	12,4
	27,4
	15,4

	Satisfied/Very Satisfied 
	86,6
	66,1
	82,5***

	The proportion of OP attending health dissemination in commune 
	86,5
	38,1
	70,5***

	Satisfaction of health dissemination held by the club (n=676)
	
	
	

	Very dissatisfied/dissatisfied
	1,4
	5,0
	2,1

	Normal
	10,9
	28,0
	13,9

	Satisfied/Very Satisfied 
	87,7
	67,0
	84,0***


*: p<0,05; ***: p<0,001
Annex 13: The percentage of access to and satisfaction with health care and counseling
	
	Club members
(n=646 )

(%)
	Non-club members
(n= 320)

(%)
	Total
(n=966 )

(%)

	OP took health examinations and counseling when needed 
	87,5
	68,8
	81,3***

	Satisfaction of health examinations and counseling received (n=785)
	
	
	

	Very dissatisfied/dissatisfied
	3,9
	5,9
	4,5

	Normal
	24,4
	35,5
	27,5

	Satisfied/Very Satisfied 
	71,7
	58,6
	68,0***

	OP took periodic health examination within the past 12 months 
	75,7
	35,3
	62,3***

	OP took periodic health examination at least twice in the past 12 months ( n=602)
	92,2
	80,5
	90,0***

	Satisfaction of qualify of periodic health examination ( n=602)
	
	
	

	Very dissatisfied/dissatisfied
	2,5
	6,2
	3,2

	Normal
	21,1
	29,2
	22,6

	Satisfied/Very Satisfied 
	76,4
	64,6
	74,3***

	Percentage of OP having health insurance cards 
	74,5
	75,3
	74,7


*: p<0,05; ***: p<0,001
Annex 14: Self-assessment on health status in  intervention and control groups
	
	Club members
(n=646 )

(%)
	Non-club members
(n= 320)

(%)
	Total
(n=966 )

(%)

	Self-assessment of health status at present 
	
	
	

	Very weak/weak
	41,0
	67,5
	49,8

	Normal
	50,3
	30,0
	43,6

	Good/very good
	8,7
	2,5
	6,6***

	Health assessment compared with 1 year ago
	
	
	

	Worse than before 
	60,5
	83,5
	68,1

	As before
	13,2
	10,6
	12,3

	Better than before
	26,3
	5,9
	19,6***

	OP do exercise regularly (3 times/week) in the past 12 months
	85,9
	80,8
	84,4


*: p<0,05; ***: p<0,001
Annex 15a:  Percentage of OP having proper knowledge about the common non-communicable diseases in intervention group - High blood pressure (hypertension)
	
	Club members
(n=646 )

(%)
	Non-club members
(n= 320)

(%)
	Total
(n=966 )

(%)

	Hypertension
	
	
	

	Hearing or knowing about hypertension 
	93,2
	83,8
	90,1***

	Knowing at least a symbol of hypertension 
	95,5
	83,6
	91,8***

	Number of hypertensive symbols that OP knew (TĐ=4)
	1,4 ±0,6
	1,3±0,8
	1,4**

	Knowing at least one factor may increase the risk of hypertension 
	64,7
	49,3
	60,0***

	Number of factors increases the risk of hypertension that OP knew (TĐ=7)
	1,1 ±1,1
	0,8 ±1,0
	1,0***

	Knowing at least one method to prevent from hypertensive disease 
	91,9
	74,6
	86,5***

	Number hypertension prevention that OP knew (TĐ=10)
	2,6
	1,8
	2,3***


*: p<0,05; ***: p<0,001
Annex 15b:  Percentage of OP having proper knowledge about the common non-communicable diseases in intervention group - Cerebral vascular accident/Stroke
	
	Club members
(n=646 )

(%)
	Non-club members
(n= 320)

(%)
	Total
(n=966 )

(%)

	Cerebral vascular accident/Stroke
	
	
	

	Hearing or knowing about cerebral vascular accident/stroke
	76,3
	65,3
	72,7***

	Knowing at least a symbol of cerebral vascular accident/stroke
	90,7
	75,6
	86,2***

	Number of cerebral vascular accident/stroke symbols that OP knew (TĐ=6)
	1,9±1,1
	1,4±1,1
	1,8±1,1***

	Knowing at least one factor may increase the risk of cerebral vascular accident/stroke
	68,2
	48,8
	62,4***

	Number of factors increases the risk of cerebral vascular accident/stroke that OP knew (TĐ=7)
	1,1
	0,7
	1,0***

	Knowing at least one sequence of cerebral vascular accident/stroke 
	94,7
	85,7
	92,0***

	Number of sequence of cerebral vascular accident/stroke that OP knew  (TĐ=11)
	2,4
	1,9
	2,3***

	Knowing at least one method to prevent from cerebral vascular accident/stroke 
	49,5
	33,0
	44,6***

	Number of  prevention from cerebral vascular accident/stroke that OP knew (TĐ=4)
	0,7
	0,4
	0,6***


*: p<0,05; ***: p<0,001

Annex 15c:  Percentage of OP having proper knowledge about the common non-communicable diseases in intervention group - Depression
	
	Club members
(n=646 )

(%)
	Non-club members
(n= 320)

(%)
	Total
(n=966 )

(%)

	Depression
	
	
	

	Hearing or knowing about depression
	31,3
	21,9
	28,2**

	Knowing at least a symbol of depression
	89,6
	91,4
	90,1

	Number of depression symbols that OP knew (TĐ=8)
	2,5
	2,4
	2,5

	Knowing at least one factor may increase the risk of depression
	84,7
	82,9
	84,2

	Number of factors increases the risk of depression that OP knew  (TĐ=5)
	1,5
	1,4
	1,5

	Knowing at least one method to prevent from depression
	87,6
	81,4
	86,0

	Number of  prevention from depression that OP knew (TĐ=4)
	1,6
	1,3
	1,5**


*: p<0,05; **: p<0,01; ***: p<0,001
Annex 15d: Percentage of OP having proper knowledge about the common non-communicable diseases in intervention group - Osteoarthritis
	
	Club members
(n=646 )

(%)
	Non-club members
(n= 320)

(%)
	Total
(n=966 )

(%)

	Osteoarthritis
	
	
	

	Hearing or knowing about Osteoarthritis
	86,5
	78,4
	83,9

	Knowing at least a symbol of Osteoarthritis
	96,8
	91,2
	95,1

	Number of Osteoarthritis symbols that OP knew(TĐ=5)
	2,1
	1,6
	1,9***

	Knowing at least one method to prevent from Osteoarthritis
	80,0
	58,2
	73,2***

	Number of  prevention from Osteoarthritis that OP knew (TĐ=8)
	1,3
	0,9
	1,2***


*: p<0,05; **: p<0,01; ***: p<0,001

Annex 15e: Percentage of OP having proper knowledge about the common non-communicable diseases in intervention group - Diabetes
	
	Club members
(n=646 )

(%)
	Non-club members
(n= 320)

(%)
	Total
(n=966 )

(%)

	Diabetes
	
	
	

	Hearing or knowing about Diabetes
	77,9
	66,9
	74,2***

	Knowing at least a symbol of Diabetes
	81,1
	69,2
	77,6***

	Number of Diabetes symbols that OP knew (TĐ=5)
	1,5
	1,3
	1,4*

	Knowing at least one factor may increase the risk of Diabetes
	100
	100
	100

	Number of factors increases the risk of Diabetes that OP knew (TĐ=3)
	1,1
	0,8
	1,0***

	Knowing at least one sequence of Diabetes
	60,4
	53,3
	58,3

	Number of sequence of Diabetes that OP knew  (TĐ=6)
	0,9
	0,7
	0,8*

	Knowing at least one method to prevent from Diabetes 
	93,6
	76,6
	88,6***

	Number of  prevention from Diabetes that OP knew (TĐ=6)
	2,4
	1,7
	2,2***


*: p<0,05; **: p<0,01; ***: p<0,001

Annex 16: OP’s understanding of their rights in the intervention group of project 
	
	Club members
(n=646 )

(%)
	Non-club members
(n= 320)

(%)
	Total
(n=966 )

(%)

	(1) Persons aged 80 years and older are prioritized for health examination (except to emergency cases, children under 6 years of age and persons with severe disabilities) 
	83,8
	62,8
	76,8***

	(2) To be arranged proper hospital bed  for inpatient treatment
	74,0
	46,9
	65,0***

	(3) Commune/township health centers provided health guidance, preventative skills, medical and health care? 
	80,2
	48,8
	69,8***

	(4) Commune/township health stations established health records and health management? 
	75,9
	41,6
	64,5***

	(5) Commune/township health stations provided health examination periodically 
	85,0
	47,8
	72,6***

	(6) To be reduced the cost of public services such as transport, tourism, etc.
	63,6
	39,7
	55,7***

	(7) To be provided information and documents to participate in learning, research 
	61,5
	31,6
	51,6***

	(8) To be supported and guided to participate in cultural activities, entertainment, travel, physical practice, etc.
	91,8
	65,0
	82,9***

	(9) Monthly allowance for poor OP who do not have the support of the family; or the OP aged 80 years and older have no pension or other social security 
	93,8
	85,3
	91,0***

	(10) To be congratulated longevity (70 years and older)
	99,1
	95,6
	97,9***

	(11) Preferential loans for production
	74,6
	38,8
	62,7***

	(12) To participate in working as demand 
	77,4
	46,3
	67,1***

	Average number of rights and services for OP that they knew  (TD = 12)
	9,6
	6,5
	8,6***


*: p<0,05; **: p<0,01; ***: p<0,001
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