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EXECUTIVE SUMMARY
The endline assessment of the four-year ImprovingReproductive Health and Preventing Child Marriage in Nepaland Vietnam project was conducted in Son La, Vietnam inearly 2025. The overall goal of the endline assessment was toevaluate the project’s success by comparing baseline andendline findings for key indicators related to utilization ofSRMCH services, assess the changes in knowledge andattitudes among men, women and adolescents on sexual andreproductive health (SRH), gender equality (GE) and childmarriage, assess the changes in capacity of health facilities inthe catchment area to provide SRH services, and documentlessons learned and recommendations for scaling orreplicating the project. The primary and secondary data wascollected using a mixed-methods approach. A cross-sectionalstudy design was employed to collect the survey data, theHMIS data was also collected. An observational assessmentwas conducted in the health facilities by an expertconsultant.

The endline assessment found an improvement in knowledge and attitudes in some areas of SRH and GEamong men and women in the community including family planning and violence against women.Among students, there was also an improvement in knowledge and attitudes in some areas of SRH andGE including conception, contraceptives and relationships. Both women and adolescent girls reported anotable increase in their confidence in discussing SRH, accessing information about SRH, and makingSRH decisions. The use of reproductive and maternal health services, as measured by the keyperformance indicators, all increased and met or exceeded the project targets. In total the projectsupported eight health facilities and out of the seven that were assessed at the endline oninfrastructure, education and communication materials, human resources and waste management, fivereceived full scores and the remaining two scored seven out of eight. In conclusion, the endlineassessment of the project found important improvements in the availability and use of qualityreproductive maternal and child health services, an improvement in the knowledge and attitudes amongthe community and an increase in the confidence of women and girls to make decisions about SRH.
INTRODUCTION
The Improving Reproductive Health and Preventing Child Marriage in Nepal and Vietnam project wasfunded by Global Affairs Canada and implemented between 2021 – and 2025. In Vietnam, the projectwas implemented in the Thuan Chau District of Son La province.
Son La is a mountainous and remote province in the Northwest of Vietnam, 330 kilometres away fromHanoi. The majority of the population resides in rural and mountainous areas (86.4%). The province’spopulation is 1.3 million (of which 49.7% are women), and it is home to 12 different ethnic minoritygroups who account for more than 80% of the total population, mainly Thai (53.6%), Hmong (16.1%),and Muong (6.8%). Reproductive health services for adolescents are limited, difficult to access and of
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1 Chae S, Ngo T. The global state of evidence on interventions to prevent child marriage [Internet]. Population Council; 2017[cited 2024 Oct 11]. Available from: https://knowledgecommons.popcouncil.org/departments_sbsr-pgy/5332 Son La provincial Department of Population; and Son La CDC annual report 2024

low quality, and unmarried adolescents often face barriers and do not receive enough attention,particularly in the most remote communities.
There is a lack of Comprehensive Sexuality Education (CSE) for adolescents in the target communities,
and barriers to accessing information about sexual and reproductive health (SRH) information, such as
family-planning methods and resources, leads to adverse events such as higher rates of unintended
pregnancy and child marriage. Child marriage forces girls out of school and denies them autonomy in
making decisions about SRH. Child marriage, pregnancy and childbirth amongst adolescents disrupt
young couples' lives, prematurely imposing adult responsibilities that can adversely impact their
physical, emotional, and economic well-being, particularly for girls. Child marriage interrupts education,
limits earning potential, can lead to early parenthood, restricts girls’ agency, and reinforces cycles of
poverty and gender inequality. Child marriage and early pregnancy can also impact the growth and
development of fetuses and children1.
In Son La Province, the early marriage rate has reduced from 21.2% to 11.3% between 2015 and 2024.There were 962 cases of early marriage recorded in 2024. However, the rate of pregnancy amongadolescents is increasing from 10% in 2018 to 15.1% in 20242.
In the target communities, the project organized 330 education sessions for 7,375 people (1,642 men,5,733 women) on various topics including adolescent sexual and reproductive health (ASRH), childmarriage, family planning, and gender inequality.
In schools, teachers received training courses on CSE, ASRH and gender-responsive communicationskills. Thirty-three education events were held in schools, with a total of 4,638 student attending theevents. Six adolescent reproductive health information corners were set up at six project schools, whereadolescents could access useful information about ASRH.
To improve the utilization of quality and gender-responsive ASRH health services, 34 communehealthcare staff received training and refresher training on gender equality and ASRH. Additionally, 27healthcare staff working in district and provincial hospitals were trained on gender responsiveness inproviding ASRH services. Eight health facilities were provided with essential equipment, communicationmaterials, and supplies.
This endline assessment was carried out in Son La, Vietnam (Appendix 1: Project Logic Model).

GOAL & OBJECTIVES

GOAL
This endline assessment aimed to evaluate the project's success by comparing baseline and endline datato determine changes in key indicators. This assessment also integrated reflections and lessons learned

https://knowledgecommons.popcouncil.org/departments_sbsr-pgy/533
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throughout the project's implementation, including insights from the midline assessment, to providerecommendations for future projects.
SPECIFIC OBJECTIVES
 Measure changes in the knowledge and attitudes of community women, men, and adolescent boysand girls regarding sexual and reproductive health (SRH), gender equality (GE), and child marriagebetween the baseline and endline.
 Assess changes in access to SRH services using HMIS data, focusing on the following indicators:

o #/% of women/adolescent girls who utilized family planning services in the past year
o #/% of women/adolescent girls who utilized four antenatal care services as per protocol inthe past year
o #/% of women who delivered their last child in a health institution in the past year
o #/% of women/adolescent girls who received postnatal care services in the first week afterbirth in the past year

 Assess changes in the capacity of participating health facilities to provide SRH services, focusing onfour domains: facilities, equipment, human resources, and waste management.
 Document lessons learned and provide recommendations for scaling or replicating the project inother contexts.

METHODOLOGY
ASSESSMENT METHOD
We used data collection techniques similar to those employed in the baseline survey, making pilottesting of survey questions and data collection process unnecessary. To align with project activities, weexcluded certain baseline questions from the adult and adolescent surveys that were not relevant.
A mixed-methods approach was used to collect both primary and secondary data. This included a cross-sectional study design to conduct surveys with adults and adolescents, reviewing HMIS data, andobserving health facilities.
SURVEY
The data collection team received thorough orientation and training on the project, data collectiontechniques, ethical considerations for working with the community, and data protection and privacyprotocols. All team members were from the local communities and spoke Thai, the local language.
The data collection team was comprised of a team lead and one team member (both female). The teamlead collaborated with the local project implementation team (CDC Son La) to plan and carry out datacollection, which was completed between January 6th and 12th, 2025.
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ADOLESCENTS
All six project schools were informed about the endline assessment in advance. On the day of datacollection, the team met with the school administration to brief them on the process and review theforms. Consent was obtained from school principals on behalf of the students, following the localpractice for obtaining consent for minors in Vietnamese schools.
Two schools provided a designated room for the survey, while the other schools conducted it in theclassroom. The data collection team ensured sufficient space between students to maintain privacy andconfirmed that children answered the questions independently to assess their knowledge. The teamlead described the survey process and how to complete it, emphasizing the different types of questionsto help adolescents navigate them correctly.
Students were encouraged to ask questions if they needed clarification. After submitting the survey, theteam lead reviewed the responses to ensure all questions were answered. If any were missing, thestudent was asked to review the survey again. None of the students required translation fromVietnamese to Thai to complete the survey.
Once all completed questionnaires were checked, the team lead conducted a quick assessment ofknowledge gaps by identifying questions that a significant number of students answered incorrectly.Using this opportunity, the team lead provided accurate information on those topics. At one school,there was not enough time to review the questions with students, so the team lead discussed them withthe school principal to share with teachers and students later. In the remaining schools, shecommunicated directly with the students. Each student then received a small notebook as a token ofappreciation for their participation.
ADULTS
The survey with adults was conducted in 18 villages across six communes. The data collection teamfollowed a similar process as in schools, explaining the survey, how to answer the questions, andoffering assistance in reading the questions, or translating into Thai if needed. Consent was obtainedfrom all adult participants.
The research assistant assisted 20 individuals who had difficulty reading or understanding the questionsby reading them aloud and/or translating the questions and answering options.
To accommodate people’s schedules, data collection in one village was completed during the evening.Participants were provided the equivalent of 2.00 CAD as transportation allowance for attending thesurvey.
HMIS DATA
In collaboration with CDC Son La, health facilities, and commune health centres the team lead collectedHMIS data at both provincial and commune levels. The process went smoothly. The health system istransitioning from a paper system to a software-based system for recording the HMIS data, which isexpected to simplify data management and record-keeping in the future.
HEALTH FACILITY ASSESSMENT
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3 A total of 195 adults and 213 adolescents took part in the baseline assessment.

A local expert with a medical degree, who was one of the individuals involved in the baseline healthfacility assessment for the project, conducted observations at seven health facilities using anobservation checklist. The expert contacted health facilities in advance to ensure access to completeobservations and record data, with input from health facility staff. Health facilities observation wasconducted between March 18th and 21st, 2025.

SAMPLE SIZE AND SAMPLING

SURVEY
To align with the baseline assessment, the sample size calculation from the baseline was used todetermine the total sample size for adults (162 females and 162 males) and adolescents (240 boys and240 girls)3.
The endline assessment was conducted in Son La province, covering two communes in Thuan Chaudistrict and four communes/wards in Son La city. Three villages were randomly selected from eachcommune for the assessment. 183 women and 159 men from the six project communes participated.
At the community level, stratified random sampling was employed. The population was stratified bycommune, with six eligible communes included. Within each commune, three villages were randomlyselected to ensure proportional representation across communes. Prior to the survey day, villageleaders invited villagers to participate in the assessment through door-to-door visits. On the day of theassessment, the data collection team and a community educator visited the villages and conducted thesurvey among individuals who attended the commune house. If multiple family members attended, onemember from each family was selected to participate.
The assessment was conducted in six project schools, including three secondary and three high schools.240 adolescent girls and 238 adolescent boys were selected from three secondary schools (two in ThuanChau district and one in Son La City) and three high schools in Son La City. To align with the baseline, anequal number of students were selected from grades eight to 11. At the school level, stratified samplingwas applied to determine the number of students from each grade and convenience sampling was usedto select students from each grade.
Inclusion criteria included currently living or studying in the project communes, being able tocommunicate (understand and respond to questions), and being willing to participate in the survey.
HEALTH FACILITY ASSESSMENT
A total of seven project-supported health facilities were included in the endline survey. Four of thehealth facilities included in the endline assessment were not part of the baseline survey. The findingssection presents a complete list of health facilities along with their baseline and endline scores, whereavailable.
TOOLS
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Two separate surveys were administered for adolescents and adults (Appendix 2 and 3). Male andfemale respondents answered the same set of questions, except for the women’s agency questions,which were answered by female respondents only.
The data collection team explained the project, the purpose of the endline assessment, confidentiality,data privacy, and respondents’ rights. Informed consent was obtained from adults and teachers (onbehalf of students). For adolescents, further oral consent was obtained before conducting the survey(Consent forms can be found in Appendix 4).
To assess health facilities, an observation checklist was used, prepared according to the NationalGuidelines for Reproductive Health Services (issued under the Minister of Health’s Decision No.4128/QD-BYT dated July 29, 2016) (Appendix 5).
An Excel sheet was developed to record HMIS data. The data was initially recorded in paper form beforebeing entered into the Excel sheet for analysis.
DATA MANAGEMENT
The data collection team lead reviewed the completed surveys at the end of each working day to ensuretheir completeness. Survey data were entered into SPSS 29.0.0.1 for data entry. Data checking anddescriptive analysis were performed by the HealthBridge Evaluation Expert.
For health facility assessments, an observation checklist was used to determine scores in four domains:physical infrastructure, health care equipment and communication materials, human resources, andwaste management. Each category was scored between zero and two, with the highest possible totalscore being eight. The scores were determined by a local expert who conducted the observations andcurated the data file.
HMIS data were collected from the CDC Son La and commune health centers, and where necessary,additional calculations were completed manually on paper. The results, including numbers andpercentages, were reported.
The data collection team lead ensured data confidentiality by securely storing the completedquestionnaires in a locked filing cabinet and the electronic data files on a password-protected computerat all times. Respondents were identified only by IDs, and no names were recorded on the surveys. Aftersharing the files with HealthBridge, the lead deleted all electronic copies and destroyed all paperrecords. Data files were stored on HealthBridge’s computers in password-protected folders.
ETHICS APPROVAL
The Center for Creative Initiatives in Health Promotion of Vietnam Union Science and TechnologyAssociation reviewed the endline assessment protocol and provided ethics approval (No. 251224, datedDecember 25, 2024).
LIMITATIONS
The endline assessment was conducted smoothly with no major limitations; however, there are a fewpoints that need to be acknowledged.



October 25 9

When comparing baseline and endline findings, it's important to note that data was collected from thesame communes but not necessarily the same villages. We have no reason to believe that includingdifferent villages would have affected the findings, as the population characteristics and projectactivities were intended to remain similar. However, since this was not controlled for, we can onlyassume comparability between baseline and endline data. The schools remained the same at baselineand endline assessment.
The characteristics of the adult survey respondents appear to be similar to those of the broadercommunity. However, we cannot be fully confident that the people who attended the survey arerepresentative of the entire village. For example, individuals living closer to commune centers oradministrative buildings may be more actively involved in community initiatives and therefore havehigher awareness or knowledge of topics such as SRH, which is the focus of this project. Conducting ahousehold survey to address this potential bias would not have been feasible due to logisticalconstraints.
Both adults and adolescents found the attitude questions and questions on women’s agency difficult toanswer. The main challenges were the response options and the question format. Participants struggledto differentiate between similar options, such as "very confident" and "confident." Additionally, thematrix format of the women’s agency questions, where questions were listed in rows and responseoptions in columns, was not easy for them to navigate. While this may not have affected the validity ofthe findings, there is a potential for impact, and should be acknowledged.
Six schools participated in the endline survey. However, one school was unaware of the assessment,requiring the team to spend additional time preparing them for the survey. Despite this, data collectionwas completed on the same day. This highlights the need to add an extra step in future planning toensure all schools and other data collection sites are informed and prepared before fieldwork begins.
The data collection team lead observed that high school students were more confident and quicker infilling out the survey. In contrast, secondary school students, especially boys, were distracted and noisy,and struggled to answer the questions. The level of engagement among younger students, particularlyboys, may have impacted the findings. However, the team lead reviewed all surveys to ensure theircompleteness before dismissing the students.
The questions for attitudes on gender equality had four response categories (strongly agree, agree,disagree, strongly disagree) while the questions for attitudes on reproductive health had only threecategories (agree, disagree, don’t know). Due to limited access to fully disaggregated raw baseline data,we could not adjust the response options for full consistency. As a result, findings for these two topicsare presented separately, maintaining their original response categories.
Regarding health facility assessments, it should be noted that not all project-supported health facilitieswere assessed in the baseline survey. Additionally, the Chieng Bom Commune Health Centre was notassessed at endline because it was under construction, and the handover process by the Governmentwas not complete at the time of assessment. Therefore, it was not possible to measure changes in thescores for the five facilities between baseline and endline. The findings can only compare the scoresachieved at endline with the total possible score.

FINDINGS



October 25 10

This section presents endline findings alongside baseline findings to highlight changes over time. Thebaseline assessment was conducted in March 2022, while endline data collection took place betweenJanuary and February 2025.
The findings are organized under four main headings: (1) ultimate outcome, where no changes wereexpected, and we only report the results; (2) changes in Key Performance Indicators (KPIs); (3) surveyswith adolescents in schools and community members; and (4) health facility assessment.
ULTIMATE OUTCOME
The project’s ultimate goal was to improve health and gender equality and reduce the incidence of child
and early marriage among women and adolescent girls in vulnerable communities in Vietnam and Nepal.
Two indicators were used to measure progress: the number of adolescent girls married in the two years
prior to data collection and the adolescent birth rate. As shown in Table 1, there was a slight decrease in
the adolescent marriage rate and a slight increase in the adolescent birth rate.
Table 1 Adolescent girls’ marriage rate and birth rate at baseline and endline
Indicator Baseline EndlineN/% currently married (women aged under 18 in the last two years) 782 (13.0%) 962 (11.3%)Adolescent Birth Rate 2155 (10.6%) 2181 (12.2%)

CHANGES IN KEY PERFORMANCE INDICATORS
Data for four KPIs are presented in the table below. HMIS records from Commune Health Stations wereused to report the KPIs. All KPIs met the target of a 5% increase, with three achieving a 10% increasefrom baseline values.
It is important to note that age-disaggregated data were not available, so the numbers represent totalsfor all ages. To ensure consistency in HMIS data collection, the baseline data was collected again by theconsultant at the time of the endline data collection and these are the figures reported below tocompare baseline and endline results.
Table 2 KPIs at baseline and endline and progress towards targets
Indicator Baseline Target EndlineN/% of women/adolescent girls whoutilized family planning services in thepast year

98 5-10% increase(103-108) 121

N/% of women/adolescent girls whoutilized 4 antenatal care services as perprotocol in the past year
505 (72.8%) 5-10% increase(530-555) 568 (80.0%)

N/% of women who delivered their lastchild in a health institution in the pastyear
641 (92.5%) 5-10% increase(673-705) 683 (96.2%)

N/% of women/adolescentgirls who received postnatal careservices in the first week after birth in
462 (66.7%) 5-10% increase(485-508) 549 (77.3%)
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the past year
SURVEY RESULTS
ADULTS
CHARACTERISTICS OF RESPONDENTS
A total of 342 villagers (53.5% women) from six communes completed the survey. The average age was35.7 years. Most respondents (80.7%) belonged to the Thai ethnic minority group. The majority (80.4%)were married, with an average age at marriage of 20.8 years, ranging from 13 to 37 years. Table 3provides a detailed summary of respondent characteristics.
Table 3 Characteristics of Adult Respondents
Variable Men Women TotalAge in years N (Mean± SD) 159 (36.1± 12.1) 183 (35.3± 12.5) 342 (35.7± 12.3)Ethnicity (N (%))Thai 126 (79.2%) 150 (82.0%) 276 (80.7%)Kinh 10 (6.3%) 16 (8.7%) 26 (7.6%)Khang 13 (8.2%) 13 (7.1%) 26 (7.6)Khmu 7 (4.4%) 2 (1.1%) 9 (2.6%)H’Mong 2 (1.3%) 1 (0.5%) 3 (0.9%)Lao 1 (0.6%) 0 (0.0%) 1 (0.3%)Dao 0 (0.0%) 1 (0.5%) 1 (0.3%)Marital status (N (%))Single 38 (23.9%) 15 (8.2%) 53 (15.5%)Married 118 (74.2%) 157 (85.8%) 275 (80.4%)Divorced/separated 3 (1.9%) 4 (2.2%) 7 (2.0%)Widow 0 (0.0%) 7 (3.8%) 7 (2.0%)Age at marriage N (Mean± SD) 121 (22.7± 4.1) 168 (19.4± 2.5) 289 (20.8± 3.7)

KNOWLEDGE OF SRH
There were four questions to assess knowledge of SRH. Three had multiple correct answers, while onehad one correct answer. Table 4 presents the baseline and endline findings, disaggregated by sex. Atendline, a considerable number of men and women selected the correct answer(s), with percentagesranging from 72.3% to 97.3%. For most response options, the percentage of individuals choosing thecorrect answer(s) increased notably from baseline to endline. The only exception was the question onemergency contraception, where baseline percentages were already high, showing only a slightimprovement at endline.
Table 4 Knowledge of SRH at baseline and endline: unwanted pregnancy, unprotected sex, and
contraception
Knowledge question Correct answers Baseline EndlineMen Women Men Women
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Name the causes ofunwanted pregnancythat you know.
Do not use birthcontrol while havingsex

240 (70.2%) 214 (74.8%) 155 (97.5%) 178 (97.3%)

Using contraceptionincorrectly 195 (57.0%) 195 (68.2%) 146 (91.8%) 178 (97.3%)
Failure ofcontraception 82 (24.0%) 101 (35.3%) 115 (72.3%) 171 (93.4%)

In your opinion, whatare the consequences ofunprotected sex?
Unplannedpregnancy 188 (55.1%) 180 (62.7%) 143 (89.9%) 169 (92.3%)

Getting a sexuallytransmitted disease 233 (68.3%) 213 (74.2%) 149 (93.7%) 175 (95.6)
HIV/AIDS infection 164 (48.1%) 132 (46.0%) 140 (88.1%) 169 (92.3%)According to you, how touse condoms properly? Packaging must beintact, not expired 272 (79.3%) 238 (83.2%) 153 (96.2%) 182 (99.5%)
Each condom canonly be used once 281 (81.9%) 237 (82.6%) 147 (92.5%) 177 (96.7%)

When do you thinkemergencycontraception is used?
Within 72 hours afterhaving sex 221 (65.0%) 217 (76.1%) 127 (79.9%) 141 (77.0%)

ATTITUDE ON SRH AND GENDER EQUALITY
The endline assessment findings show an improvement in the percentage of survey respondents with apositive attitude toward reproductive health, as defined by three statements, as shown in Table 5.Further, the percentage of respondents who were uncertain (chose “don’t know” option) decreasednotably from baseline to endline.
At endline, more respondents disagreed with the statement that using a condom is a sign of not trustingthe loyalty of one's partner. There was also a notable increase in the percentage of men who agreedthat using a condom is a sign of not being loyal.
Table 5 Attitude on reproductive health at baseline and endline
Attitude statement Answering options Baseline EndlineMen Women Men WomenWomen can refuse tohave sex with men whenthey don't want to.

Agree 291 (84.8%) 258 (89.9%) 156 (98.1%) 178 (97.3%)Disagree 36 (10.5%) 21 (7.3%) 1 (0.6%) 5 (2.7%)Don’t know 16 (4.7%) 8 (2.8%) 2 (1.3%) 0 (0%)It is acceptable to discusscontraceptive methodsbetween two lovers orbetween husband andwife. Agree 272 (79.3%) 263 (91.6%) 154 (96.9%) 181 (98.9%)
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Disagree 36 (10.5%) 14 (4.9%) 3 (1.9%) 2 (1.1%)Don’t know 35 (10.2%) 10 (3.5%) 2 (1.3%) 0 (0%)Using condoms is a signthat you do not trust theloyalty of yourlover/partner /spouse. Agree 60 (17.5%) 67 (23.3%) 43 (27.0%) 37 (20.2%)Disagree 222 (64.7%) 185 (64.5%) 113 (71.1%) 145 (79.2%)Don’t know 61 (17.8%) 35 (12.2%) 3 (1.9%) 1 (0.5%)

Nine statements with response options ranging from strongly agree to strongly disagree were used toassess attitudes toward gender equality. Depending on the statement, either agreement ordisagreement can reflect a positive attitude. To make it easier to observe changes between baseline andendline, responses were also grouped into broader categories: agree and disagree.
Table 6 presents the findings, with the detailed four-category responses shown in light gray for readerswho may be interested. As seen in Table 6, for some statements, there is an increase in the stronglyagree response and a decrease in the agree response from baseline to endline. This may appearcontradictory, as in the case of the statementWives must always obey their husbands.
The findings show varying levels of change in attitudes between different statements and between menand women. Both men and women demonstrated improvements in their attitudes toward genderequality when responding to the following statements:
Boys must be stronger than girls.
Violence against women is acceptable in some situations.
In contrast, for the following statements, both men and women largely maintained their baselineresponses, indicating little to no change in attitude:
For women, taking care of their home and children is more important than the development of theircareer.
Men are the breadwinners in the family.
Men cannot take care of children as well as women.
Differences emerged in other areas. Women showed noticeable improvements in their attitudes, whilemen’s responses remained largely unchanged:
Women should tolerate and endure violence to keep the peace of their family.
Wives must always obey their husbands.
Men have more decision-making power in the family than women.
Contraception is the responsibility of women.
Table 6 Attitude on gender equality at baseline and endline
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Attitude statement Answeringoptions Baseline Endline
Men Women Men WomenFor women, taking care oftheir home and children ismore important than thedevelopment of theircareer. Disagree 221 (64.4%) 196 (68.3%) 104 (65.4%) 138 (75.4%)Agree 122 (35.6%) 91 (31.7%) 55 (34.6%) 45 (24.6%)Strongly disagree 46 (13.4%) 36 (12.5%) 41 (25.8%) 55 (30.1%)Disagree 175 (51.0%) 160 (55.7%) 63 (39.6%) 83 (45.4%)Agree 103 (30.0%) 88 (30.7%) 46 (28.9%) 34 (18.6%)Strongly agree 19 (5.5%) 3 (1.0%) 9 (5.7%) 11 (6.0%)Women should tolerateand endure violence tokeep the peace of theirfamily. Disagree 274 (79.9%) 221 (77.0%) 127 (79.9%) 174 (95.1%)Agree 69 (20.1%) 66 (23.0%) 32 (20.1%) 9 (4.9%)Strongly disagree 98 (28.6%) 80 (27.9%) 55 (34.6%) 69 (37.7%)Disagree 176 (51.3%) 141 (49.1%) 72 (45.3%) 105 (57.4%)Agree 69 (20.1%) 64 (22.3%) 20 (12.6%) 8 (4.4%)Strongly agree 0 (0%) 2 (0.7%) 12 (7.5%) 1 (0.5%)Men cannot take care ofchildren as good aswomen. Disagree 22 (64.7%) 171 (59.8%) 106 (66.7%) 125 (68.3%)Agree 121 (35.3%) 115 (40.2%) 53 (33.3%) 58 (31.7%)Strongly disagree 15 (4.4%) 20 (7.0%) 24 (15.1%) 40 (21.9%)Disagree 207 (60.3%) 151 (52.6%) 82 (51.6%) 85 (46.4%)Agree 112 (32.7%) 97 (33.8%) 40 (25.2%) 51 (27.9%)Strongly agree 9 (2.6%) 18 (6.3%) 13 (8.2%) 7 (3.8%)Wives must always obeytheir husbands. Disagree 259 (75.7%) 225 (78.4%) 118 (74.2%) 161 (88.0%)Agree 83 (24.2%) 62 (21.6%) 41 (25.8%) 22 (12.0%)Strongly disagree 36 (10.5%) 35 (12.2%) 36 (22.6%) 58 (31.7%)Disagree 223 (65.2%) 190 (66.2%) 82 (51.6%) 103 (56.3%)Agree 77 (22.5%) 55 (19.2%) 34 (21.4%) 20 (10.9%)Strongly agree 6 (1.8%) 7 (2.4%) 7 (4.4%) 2 (1.1%)Boys must be strongerthan girls. Disagree 113 (32.9%) 75 (26.3%) 65 (40.9%) 95 (51.9%)Agree 230 (67.1%) 210 (73.7%) 94 (59.1%) 88 (48.1%)Strongly disagree 13 (3.8%) 8 (2.8%) 12 (7.5%) 32 (17.5%)Disagree 100 (29.2%) 67 (23.5%) 53 (33.3%) 63 (34.4%)Agree 201 (58.6%) 185 (64.9%) 68 (42.8%) 64 (35.0%)Strongly agree 29 (8.5%) 25 (8.8%) 26 (16.4%) 24 (13.1%)Men have more decision-making power in the
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4 There were 11 missing records for all agency questions at baseline.

Attitude statement Answeringoptions Baseline Endline
Men Women Men Womenfamily than women. Disagree 226 (66.1%) 159 (55.6%) 98 (61.6%) 126 (68.9%)Agree 116 (33.9%) 127 (44.4%) 61 (38.4%) 57 (31.1%)Strongly disagree 16 (4.7%) 9 (3.1%) 17 (10.7%) 52 (28.4%)Disagree 210 (61.4%) 150 (52.4%) 81 (50.9%) 74 (40.4%)Agree 95 (27.8%) 98 (34.3%) 37 (23.3%) 50 (27.3%)Strongly agree 21 (6.1%) 29 (10.1%) 24 (15.1%) 7 (3.8%)Violence against women isacceptable in somesituations. Disagree 274 (79.9%) 244 (85.0%) 134 (84.3%) 163 (89.1%)Agree 69 (20.1%) 43 (15.0%) 25 (15.7%) 20 (10.9%)Strongly disagree 93 (27.1%) 67 (23.3%) 47 (29.6%) 74 (40.4%)Disagree 181 (52.8%) 177 (61.7%) 87 (54.7%) 89 (48.6%)Agree 63 (18.4%) 39 (13.6%) 23 (14.5%) 19 (10.4%)Strongly agree 6 (1.7%) 4 (1.4%) 2 (1.3%) 1 (0.5%)Contraception is theresponsibility of women. Disagree 266 (77.6%) 232 (80.8%) 121 (76.1%) 160 (87.4%)Agree 77 (22.4%) 55 (19.2%) 38 (23.9%) 23 (12.6%)Strongly disagree 55 (16.0%) 68 (23.7%) 34 (21.4%) 69 (37.7%)Disagree 211 (61.5%) 164 (57.1%) 87 (54.7%) 91 (49.7%)Agree 72 (21.0%) 52 (18.1%) 31 (19.5%) 18 (9.8%)Strongly agree 5 (1.5%) 3 (1.0%) 7 (4.4%) 5 (2.7%)Men are the breadwinnersin the family. Disagree 155 (45.2%) 118 (41.3%) 65 (40.9%) 85 (46.4%)Agree 188 (54.8%) 168 (58.7%) 94 (59.1%) 98 (53.6%)Strongly disagree 15 (4.4%) 8 (2.8%) 22 (13.8%) 30 (16.4%)Disagree 140 (40.8%) 110 (38.5%) 43 (27.0%) 55 (30.1%)Agree 169 (49.3%) 147 (51.4%) 46 (28.9%) 66 (36.1%)Strongly agree 19 (5.5%) 21 (7.3%) 48 (30.2%) 32 (17.5%)

Seven statements were used to measure women's confidence in discussing, accessing information, andmaking SRH decisions. Across all areas, confidence levels increased notably from baseline to endline,with a more significant rise in the 'very confident' category compared to 'confident.' Additionally, thepercentage of women who selected 'don't know' at baseline dropped considerably at the endline4. Table7 presents the findings.
Table 7 Level of women’s confidence in SRH decision making at baseline and endline, as measured by
seven statements
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Item Answering options Baseline EndlineDiscuss sexual and reproductive healthissues with others (children, relatives,acquaintances, partners). Very confident 54 (19.6%) 66 (36.1%)Confident 149 (54.0%) 106 (57.9%)Not confident 59 (21.4%) 9 (4.9%)Do not know 14 (5.1%) 2 (1.1%)Actively seek information and servicesrelated to sex and reproductive health. Very confident 72 (26.1%) 65 (35.5%)Confident 146 (52.9%) 108 (59.0%)Not confident 45 (16.3%) 10 (5.5%)Do not know 13 (4.7%) 0 (0%)Refusing to have sex with yourspouse/lover when you don't want tohave sex. Very confident 48 (17.4%) 64 (35.0%)Confident 125 (43.6%) 102 (55.7%)Not confident 80 (29.1%) 15 (8.2%)Do not know 22 (8.0%) 2 (1.1%)Asking your spouse/lover to use birthcontrol, or else you will refuse to havesex. Very confident 48 (17.5%) 72 (39.3%)Confident 125 (45.5%) 101 (55.2%)Not confident 80 (29.1%) 8 (4.4%)Do not know 22 (8.0%) 2 (1.1%)If you plan to have children, you willdecide how many children to have. Very confident 44 (16.0%) 66 (36.1%)Confident 153 (55.6%) 100 (54.6%)Not confident 35 (12.7%) 11 (6.0%)Do not know 43 (15.6%) 6 (3.3%)If you are pregnant, you will decidewhere to go for antenatal care. Very confident 61 (22.4%) 80 (43.7%)Confident 127 (44.3%) 94 (51.4%)Not confident 54 (19.9%) 3 (1.6%)Do not know 30 (11.0%) 6 (3.3%)If you are about to give birth, you will bethe one to decide which medical facilityyou want. Very confident 101 (36.7%) 92 (50.3%)Confident 142 (51.6%) 89 (48.6%)Not confident 31 (11.3%) 0 (0%)Do not know 1 (0.4%) 2 (1.1%)
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The target for the indicator, “N/% of women who feel they can make their own decisions regardingSRH”, was set at a 10% increase. As shown in Table 8, this target was not only met but also notablyexceeded across all areas of women's agency, as measured by seven statements.

Table 8 Women who answered “confident” or “very confident” to seven statements about SRH
decision making at baseline and endline
Item Baseline Target (%) EndlineDiscuss sexual and reproductive health issues with others(children, relatives, acquaintances, partners). 203 (73.6%) 81.0 172 (94.0%)
Actively seek information and services related to sex andreproductive health. 218 (79.0%) 86.9 173 (94.5%)
Refusing to have sex with your spouse/lover when youdon't want to have sex. 190 (68.8%) 75.7 166 (90.7%)
Asking your spouse/lover to use birth control, or else youwill refuse to have sex. 173 (62.9%) 69.2 173 (94.5%)
If you plan to have children, you will decide how manychildren to have. 197 (71.6%) 78.8 166 (90.7%)
If you are pregnant, you will decide where to go forantenatal care. 188 (69.1%) 76.0 174 (95.1%)
If you are about to give birth, you will be the one todecide which medical facility you want. 243 (88.4%) 97.2 181 (98.9%)

ADOLESCENTS
CHARACTERISTICS OF RESPONDENTS
A total of 478 students (240 girls) from six schools (four secondary and two high schools) participated inthe survey. They were in grades eight to eleven, with an average age of 14.5 years. The majority (66.1%)belonged to the Thai ethnic minority group.
Table 9 Characteristics of students
Variable Boys Girls TotalAge in years N (Mean± SD) 238 (14.5± 1.1) 240 (14.5± 12.5) 478 (14.5± 1.1)Grade (N (%))8th 53 (22.3%) 53 (22.1%) 106 (22.2%)9th 68 (28.6%) 68 (28.3%) 136 (28.5%)10th 55 (23.1%) 59 (24.6%) 114 (23.8%)11th 62 (26.1%) 60 (25.0%) 122 (25.5%)Ethnicity (N (%))Thai 153 (64.3%) 163 (67.9%) 316 (66.1%)Kinh 67 (28.2%) 55 (22.9%) 122 (25.5%)Hmong 11 (4.6%) 6 (2.5%) 17 (3.6%)Khang 4 (1.7%) 8 (3.3%) 12 (2.5%)Muong 2 (0.8%) 4 (1.7%) 6 (1.3%)Dao 1 (0.4%) 3 (1.3%) 4 (0.8%)
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Lao 0 (0.0%) 1 (0.4%) 1 (0.2%)

KNOWLEDGE OF SRH
Adolescents' knowledge was assessed using 13 questions. Five questions had a single correct answer,while the remaining had two or more correct answers. Tables 10–13 present the baseline and endlinefindings, disaggregated by sex.
Both boys and girls showed considerable improvement in their knowledge of signs of male and femalepuberty. At baseline, a higher percentage of girls had correct knowledge of puberty. By endline, girlscontinued to demonstrate greater knowledge of signs of female puberty, while a higher percentage ofboys correctly identified signs of male puberty (Table 10).
Table 10 Knowledge of adolescents on signs of male and female puberty at baseline and endline
Knowledge question Correct answers Baseline EndlineBoys Girls Boys GirlsWhat are the signs offemale puberty? Breasts grow bigger 82 (53.6%) 201 (89.7%) 225 (94.5%) 235 (97.9%)Start to grow armpitand pubic hair 70 (45.8%) 176 (78.6%) 199 (83.6%) 231 (96.3%)

Development of sexorgans 72 (47.1%) 150 (67.0%) 193 (81.1%) 205 (85.4%)
Hips expand, slimmerform 46 (30.1%) 123 (54.9%) 163 (68.5%) 193 (80.4%)
Rapid increase inheight and weight 58 (37.9%) 164 (73.2%) 175 (73.5%) 182 (75.8%)
Menstruationappears 86 (56.2%) 205 (91.5%) 219 (92.0%) 239 (99.6%)
The appearance ofpimples 64 (41.8%) 157 (70.1%) 169 (71.0%) 181 (75.4%)

What are the signs ofmale puberty? Testicles and penisenlarge 86 (56.6%) 140 (62.5%) 220 (92.4%) 220 (91.7%)
Broken voice,exposed pharynx 120 (78.4%) 170 (75.9%) 236 (99.2%) 238 (99.2%)
Rapid increase inheight and weight 91 (59.9%) 144 (64.3%) 214 (89.9%) 216 (90.0%)
Muscles in shoulders,chest, and arms getbigger

75 (49.0%) 132 (58.9%) 205 (86.1%) 202 (84.2%)

Grows pubic hair,mustache 84 (55.3%) 149 (66.5%) 212 (89.1%) 226 (94.2%)
Have a wet dream(ejaculate whilesleeping)

72 (47.1%) 126 (56.3%) 214 (89.9%) 211 (87.9%)

The appearance ofpimples 66 (43.4%) 126 (56.3%) 155 (65.1%) 211 (87.9%)
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Knowledge of pregnancy and conception, assessed through four questions outlined in Table 11,increased from baseline to endline among both boys and girls. In both assessments, a higher percentageof girls answered the questions correctly.
Table 11 Knowledge of adolescents on conception at baseline and endline
Knowledge question Correct answers Baseline EndlineBoys Girls Boys GirlsIn your opinion, when cana male friend make afemale friend pregnant?

Since theappearance ofejaculation
90 (59.6%) 151 (68.3%) 193 (81.1%) 213 (88.8%)

From when do you think afemale friend can getpregnant?
Since menstruating 84 (55.3%) 187 (83.5%) 188 (79.0%) 222 (92.5%)

What kind of contactbetween a boy and a girlwill result in pregnancy?
Unsafe sex (withintercourse) 128 (83.7%) 206 (92.0%) 233 (97.9%) 239 (99.6%)

Can a female friend getpregnant the first time shehas sex?
Yes 83 (54.6%) 142 (63.4%) 201 (84.5%) 205 (85.4%)

Adolescents answered three questions regarding the causes and consequences of unplannedpregnancies. At endline, at least 90% of respondents selected at least one correct answer for eachquestion, with girls demonstrating higher accuracy. As shown in Table 12, both boys and girls showednotable improvement in understanding the causes of unplanned pregnancies. Additionally, aconsiderably higher percentage of adolescents at endline identified the consequences of unprotectedsex and early pregnancy.
Table 12 Knowledge of adolescents on the causes and consequences of unplanned pregnancy at
baseline and endline
Knowledge question Correct answers Baseline EndlineBoys Girls Boys GirlsWhat are the causes ofunplanned pregnancy? Do not usecontraception duringsex

92 (60.1%) 179 (80.3%) 219 (92.0%) 226 (94.2%)

Using contraceptionincorrectly 68 (44.4%) 140 (62.8%) 207 (87.0%) 223 (92.9%)
Failure ofcontraception 44 (28.8%) 129 (57.8%) 174 (73.1%) 198 (82.5%)

What are theconsequences of havingunprotected sex? Unintendedpregnancy 98 (64.1%) 193 (86.5%) 228 (95.8%) 235 (97.9%)
Getting a sexually 81 (52.9%) 177 (79.4%) 228 (95.8%) 229 (95.4%)
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transmitted diseaseHIV/AIDS infection 92 (60.1%) 175 (78.5%) 220 (92.4%) 220 (91.7%)Get married early 50 (32.7%) 114 (51.1%) 152 (63.9%) 151 (62.9%)Unsafe abortion 63 (41.2%) 141 (63.2%) 159 (66.8%) 170 (70.8%)In your opinion, how doespregnancy and childbirthbefore the age of 18affect the mother andbaby? The child is nothealthy 96 (63.2%) 165 (73.7%) 208 (87.4%) 225 (93.8%)
The child is notproperly nurtured 57 (37.5%) 142 (63.4%) 186 (78.2%) 182 (75.8%)
The mother can die inchildbirth 75 (49.3%) 145 (64.7%) 187 (78.6%) 204 (85.0%)
Impact on mother'seducation 81 (53.3%) 176 (78.6%) 210 (88.2%) 224 (93.3%)
Impact on mother'shealth 84 (55.3%) 183 (81.7%) 223 (93.7%) 229 (95.4%)

An increase in the percentage of both boys and girls who had heard of contraception methods wasobserved from baseline to endline. Almost all adolescents were aware of male condoms, and more than85% knew about emergency contraceptives. Additionally, 78% of boys and 84% of girls were aware ofdaily oral contraceptives. Table 13 presents findings on all forms of contraception.
Male condoms were correctly identified by more than 90% of adolescents as a method for preventingboth pregnancy and sexually transmitted disease. However, female condoms remained less recognized,with only a slight increase in knowledge from baseline.
There was a notable improvement in awareness of when emergency contraception should be used foreffectiveness. However, this knowledge remained lower compared to general awareness ofcontraceptive types.
Table 13 Knowledge of adolescents on contraception methods at baseline and endline
Knowledge question Correct answers Baseline EndlineBoys Girls Boys GirlsDo you know or have youheard of any of thefollowing methods ofcontraception? IUD/contraceptivering 54 (35.3%) 155 (69.2%) 200 (84.0%) 210 (87.5%)

Male condom 128 (83.7%) 179 (79.9%) 237 (99.6%) 237 (98.8%)Female condom 58 (37.9%) 106 (47.5%) 180 (75.6%) 198(82.5%)Daily oralcontraceptives 89 (58.2%) 172 (76.8%) 187 (78.6%) 203 (84.6%)
EmergencyContraceptive Pills 60 (39.2%) 132 (58.9%) 207 (87.0%) 211 (87.9%)
Injectable 25 (16.3%) 58 (25.9%) 110 (46.2%) 112 (46.7%)
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ContraceptivesContraceptiveimplants 17 (11.1%) 52 (23.2%) 96 (40.3%) 111 (46.3%)
Contraceptivepatch 20 (13.1%) 53 (23.7%) 94 (39.5%) 105 (43.8%)
Vaginal diaphragm 27 (17.6%) 42 (18.8%) 74 (31.1%) 68 (28.3%)Cervical cap 13 (8.5%) 16 (7.1%) 60 (25.2%) 70 (29.2%)Choose two contraceptivemethods that bothprevent pregnancy andprevent sexuallytransmitted diseases. Male condom 126 (82.4%) 184 (82.1%) 224 (94.1%) 220 (91.7%)Female condom 71 (46.4%) 118 (52.7%) 142 (59.7%) 155 (64.6%)In your opinion, how touse condoms properly?
Packaging must beintact, not expired 88 (57.5%) 166 (74.1%) 221 (92.9%) 235 (97.9%)
Each condom canonly be used once 99 (64.7%) 153 (68.3%) 225 (94.5%) 235 (97.9%)

When do you thinkemergency contraceptionis used? Within 72 hoursafter having sex 47 (31.3%) 109 (49.1%) 177 (74.4%) 210 (87.5%)

ATTITUDE OF RELATIONSHIPS AND SEXUAL BEHAVIOUR, GENDER EQUALITY, AND SRH DECISION
MAKING
Adolescents’ attitudes toward reproductive health and gender equality were assessed through theirresponses to five and nine statements, respectively. Additionally, adolescent girls reflected on fivestatements to report their level of confidence in making sexual and reproductive health (SRH) decisions.
The response options for the reproductive health attitude questions were 'true' and 'not true,' differingfrom the response options used for gender equality attitudes. This wording was initially identified by theconsultants who conducted the baseline assessment as appropriate for the target group. To ensureconsistency, the same language was maintained at endline, with 'true' corresponding to agreement and'not true' to disagreement.
As shown in Table 14, changes in the percentage of adolescents holding positive or negative attitudesdid not follow a consistent pattern across all statements. A higher percentage of both boys and girlsexpressed positive attitudes toward girls having the right to refuse sex, open discussions betweenpartners about contraceptives, and the idea that using a condom is not necessarily a sign of mistrust.
In contrast, neither boys nor girls appeared confident in their ability to access contraceptives at endline.Additionally, the statement 'Love must have sex; without sex, it is not love' was identified as true by ahigher percentage of boys at endline. At the same time, a higher percentage of both boys and girls
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identified it as not true. This discrepancy may be explained by the fact that the percentage ofadolescents selecting 'don’t know' decreased notably at endline.

Table 14 Attitude of adolescents on relationships and sexual behaviours at baseline and endline
Attitude statement Answering options Baseline EndlineBoys Girls Boys GirlsSome say love must havesex, without sex it is notlove.

True 9 (6.0%) 3 (1.3%) 29 (12.2%) 6 (2.5%)Not true 97 (64.7%) 193 (86.5%) 194 (81.5%) 229 (95.4%)Don’t know 44 (29.3%) 27 (12.1%) 15 (6.3%) 5 (2.1%)A girlfriend can refuse tohave sex with herboyfriend when shedoesn't want to.
True 118 (77.6%) 208 (94.1%) 232 (97.5%) 239 (99.6%)Not true 7 (4.6%) 4 (1.8%) 3 (1.3%) 0 (0%)Don’t know 27 (17.8%) 9 (4.1%) 3 (1.3%) 1 (0.4%)You feel ashamed andapprehensive aboutseeking birth control. True 9 (5.9%) 12 (5.4%) 60 (25.2%) 56 (23.3%)Not true 91 (59.9%) 157 (70.4%) 149 (62.6%) 172 (71.7%)Don’t know 52 (34.2%) 54 (24.2%) 29 (12.2%) 12 (5.0%)It is acceptable to talk anddiscuss contraceptivemethods between twolovers. True 92 (60.5%) 163 (73.4%) 227 (94.6%) 227 (94.6%)Not true 11 (7.2%) 13 (5.9%) 6 (2.5%) 6 (2.5%)Don’t know 49 (32.2%) 46 (20.7%) 7 (2.9%) 7 (2.9%)Using a condom is a signthat you don't trust yourlover's loyalty. True 12 (7.9%) 1 (0.5%) 15 (6.3%) 17 (7.1%)Not true 92 (60.9%) 164 (73.9%) 203 (85.3%) 213 (88.8%)Don’t know 47 (31.1%) 57 (25.7%) 20 (8.4%) 10 (4.2%)

Nine statements with response options ranging from strongly agree to strongly disagree were used toassess adolescents’ attitudes toward gender equality. Depending on the statement, either agreement ordisagreement reflected a positive attitude. To facilitate comparison between baseline and endline,responses were also grouped into two broader categories: agree and disagree.
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Table 15 presents the findings, with detailed four-category responses shown in light gray for readerswho may be interested.
The findings indicate an overall increase in the percentage of both boys and girls who hold positiveattitudes toward most topics, with the greatest improvements seen in the three statements: Forwomen, taking care of their home and children is more important than the development of their career;women should tolerate and endure violence to keep the peace in their family; and wives must alwaysobey their husbands.
Less change was observed in attitudes on the following five statements: Men cannot take care ofchildren as well as women; wives must always obey their husbands; men have more decision-makingpower in the family than women; violence against women is acceptable in some situations; andcontraception is the responsibility of women.
At baseline, approximately 75% of boys and 50% of girls agreed that ‘boys must be stronger than girls. Asimilar proportion of both boys and girls held this belief at endline. Additionally, a slight shift wasobserved in attitudes toward men’s role as the main breadwinner in the family. At endline, a slightlyhigher percentage of boys and a slightly lower percentage of girls maintained the belief that men shouldbe the primary breadwinners.

Table 15 Adolescents’ attitude on gender equality at baseline and endline
Attitude statement Answeringoptions Baseline Endline

Boys Girls Boys GirlsFor women, taking care oftheir home and children ismore important than thedevelopment of theircareer. Disagree 88 (58.7%) 165 (74.3%) 191 (80.3%) 223 (92.9%)Agree 62 (41.3%) 57 (25.7%) 46 (19.3%) 17 (7.1%)Strongly disagree 18 (12.0%) 81 (36.5%) 58 (24.4%) 92 (38.3%)Disagree 70 (46.7%) 84 (37.8%) 133 (55.9%) 131 (54.6%)Agree 42 (27.5%) 52 (23.4%) 39 (16.4%) 16 (6.7%)Strongly agree 20 (13.3%) 5 (2.3%) 7 (2.9%) 1 (0.4%)Women should tolerateand endure violence tokeep the peace of theirfamilies. Disagree 108 (71.5%) 200 (90.1%) 230 (96.6%) 229 (95.4%)Agree 43 (28.5%) 22 (9.9%) 8 (3.4%) 11 (4.6%)Strongly disagree 42 (27.8%) 129 (58.1%) 150 (63.0%) 171 (71.3%)Disagree 66 (43.7%) 71 (32.0%) 80 (33.6%) 58 (24.2%)Agree 29 (19.2%) 17 (7.7%) 8 (3.4%) 9 (3.8%)Strongly agree 14 (9.3%) 5 (2.3%) 0 (0.0%) 2 (0.8%)Men cannot take care ofchildren as good aswomen.
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Attitude statement Answeringoptions Baseline Endline
Boys Girls Boys GirlsDisagree 100 (66.7%) 151 (68.0%) 174 (73.1%) 185 (77.1%)Agree 43 (28.5%) 71 (32.0%) 64 (26.9%) 55 (22.9%)Strongly disagree 23 (15.3%) 46 (20.7%) 46 (19.3%) 34 (14.2%)Disagree 77 (51.3%) 105 (47.3%) 128 (53.8%) 151 (62.9%)Agree 38 (25.3%) 65 (29.3%) 54 (22.7%) 51 (21.3%)Strongly agree 12 (8.0%) 6 (2.7%) 10 (4.2%) 4 (1.7%)Wives must always obeytheir husbands. Disagree 113 (75.8%) 213 (96.4%) 214 (89.9%) 236 (98.3%)Agree 36 (24.2%) 8 (3.6%) 24 (10.1%) 4 (1.7%)Strongly disagree 18 (12.1%) 122 (55.2%) 94 (39.5%) 123 (51.2%)Disagree 95 (63.8%) 91 (41.2%) 120 (50.4%) 113 (47.1%)Agree 30 (20.1%) 6 (2.7%) 22 (9.2%) 4 (1.7%)Strongly agree 6 (4.0%) 2 (0.9%) 2 (0.8%) 0 (0.0%)Boys must be strongerthan girls. Disagree 38 (25.5%) 115 (52.3%) 58 (24.4%) 123 (51.2%)Agree 111 (74.5%) 105 (%)47.7 180 (75.6%) 117 (48.8%)Strongly disagree 8 (5.4%) 26 (11.8%) 6 (2.5%) 27 (11.3%)Disagree 30 (20.1%) 89 (40.5%) 52 (21.8%) 96 (40.0%)Agree 64 (40.3%) 79 (35.9%) 108 (45.4%) 96 (40.0%)Strongly agree 47 (31.5%) 26 (11.8%) 72 (30.3%) 21 (8.8%)Men have more decision-making power in thefamily than women. Disagree 82 (54.7%) 164 (74.2%) 153 (64.3%) 201 (83.8%)Agree 68 (45.3%) 57 (25.8%) 85 (35.7%) 39 (16.3%)Strongly disagree 17 (11.3%) 79 (35.7%) 29 (12.2%) 81 (33.8%)Disagree 65 (43.3%) 85 (38.5%) 124 (52.1%) 120 (50.0%)Agree 51 (34.0%) 53 (24.0%) 75 (31.5%) 38 (15.8%)Strongly agree 17 (11.3%) 4 (1.8%) 10 (4.2%) 1 (0.4%)Violence against women isacceptable in somesituations. Disagree 120 (79.5%) 182 (82.4%) 195 (81.9%) 207 (86.3%)Agree 31 (20.5%) 39 (17.6%) 43 (18.1%) 33 (13.8%)Strongly disagree 42 (27.8%) 102 (46.2%) 81 (34.0%) 114 (47.5%)Disagree 78 (51.7%) 80 (36.2%) 114 (47.9%) 93 (38.8%)Agree 28 (18.5%) 39 (17.6%) 41 (17.2%) 33 (13.8%)Strongly agree 3 (2.0%) 0 (0.0%) 2 (0.8%) 0 (0.0%)Contraception is theresponsibility of women. Disagree 103 (68.7%) 183 (83.2%) 198 (83.2%) 218 (90.8%)Agree 47 (31.3%) 37 (16.8%) 40 (16.8%) 22 (9.2%)Strongly disagree 33 (22.0%) 106 (48.2%) 97 (40.8%) 141 (58.8%)Disagree 70 (46.7%) 77 (35.0%) 101 (42.4%) 77 (32.1%)Agree 34 (22.7%) 31 (14.1%) 34 (14.3%) 16 (6.7%)Strongly agree 13 (8.7%) 6 (2.7%) 6 (2.5%) 6 (2.5%)
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Attitude statement Answeringoptions Baseline Endline
Boys Girls Boys GirlsMen are the breadwinnersin the family. Disagree 40 (26.8%) 74 (33.5%) 53 (22.3%) 98 (40.8%)Agree 109 (73.2%) 147 (66.5%) 185 (77.7%) 142 (59.2%)Strongly disagree 9 (6.0%) 15 (6.8%) 5 (2.1%) 25 (10.4%)Disagree 31 (20.8%) 59 (26.7%) 48 (20.2%) 73 (30.4%)Agree 62 (41.6%) 115 (52.0%) 114 (47.9%) 118 (49.2%)Strongly agree 47 (31.5%) 32 (14.5%) 71 (29.8%) 24 (10.0%)

Five statements were used to measure adolescent girl's confidence in discussing, accessing information,and making SRH decisions. Across all areas, overall confidence level increased from baseline to endline.Additionally, the percentage of girls who selected 'don't know' at baseline dropped considerably at theendline. Table 16 presents the findings.
Table 16 Level of adolescent girls’ confidence in SRH decision making at baseline and endline, as
measured by five statements
Item Answering options Baseline EndlineDiscuss sexual and reproductive healthissues with others (friends, parents,relatives, teachers). Very confident 21 (9.5%) 20 (8.3%)Confident 92 (41.4%) 142 (59.2%)Not confident 76 (34.2%) 69 (28.7%)Do not know 33 (14.9%) 9 (3.8%)Actively seek information and servicesrelated to sex and reproductive health(birth control methods, condom use,where to buy condoms). Very confident 25 (11.3%) 42 (17.5%)Confident 131 (59.3%) 160 (66.7%)Not confident 44 (19.9%) 26 (10.8%)Do not know 21 (9.5%) 12 (5.0%)Refusing to have sex with your boyfriend/lover when you don't want tohave sex yet. Very confident 100 (45.7%) 142 (59.2%)Confident 80 (36.5%) 83 (34.6%)Not confident 15 (6.8%) 6 (2.5%)Do not know 24 (11.0%) 9 (3.8%)Asking your boy friend/lover to use birthcontrol, or else you will refuse to havesex. Very confident 79 (36.1%) 120 (50.0%)Confident 87 (39.7%) 101 (42.1%)Not confident 2 (0.9%) 2 (0.8%)
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Item Answering options Baseline EndlineDo not know 51 (23.3%) 17 (7.1%)Don’t agree to get married when youdon’t want (even your boyfriend, andfamily insist you to get married). Very confident 111 (50.0%) 143 (59.6%)Confident 78 (35.1%) 79 (32.9%)Not confident 16 (7.2%) 11 (4.6%)Do not know 17 (7.7%) 7 (2.9%)

The target for the indicator, “N/% of adolescent girls who feel they can make their own decisionsregarding SRH”, was set at a 10% increase. As shown in Table 17, this target was met for all items exceptfor confidence in refusing to get married when not wanting to. However, this item showed a notableimprovement and almost achieved the target.
Table 17 Adolescent girls who answered “confident” or “very confident” to five statements about SRH
decision making at baseline and endline
Item Baseline Target (%) EndlineDiscuss sexual and reproductive health issues with others (friends,parents, relatives, acquaintances, teachers). 113 (50.9%) 56.0 162 (67.5%)
Actively seek information and services related to sex andreproductive health. 156 (70.6%) 77.7 202 (84.2%)
Refusing to have sex with your boyfriend/lover when you don'twant to have sex yet. 180 (82.2%) 90.4 225 (93.8%)
Asking your boyfriend/lover to use birth control, or else you willrefuse to have sex. 166 (75.8%) 83.4 221 (92.1%)
Don’t agree or refuse to get married when you don’t want to. 189 (85.1%) 93.6 222 (92.5%)
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HEALTH FACILITY ASSESSMENT
A total of eight health facilities were supported by the project. Overall, the assessment scores suggest that the project-supported health facilitieswere in good condition, as evaluated by the four standard domains (Table 18). Baseline data was unavailable for half of the facilities, preventinga comparison between all facilities baseline and endline results. However, the endline scores showed that three out of the four facilitiesassessed at baseline achieved full scores by the end of the project. At the endline, the Tong Co Commune Health Centre, received a total score ofseven out of eight, and a score of one out of two for equipment and communication materials. While a sufficient variety of specializedinstruments was reported, the number of such instruments was limited. Specifically, there was only one set for IUD (Intrauterine Device)insertion and removal, and one set for gynecological examinations. The Thuan Chau District Health Centre also did not obtain the highest score,scoring a total of seven out of eight at the endline and showed a decrease in its score from baseline. This was due to not meeting the humanresources requirement, as the in-charge physician had passed away and had not been replaced at the time of data collection.
In general, seven project supported health facilities that were assessed at the endline have enough capacity to provide SRH services for localpeople. Some level of improvements were recorded in communication materials and human resources where health facilities have updatedcommunication materials and healthcare workers received training and refresher trainings on ASRH in the last two years.
Table 18 Scores of project supported health facilities at baseline and endline
Facility Infrastructure Equipment andcommunication materials Human resources Waste management Total

Baseline Endline Baseline Endline Baseline Endline Baseline Endline Baseline EndlineChieng Bom Commune HealthCentre 1 2 1 0 4
Chieng Le ward Health Centre 1 2 0 2 2 2 1 2 4 8
Thuan Chau District HealthCentre 2 2 2 2 2 1 2 2 8 7
Chieng Ngan Ward HealthCentre 2 2 2 2 8
Chieng Sinh Ward HealthCentre 2 2 2 2 8
Chieng Den Commune HealthCentre 2 2 2 2 8
Tong Co Commune HealthCentre 2 1 2 2 7
CDC Son La General Clinic 2 2 2 2 2 2 2 2 8 8
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5 https://vietnam.unfpa.org/en/publications/2016-national-survey-sexual-and-reproductive-health-
among-vietnamese-adolescents-and

DISCUSSION AND RECOMMENDATIONS
The findings indicate improvements in most of the measures assessed at both baseline and endlineamong general community members and school students. Although these individuals may haveparticipated in the project activities, the selection process did not account for their exposure to theseactivities. These improvements include increased knowledge and better attitudes among adults andadolescents regarding reproductive health, child marriage, and GBV. Additionally, the perceived agencyof community women and adolescent girls to make decisions about their SRH was enhanced. Keyperformance indicators also showed better access to SRH and maternal and child health services forwomen and adolescent girls. Furthermore, the findings indicated that project-supported facilities wereequipped with essential equipment and supplies to provide SRH services.
In planning and conducting the endline assessment and data analysis, every effort was made to replicatethe baseline assessment. Although a different group of consultants conducted the data collection andentry at the endline, we ensured that the baseline assessment protocol was followed as closely aspossible. We reviewed the tools and removed questions that were only relevant for the baseline torefine project activities and were not needed for the endline.
Both the baseline and endline assessment consultants had expertise in research and data management.The HealthBridge Evaluation Expert provided technical support to ensure data quality, validity, andalignment with ethical considerations. Data checking showed that the data was of good quality andaccuracy.
The characteristics of adult and adolescent respondents showed a reasonable distribution acrossgender, age, ethnicity, and marital status (for adults), reflecting the population's demographics. Thisdistribution indicates that the respondents reasonably represent the community, allowing the findingsto be generalized to the whole community with confidence.
ULTIMATE OUTCOME AND KPIS
We did not expect to see changes in the ultimate outcome of the project as measured by changes inchild marriage and adolescent birth rate. Comparing the indicators between baseline and endline didnot reveal considerable differences in these measures. However, it is worth discussing the patterns andaccuracy of recording these indicators in the national and local context.
Child marriage and adolescent birth rates changed during the COVID-19 pandemic at both national anddistrict levels in Vietnam. Prior to the pandemic, the 2017 National Survey on Reproductive and SexualHealth of Vietnamese adolescents aged 10-24 years 5 showed that the average age of first sexualintercourse among survey subjects (ages 14-24) was 18.7 years, earlier than the 2010 survey results(19.6 years).
At the local level, personal communication with informants provided additional contextual information.Changes in social norms are perceived to explain the observed trend. In the past, premarital sex wasconsidered taboo and "forbidden," leading adolescents to marry and then have children. Nowadays,societal attitudes have shifted, and it is more accepted for adolescents to have sex before marriage.Some parents are also accepting of their children having children before marriage.

https://vietnam.unfpa.org/en/publications/2016-national-survey-sexual-and-reproductive-health-among-vietnamese-adolescents-and
https://vietnam.unfpa.org/en/publications/2016-national-survey-sexual-and-reproductive-health-among-vietnamese-adolescents-and
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Local health staff recognized that an improved recording system is another reason for the highernumbers of early marriages and adolescent births. In other words, a better recording system can lead tohigher observed cases of early marriage and adolescent birth. Conversely, local informants noted thatstrict government policies on child marriage have led families to delay registering early marriages untilthe legal age is reached. Since marriage rates are calculated based on the age in the marriage certificate,this common practice can underestimate the number of early marriages.
All KPIs met the target of a 5% increase, with three indicators achieving more than 10% increase frombaseline values. While project activities are believed to have contributed to this progress, it's importantto acknowledge that other factors outside of the project control such as government policies andinitiatives supporting the same communities and health facilities may also have played a role in drivingthese changes.

KNOWLEDGE AND ATTITUES OF ADULTS ON SRH
There was a notable improvement in knowledge of SRH among adults from baseline to endline. Thepattern of increase in the percentage of men and women who provided correct answers was similar,with women showing a slightly better percentage at both baseline and endline. Although we cannot becertain who attended the community events or how frequently, the community's knowledge of SRH hasevidently improved.
Comparing baseline and endline findings showed an overall improvement in attitudes towardsreproductive health. One interesting finding was that fewer respondents were uncertain about theirattitudes towards reproductive health. This shift in attitude can be explained by increased awareness.
One notable finding is the attitude towards using a condom as a sign of disloyalty. While a higherpercentage of respondents disagreed with the statement, a higher percentage of men at endline (10%higher) agreed that using a condom is a sign of disloyalty. This difference can be explained by aconsiderable reduction in the percentage of both men and women who were undecided about thismatter at endline. The responses may indicate that the question on using the condom as a sign ofdisloyalty needed rephrasing to avoid implying approval of sex outside of established relationships.
An improvement in holding positive attitudes towards other aspects of reproductive health wasobserved; for example, more respondents agreed that women can refuse to have sex when they don'twant to. When interpreting such findings, it is important to consider the cultural context, the size of thecommunity, and other factors that might impact behavior. The findings suggest that cultural norms andcontextual factors shaping gender roles—especially those that have been ingrained for generationswithout manifesting clear harmful consequences—are difficult to change. For example, both men andwomen showed little to no change in their attitudes toward statements such as "For women, taking careof their home and children is more important than the development of their career" and "Men are thebreadwinners in the family."
At the same time, the lack of change does not necessarily indicate resistance to gender equality. Somenorms may persist because they align with the community’s lived realities. For instance, women may notexpress a desire to take on the breadwinner role because it could add to their already heavy workload.Many ethnic minority women often have lower levels of education and limited proficiency in thenational language compared to men. These factors can make it more difficult for them to envisionthemselves as the primary earners in their families. Additionally, men typically make major financial
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decisions in these communities, which can further reinforce the perception that it is unrealistic forwomen to become the main breadwinners. This highlights the importance of understanding whethercertain attitudes remain unchanged due to genuine acceptance or because of practical constraints.
Further investigation is needed to distinguish between what people genuinely want to change and whatis being promoted by decision-makers or external influences. Gender roles are deeply embedded in thesocial fabric of communities, and unless people recognize a need for change themselves, substantialshifts in attitudes should not be expected.
Sometimes, adult respondents only recalled attending a session after the community educator whodelivered it reminded them. This recall issue may stem from various factors, such as the time elapsedsince participation, the session format, or how engaging and relevant the content was to participants.During the reflection meeting on lessons learned, the local team suggested that in addition to improvingsessions’ content and format, selecting a short, easy-to-remember project name and consistently usingit on promotional materials could enhance recognition and recall. Reinforcing key messages throughmultiple engagement points and reminders may also strengthen participants’ connection to the projectand its activities, potentially improving long-term engagement.
KNOWLEDGE AND ATTITUDES OF ADOLESCENTS ON SRH
The endline assessment was carried out in the project participating schools; therefore, we can assumethat boys and girls responding to the survey had a similar exposure to project events at their schools. Asignificant increase in the percentage of boys and girls demonstrating correct knowledge was anexpected outcome of the project, and this was achieved.
The lower level of boys' knowledge compared to girls at baseline may indicate that girls are often seenas the primary responsible party for SRH matters. This could also be influenced by discussions at home,such as conversations with mothers or other family members. However, boys showed notableimprovement in their knowledge about SRH at endline. This increase is particularly important for topicssuch as emergency contraceptive pills, where the percentage of boys who said they were aware of thismethod more than doubled.
The endline findings continued to indicate that fewer boys demonstrated correct knowledge comparedto girls. This can be explained by the fact that boys started with lower levels of knowledge, as shown inthe baseline, and this gap persisted throughout the project despite overall increases in knowledge.
This is a key finding, as it highlights the knowledge gap between boys and girls. To reduce this gap, it isessential to identify the factors contributing to this difference. Conducting research to understand thecauses of the knowledge disparity and to identify tailored interventions for boys will be crucial in helpingthem catch up with girls in terms of SRH knowledge.
Adolescent boys and girls did not show improvement in their attitude toward the statement, "You feelashamed and apprehensive about seeking birth control." In contrast, a significantly higher percentage ofboth boys and girls at the endline found it acceptable to discuss contraceptive methods with theirpartners.
Improvement in girls’ agency and boys’ attitudes toward supporting girls’ agency is an importantoutcome that reinforces gender equality. Increased openness in discussing contraception is anothercrucial outcome, as it may help reduce the incidence of unwanted pregnancies among adolescents and,
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in some cases, prevent early marriages. While improved attitudes on these topics are essential, feelingconfident in accessing contraceptives is equally critical in preventing unwanted pregnancies.
This assessment does not provide direct insight into the underlying reasons for adolescents’ persistentdiscomfort with accessing contraceptives. However, it may be influenced by broader communityattitudes toward adolescent contraceptive use. This is a key finding that calls for further exploration.
A slight increase was seen in the number of adolescent boys who believed that men should be theprimary breadwinners, and by endline, nearly 60% of girls held the same view. Given the local context,where women often take on significant—yet frequently unpaid—responsibilities, this finding should notnecessarily be viewed as negative. It may reflect adolescents’ expectation that men should takeresponsibility for providing a good life for their families.
At endline, a greater proportion of adolescents disagreed with the statement that a woman’s primaryrole is to care for the home and children rather than pursue a career. This is a promising finding,indicating a shift in holding a gender-equitable attitude among young people which can in turn drive asustained change in harmful social norms.
However, fewer boys and girls agreed that men can take care of children as well as women. This findingshould be interpreted with caution because adolescents, with their knowledge of their communities andsocial norms, may not see men as capable of taking care of children. In other words, they may want tosee men take care of their children similarly to women, but they don't perceive men as capable of doingso. This recognition may highlight the need to equip men with essential knowledge and skills toeffectively care for children.
Adolescent girls showed improvement in their perceived agency to make SRH decisions. A notablefinding emerged regarding their ability to refuse sex. By endline, nearly all boys (97.5%) and girls (99.6%)agreed that girls have the right to refuse sex if they do not want to. Additionally, among the agency-related questions asked exclusively to girls, 94% reported feeling very confident or confident in theirability to refuse sex. This is a significant finding, as girls’ increased agency alone may have limited impactwithout a corresponding shift in boys’ attitudes. For long-term positive outcomes, it is essential thatboys also support and respect girls’ autonomy in decision-making.
HEALTH FACILITY ASSESSMENT
At the end of the project, five health facilities achieved the maximum score of eight, while two facilitiesscored seven. These scores were based on assessments across four domains: infrastructure, equipmentand communication materials, human resources, and waste management.
All the health facilities had been recently constructed and fully equipped at the time of assessment. The
narrative report of the health facility assessment highlighted the availability of services. Commune
health centres receive low birth deliveries because nowadays mothers tend to go to higher level health
facilities (district/provincial general hospitals) for deliveries. From pregnancy stages, some families go to
district and provincial general hospitals for ANC care because those facilities have ultrasound services.
Frequent services with a high number of clients at the health stations include child immunization, health
insurance examinations, communication campaigns, and general health examinations.
This is an anecdote and could not be generalized, but it calls for further investigation into the pattern of
access and the associated factors that encourage or prevent women and adolescent girls from accessing
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services to ensure maximum uptake of services by the target group. Additionally, monitoring the type of
services used, along with the number of visits, should be done to refine the project activities in a way
that targets the most demanding services or activities to maximize access and effectiveness.

CONCLUSION
The project was successfully delivered as planned, with thoughtful adjustments made to ensure broaderreach and minimal disruption to existing systems. For instance, the shift from classroom-based CSE tomass school CSE events allowed engagement with all students without affecting the school curriculum.While implementers faced challenges across different settings, many of these were addressed throughrefinements in project activities, demonstrating adaptability and responsiveness throughout theimplementation process.
Endline findings show a satisfactory level of improvement compared to baseline, in the capacity ofsupported health facilities. These facilities are now better equipped with trained human resources andessential materials to provide SRH services. Both adults and adolescents demonstrated increasedknowledge of SRH and more positive attitudes toward gender equality. The agency of women and girlsin making SRH-related decisions also showed promising progress, indicating a shift toward improvedagency in SRH decision making.
Community reception of the project was notably positive. Feedback from implementing teams,community members, and students suggests that the activities were well-aligned with local needs andvalues. There is strong potential for sustaining these efforts, provided that resources remain available.These findings underscore the importance of continued investment in SRH initiatives and highlight thevalue of flexible, inclusive approaches in achieving meaningful outcomes.
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