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Abstract. The dengue situation in the urban setting of Hanoi city, Vietnam, is emerging, focusing on inner districts.
Previous studies showed that a dengue vector control program inHanoiwas not effective because of the lack of adequate
engagement of the local government authorities, health sector, and community. This implementation research aimed to
explore barriers to implementing community engagement in a dengue vector control program in an urban district of Hanoi
city. Ten in-depth interviews and 14 focus group discussions were conducted at Lang Thuong, Khuong Thuong, Tho
Quan, and Kim Lien wards in Dong Da district, Hanoi city. Data collection was implemented from April to June 2017. All
discussions were recorded and transcribed verbatim. Data were analyzed using the content analysis approach. Sec-
ondary data from the dengue vector control program reportswere used to support the qualitative evidence.We found that
the barriers to implementing effective community engagement were as follows: 1) lack of interest and an attitude of
dependency on action from the health sector of local people’s committee, 2) lack of enthusiasm of mass organizations
and community leaders, 3) overburdened workloads and lack of communication skills from health sector, 4) low
awareness and readiness fromcommunity, 5) lack of detailed policy guidelines and lowenforcement of relatedpolicy, and
6) limitedbudget. Recommendedactions shouldbemade to improve thecommunity engagement in thecurrent resource-
limited context of Vietnam by both top-down and bottom-up approaches.

INTRODUCTION

Dengue is a global public health threat. A recent study es-
timated that 390 million individuals are infected by dengue
yearly in more than 100 countries.1 Approximately half a mil-
lion people were hospitalized with dengue hemorrhagic fever
and about 2.5% of those died.2 Thesemorbidity andmortality
rates correspond to an enormous total annual cost of dengue
illness of 8–9 billion USD globally.3

Dengue fever (DF) is a vector-borne disease caused by the
dengue virus. Dengue virus are arboviruses that are trans-
mitted to humans by infected Aedes mosquitoes. The WHO
proposed five strategies for reduction of dengue burden
worldwide, including diagnosis and case management, in-
tegrated surveillance andoutbreak preparedness, sustainable
vector control, future vaccine implementation, and basic op-
erational and implementation research. Although a vaccine is
in the trial phase, vector control is seenas thebestmeasure for
dengue prevention by controlling Aedes mosquitoes.4 The
householders and communities will take responsibility to re-
duce the number of potential breeding sites routinely sup-
ported by education, social mobilization, and community
engagement from the health sector and local authorities.
The term “community engagement” is increasingly pro-

moted in international health research and practices. Com-
munity engagement, defined as an ongoing relationship
betweencitizens, health-care providers, andother community
members and organizations to improve health through dialog,
is a process rather than an end point.5 More specifically, this
term is defined as “the process of working collaboratively with
and through groups of people affiliated by geographic prox-
imity, special interest, or similar situations to address issues

affecting thewell-beingof thosepeople. It is apowerful vehicle
for bringing about environmental and behavior changes that
will improve the health of the community and its members. It
often involves partnerships and coalitions that help mobilize
resources and influence systems, change relationships
among partners, and serve as catalysts for changing policies,
programs, andpractices.”6An effective and sustaineddengue
vector control program requires intersectoral collaboration
and coordination. Dengue vector control programs need to
build partnerships between diverse government ministries
(health, environment, education, etc.); municipal and local
authorities; public and private sectors; and professional, re-
ligious, and community representatives.4,7 Many studies have
shown that dengue vector control activities are not successful
without the participation and action of the community.8–11 To
achieve a successful and sustained dengue vector control
program, community engagementwith optimumownership of
the program from the community is necessary.12

There has been an increasing trend of community-based
participatory interventions using integrated community en-
gagement strategies in the recent decades.13–17 However,
findings from a systematic review indicated that the evidence-
based community engagement in dengue vector control
programs was still weak.18 Also, multi-entity coordination and
partnership between relevant stakeholders in most dengue
programs have been limited.9,16 This lack of community en-
gagement in dengue vector control services is especially seen
in developing countries, including Vietnam.19

Vietnam is a dengue-endemic country in the Asia–Pacific
region. Even though Vietnam has successfully reduced the
case fatality rate of dengue to less than one per 1,000 cases
since 2005, the number of dengue cases remains high.20 The
dengue control program in Vietnam is organized vertically with
a top-down approach from the national level to the provincial,
district, and community/ward levels. However, program ac-
tivities were varied depending on local custom, society, and
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budget. According to the official guidelines on surveillance,
prevention, and control of DF of the Ministry of Health, the
activities are focused on vector control and larval eradication
with the active engagement of each household and a whole
community. The local government and health sector are re-
sponsible for reminding and urging the stakeholders and the
participation of political and social organizations. Some typi-
cal activities consisted of 1) preventing mosquitoes from
accessing egg-laying habitats by environmental management
andmodification at home and through cleanup campaigns; 2)
disposing of solid waste properly and removing artificial man-
made habitats; 3) covering, emptying, and cleaning of do-
mesticwater storage containers on aweekly basis; 4) applying
appropriate insecticides to water storage outdoor containers;
and 5) using biological control agents (predatory copepods or
fish) and health information, education, with appropriate
communication concerning DF.
Hanoi, the capital and second most populous city in Viet-

nam, is an endemic area. In the largest recorded dengue
outbreak in 2009, 16,263 DF cases were confirmed in Hanoi,
which accounted for 87% of total DF cases in the Northern
area of Vietnam.21 The 2015 dengue outbreak recorded 90%
in total, of the 16,913 cases in the Northern region lived in
Hanoi.22 Of those dengue cases, 77.2% of the total cases
were concentrated in urban areas during the period of
2006–2011.23 Other studies showed similar results that DF
cases were mostly found in inner-city districts.21,24 Some re-
cent research implemented in urban districts in Hanoi con-
cluded that the less effective dengue vector control programs
were related to the lack of community engagement.25–27 This
implementation research aimed to explore the barriers to the
implementation of community engagement in adengue vector
control program in an urban district of the Hanoi city.

METHODS

Study settings and period. Hanoi city has 12 urban dis-
tricts, of which Dong Da is the one in the inner-city districts
with thehighest prevalenceofDF in recent years.28,29DongDa
district also has a high population density, with around
352,000 citizens living crowded in an area of 9.96 km2. Among
21 wards across the district, four wards were also selected
purposively based on the latest data on the incidence rate in
2017 of Hanoi Preventive Medicine Center including Lang
Thuong (384,65/100,000), Khuong Thuong (353,44/100,000),
Kim Lien (192,52/100,000), and ThoQuan (104,18/100,000).30

Figure 1 summarizes the organization of stakeholders in our
research site.
The People’s Committee at the ward level is the main actor

that leads and manages all the community engagement ac-
tivities. The other key actor in mobilizing stakeholders in the
program is the ward health station (WHS), which is the first
formal point of health-care contact in the government health-
care system. They are responsible for making an action plan
and supporting all dengue-related technical prevention and
control issues. Besides, there is also a network of mass
organizations/unions whose functions are supported by the
Socialist Party, and which represent strong stakeholders in
Vietnam with branch offices established at all administrative
levels and are under the management of the People’s Com-
mittee and with large proportions of the population as mem-
bers including fatherland front, women union, youth union,

veteran association, elderly association, and the International
Red Cross association. Another workforce group with the
aforementioned actors and other stakeholders also formed to
assist in the dengue vector control program and implement
the community engagement was the ward committee of dis-
ease control with the duty of monitoring the activities. The
research was conducted from January to August 2017.
Study design. This implementation research was a quali-

tative study involving all relevant stakeholders including
responding entities in the health sector, local authorities, and
community. Qualitative data and program-related secondary
data were collected.
There were 10 in-depth Interviews (IDIs) and 14 focus group

discussions (FGDs) conducted in the study, as follows:

1. Two IDIs with an officer of the Hanoi city Preventive Medi-
cine Center and an officer of the Dong Da District Health
Center

2. Four IDIs with the representatives of WHSs
3. Four IDIs with the representatives of ward People’s Com-

mittee (WPC)
4. Four FGDs with 22 ward health staff
5. Three FGDs with 19 representatives from school, police/

military/civil defense forces, and head of residency cluster
and mass organizations

6. Seven FGDs with 40 householders

Health officerswhowere responsible for dengue prevention
and control program at the Hanoi city Preventive Medicine
Center and theDongDaDistrict Health Center and had stayed
at their position for at least 2 years were purposively invited for
interview. In each ward, representatives of WPC who were
responsible for medical work and had stayed at their position
for at least 2 years were also invited to participate in the re-
search. Health staff who were working at the WHS actively
joined the research. The group of representatives from
schools, police/military/civil defense forces, head of the resi-
dency cluster, and representatives from mass organizations
were invited through the suggestions ofWPC andWHS if they
were not absent at the interview time. In case of absence,
another one was substituted byWPC’s nomination. For those
who were the householder, quota sampling was used to re-
cruit based on the inclusion criteria to allow exploration of
differences in groups fromdifferent experienceswithDF. They
were living in the research area and were the one with a range
of past experienceswith dengue (somewithdengue infections
in their family and others without). The large diversity of par-
ticipants provided a broad range of views on the research
topic. To ensure the quality of results, data were triangulated
to allow comparison across sources and different types of
respondents. The IDIs and FGDs reached the data saturation
criteria, where no new information was uncovered.
Datacollection andanalysis. In-depth interviews andFGD

guidelines were developed by the researchers to collect in-
formation. In-depth Interview and FGDs were conducted at
WHS and WPC meeting halls which ensured the privacy and
convenience for the participants. These interviews were per-
formed in Vietnamese. For IDIs, the principal investigator (PI)
was the interviewer and notetaker as well. After the IDIs, the
interviewer asked for the documents related to the topic.
These documents were action plans and reports of program
activities from the provincial to ward level that were read, and
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extracted the related information for supplementing the quali-
tative data. For FGDs, thePIwas themoderator, and a research
assistant tooknotes.Both thePI and researchassistantworked
in the public health field and had experience in qualitative
interviewing. The PI was familiar with the context of Hanoi city,
and this could reduce the credibility of the results; therefore, the
PI only assisted the two coauthors in the data analysis to in-
crease the trustworthiness and validity of the study.
All discussions lasted approximately 30–45 minutes and

started with an introduction to the topic and the purpose of the
study. The importance of active participation, contributions
from all participants, and the freedom to make any statement
were emphasized. Participantswere interviewed on the factors
affecting the community engagement of stakeholders in den-
gue vector control programssuchassocioeconomicconcerns,
cultural aspects, geography, environment, policies, resources,
community readiness, commitment, and active participation.
All interviews were tape-recorded with permission from partici-
pants. The recordedfileswere then relistened tocheck thequality
of the probes, and transcribed within 24 hours. All discussions
were recorded and transcribed verbatim into an Microsoft Word
Office 2013 document. Notes taken by the moderator and
notetaker supplemented theaudio-taped transcripts to collect

and confirm details from the discussion. Content analysis was
performed by organizing all interview text into key themes.
Based on the transcripts, a list of codes was progressively
established and structured. Related interview texts were coded
systematically, and the most appropriate themes were chosen
to illustrate the findings regarding the participants’ perceptions
about barriers to the implementation in community engagement
in dengue vector control programs. Only these related quo-
tations were translated into English for research purposes.

RESULTS

Barrier from WPC. Rely too much on WHS. It can be de-
duced that the distribution of responsibility on disease control
between two important sides of WPC and WHS was not bal-
anced. As mentioned earlier, WPC should take the lead and
organize the dengue vector control activities under the con-
sultation of WHS. However, the WPC handed over almost all
work related to health protection to the WHS.

“Respondent hesitated to share”. Their role is very im-
portant but they haven’t done well enough to their im-
portance. They are the organizer. Actually; the ward

FIGURE 1. Organization of stakeholders in dengue control program. This figure appears in color at www.ajtmh.org.
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health station is only the consultant, and they have to lead
and organize but it’s truly a reserve position (FGD with
health staff of WHS 2)

To tell the truth, the PC sometimes still said that this work
belongs to health station. So, it’s very hard for us (FGD
with health staff of WHS 1)

Lack of interest in dengue vector control program. The
Hanoi Preventive Medicine Centre’s dengue control program
report in 2016 stated that theparticipation of local government
authorities indenguevector control programswas limited. The
interest for medical work of WPCs was not sufficient,
depending on the leadership of the WPC chairman.

When a new chairman of WPC takes up the duty, every-
thing has changed. He said that there is no need to do this
work (dengue vector control program) (FGD with health
staff of WHS 2)

Barrier from WHS. Overburdened workloads. The health
staff at WHS face work overload. A WHS with only about 10
staff was responsible for around 30 national health programs.

We not only spend time to eradicate the larval breeding
sites and implement dengue control program; but we also
need to do a lot of things such as examination, immuni-
zation etc., or go training and making reports. We are
overburdened (FGD with health staff of WHS 3)

Secondary data also indicated that the ward health staff
were overburdened with the dengue vector control activity
workloads. Their duty was only to instruct and monitor the
community behavior. However, they reported that they need
to directly find and exterminated the larval breeding sites by
themselves in each household because the householder did
not do that after several times of communication and hand-on
training. So even when they efficiently used the time, efforts,
and human resources available, they still certainly do not have
enough capacity to go to all households.
Furthermore, the health sector was still perceived as the

responsible party for all dengue vector control and larval
eradication efforts by both local authorities and the commu-
nity. Thismeans that they did not believe they had to share the
burden of this work—hence not providing relief to the health
staff.

The community leaders still said that thiswork is for health
station. . .Many times in the field for larval eradication, they
(community) said we must tip off the things. So, it’s very
difficult for us to provide health education. . .You can think
that how to help them clean the stuffs in many residency
clusters with only six health staff (FGD with health staff of
WHS 1)

Lack of communication skill.Another point to bementioned
is that the health staff at the grassroots level need to
strengthen their communication skills, focusing on persuad-
ing and working with communities because the report from
the Hanoi Preventive Medicine Center also pointed out that
health workers at the ward level were new with little experi-
ence. Through observation and qualitative data, the health

staff were perceived to be too young to have experience
in convincing communities to implement larval eradication
regularly.

The ward health force is young, most of them are young.
They are very enthusiastic, however, when they come to
work with people in the community, it’s hard to convince
them. . .The health workers need to have qualification and
being trained to improve the persuading skills while
working with community. When the health staff can show
off their authority, it will be valuable at that time (IDI with
the vice chairman of WPC 1)

Barrier frommassorganizationsandcommunity leaders.
The mass organizations and community leaders are lacking in
enthusiasm. Although they played a role as a supportive force
in the dengue vector control program, however, their contri-
bution in that role was insignificant.

Frankly speaking, the role of mass organizations, for ex-
ample women’s union, youth union in some wards is still
only doing for show as a movement. They haven’t pro-
moted their active role (IDI with health staff of Dong Da
district health centre).

According to the report of theDongDadistrict health centre,
some community leaders have not been enthusiastic to co-
operate actively with the health staff. They also have not
promoted their responsibility in dengue vector control pro-
grams. However, in fact, this lack of support is because of the
low incentive for themwhile participating in the dengue vector
control program and their concurrent responsibilities.

I think the caring with community leaders on allowance
and spiritual issues is lacking, so they were unenthusias-
tic. The community leaders are retired elderly and have
other works like meetings with WPC or caring their
grandchildren whereas they complained about lot of
overlapping works. For sure the allowance is too low for
them (FGD with health staff of WHS 3)

Barrier from community. The secondary and qualitative
results showed the low awareness and readiness of the citi-
zens. This lack of knowledge and preparedness also has been
the result of ineffective community engagement, even though
the respondents reported that citizens’ current knowledge
about DF has improved compared with the past.

They knew that dengue fever is a very dangerous disease.
Therefore, the people’s awareness in the community has
been improved. In the past, their awareness was low but
now it’s high (FGD with health staff of WHS 2)

Low awareness and bad practice. Based on the results, it
can be deduced that community awareness is not perceived
to be at an adequate level. Some parts of communities still
have low awareness on prevention methods of DF. They are
mainly the short-term residents who come to Dong Da district
for working and studying.

For those who are permanent residents in the ward; their
participation is very positive and supportive but in
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contrast, the cooperation of temporary residents or stu-
dents who rent the house to live has not been well on
preventive activities (IDI with vice chairman of WPC 2).

They spend time for learning and doing other activities and
have no time for regular cleaning.

I’m their neighbour but I haven’t ever met them. They go
out all days. When they return, they close the door im-
mediately. They also don’t know who I am so that I can
remind them. I also don’t have responsibility, even I talk to
them but I don’t know whether they listen and do it or
not. . .Maybe they know about that but they don’t notice.
They think they only live temporarily (FGD1 with the citi-
zen of ward 1)

In addition, most immigrants with half-urban half-rural
characteristics gather in the urban area and spend most of
their time earning. They were also usually not available when
health staff tried communicating. Hence, subjects such as
these are considered to have not kept their personal hygiene
well and not worried about dengue vector control. According
to the Dong Da district health center’s official report on the
dengue control program in the first 5 months of 2017, more
than half (84/165) of dengue cases belonged to the student
groups, whereas the other tenants accounted for 13% (21
cases) in total. The other cases which accounted for 36%
were from the groups of officials, constructionworkers, retired
people, and children. Among them, one group with a high
percentage of dengue infection of 25% was that of officials
with a high level of education (41 cases). This group also still
has risky behaviors such as using water containers that can
cause larvae to grow, growing vegetables or raising poultry on
the terrace, and planting many bonsai and rockery.

There has a lot of rich families who planted the bonsai. But
they left the caring work for their caretaker. Therefore, the
larvae were born from the water of bonsai rockery without
fishes. A lot of them didn’t use fish (IDI with vice chairman
of WPC 3)

Furthermore, some community’s attitude on dengue vector
control was still subjective, neglected, and dependent on the
health staff. They personally think that if they live in a clean
housewith less breeding sites, theywill not get the disease. Or
they know that the WHS will come to their home for spraying
every year before the dengue season, so they do not take any
preventive measures for DF.

They said to us that I do whatever I like inmy house. If I get
the disease, I will suffer it myself (FGD with health staff of
WHS 4)

The people still wait for the clean-up campaigns or when
the outbreaks occur and the health staff will come to im-
plement larval eradication for them. . .Their awareness is
not changed. They don’t want to do the measures for
larval extermination (IDI with health staff of Dong Da dis-
trict health centre).

They also have not cooperated and followed the health
staff’s instructions for dengue vector control.

For example, in recent clean-up campaign, there was one
family that has 20 water tanks containing the larvae but
they didn’t cooperate and let the dog out to bitemy health
staff. We must run away. . .We educated them a lot but
theydidn’t follow. Theyweren’t scared.Whenwe talked to
them, they agreed to do it. But when we return for sur-
veillance, they still didn’t do so (IDI with head of WHS 1)

Lack of readiness and activeness. Also, people in the com-
munity did not have mutual responsibility with the thought of
“everybody’s business is nobody’s business”

In a tenancy, many persons use the same uncovered
water tank, so nobody has a sense of responsibility thor-
oughly (IDI with former vice chairman of WPC 1).

Secondary data indicated that Dong Da district is an inner
district with a variety of construction projects fromboth public
and private builders such as apartments for tenants or public
hospitals and even aerial railway. During the construction
process, besides the lack of awareness and knowledge on
sanitation and hygiene of workers who normally come from
other provinces, some families would move away from the
public construction projects and leave their unused things.
Furthermore, the big public construction projects also con-
tainedmany kinds of wastes. Hence, it became the ideal place
for larval breeding sites during the rainy season.

The families that went away right after the public con-
structions’ compensation are the area consisting of waste
or water containers for their daily use. So now, no one
cleans the water containers and no one collects the
wastes for larval extermination (IDI with health staff of
Hanoi Preventive Medicine Centre)

Moreover, there were existing public places such as cem-
eterieswith empty vases on the graves inside residential areas
(Lang Thuong ward) or temples, pagodas with many vases
and bonsai trees, or abandoned houses (Lang Thuong and
Khuong Thuong wards) that lack human resources to elimi-
nate potential breeding sites.

The specific characteristics of Dong Da district at the
present are the existing of a graveyard in the middle of
residency area; each tomb has a vase stuck by cement to
avoid the thief. When it rains, the vase was filled up with
water and nobody took care of it. The next factor is that
Dong Da has numerous temples and pagodas with hun-
dreds of vases or the bonsai or rockery (Hòn non bộ).
People come for religious practice (including put flowers
and water into the vases) a lot, especially in the first and
fifteenth day of lunar month. So, if those temples or pa-
godas didn’t clean up after that by themselves, our health
staff aren’t adequate to do that work for them (IDI with
health staff of Dong Da district health centre).

There are several abandoned houses like a house next
to mine. There was nobody living and it locked for almost
ten years. Hence it couldn’t be entered whereas there are
many dirty wastes in the garden. It’s a spot everyone
forgot that is difficult to control (FGD 1 with the citizen of
ward 3).
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These are the main reasons why all stakeholders were
cooperating in dealingwith these difficulties of dengue vector
control and proposing specific community engagement
strategies to address the issue together. But some people
tend to accept the situation. In addition, qualitative results
showed that communication on dengue vector control was
not extensive and novel enough to attract serious attention
from the communities.

The residency clusters don’t go to check regularly, so, the
dengue outbreaks still exist for years. Due to the high
population density in our ward with populous tenants, the
communication work of health station has not been
thorough to each cluster or tenancy. Even some families
have many rental rooms, therefore, the communication
workondenguecontrol haven’t beenpenetrated for those
families and their tenants (FGD 1 with citizen of ward 3)

Using loudspeakers was the only way to spread health in-
formation frequently; however, it seemed that this did notwork
properly. Other methods would be implemented when the
dengue season approached. Hence, information coverage
was not broad enough for the large scale of the population.

The loudspeakers broadcast continuously but I can’t hear
it clearly (FGD 1 with citizen of ward 1)

People asked that many houses can’t listen. Sometimes
the loudspeakers were broken. The common problems
that people complained were less loudspeakers and un-
clear sound. . . The communication by loudspeakers is
bad (FGD with health staff of WHS 1)

Besides, the communication measures were not new,
leading the community to be disinterested with the repeated
messages.

If communication was only conducted in normal way, it
will be very boring. So, I think that we can organize the
game, for example, whoever collect the wastes most will
be exchanged into gifts like the fish for placing into the
water tanks. . . (FGD 2 with citizen of ward 3)

Barrier on budget. One of the most important barriers for
community engagement is the limited budget. The budget
was allocated at the central level of the health sector and then
allocated to lower levels. However, it is usually low and per-
ceived as inadequate to undertake the duties required.

Those communication sessions (for community leaders
and citizen) organized by budget of district health centre.
We need the allocated budget for implementation (FGD
with health staff of WHS 3)

Although the WPC also assists the WHS and mass organi-
zationson financialmatters, however, it is only a small amount.
Shortage of money led to the limitations of necessary sources
for prevention, such as chemistry of Abate or fishes and
community communication materials.

Of course, there is available budget for this activity from
upper level but it’s very limited amount ofmoney, so I have

to tell that the WPC still support the finance, but it is only
used for essential works. If it is utilized for workingmonths
by months, it will be a lot of troubles (IDI with the vice
chairman of WPC 4).

The respondents also pointed out that allowance for people
participating in dengue vector control events is too low for
health staff and the members of mass organizations and rel-
evant stakeholders.

Actually; the members of steering committee have
worked very hard but in the payment aspect, it is called
only a tiny allowance. . .For instance, a head of residency
cluster who goes to 100 households in 3 days is paid
30.000 VND (1.32$), it means the money is very not worth
(IDI with vice chairman of WPC 3).

If the budget increases, the interaction between WPC
and the stakeholders will be better. The participants work
hard but the allowance is too little, therefore, nobody
certainly feel happy. The health staff only receive 50.000
VND (2.19$) per working day in clean-up campaign (IDI
with head of WHS 2).

Barrier onpolicy environment. Lackof detailed guidelines.
In the dengue vector control program, although policy docu-
ments were promulgated quite adequately by the Ministry of
Health and other relevant partners, the guidelines of policies
was not detailed and clear enough.

For dengue fever, Ministry of Health had the Decision
number 3711 ondengue prevention and control and there
is one Circular on financial matter. These are two back-
bones beside many directive documents that were issues
monthly. The policy system is quite well. It will be good if
the regulations of MOHwere implemented well; however,
those regulations still have some issues on unclear
guidelines. Policy document need to be ensured that 100
people understand the same but in reality, the Southern
apply in one way and the Northern apply in other way. It is
general and debatable (IDI with health staff of Hanoi
Preventive Medicine Centre).

Lowenforcement effort.Without thedetailed guidelines, the
policy enforcement on dengue vector control programs is also
weak. For example, the Decree number 176/2013 of the
Vietnamese Government on sanctioning of administrative vi-
olation in the health domain indicated that those who refuse
carrying out or have not carried out the preventive measures
for personal protection on disease control according to health
staff’s instructions will be warned or punished with fines.
Nevertheless, this drastic measure was not implemented until
now, and not everyone knew about this. Also, most of the
respondents admitted that enacting the punishment is very
hard and unnecessary.

For penalty, there was no detailed policy. It should be
mainly based on health communication and mobilization.
The punitive implementation is hard because there has no
clear policy document on disease control and dengue
control is a communication work (IDI with the vice chair-
man of WPC 2)
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For instance, when the people throw the waste on the
sidewalk not inside the home bin; and from those wastes,
when it rains, the larval and mosquitos were born. So, it is
very hard. . . People shouldn’t be punished if they throw
the waste wrongly because it is also a difficult process
(FGD 2 with the citizen of ward 3).

In summary, the barriers affecting the implementation of
community engagement in adengue vector control program in
Dong Da district is shown in Figure 2.

DISCUSSION

The study findings showed that barriers to effective com-
munity engagement were varied from stakeholders and poli-
cies to the budget and resources. These barriers were quite
similar with those found in Cuba, one of the world’s last
remaining socialist republics with a political system like that
in Vietnam. In Cuba, community engagement was also the
decisive strategy to achieve the success of dengue vector
control programs.12,31,32 Despite Cuba’s success in com-
munity participation in dengue vector control programs, the
Andrade’s analysis still showed similar barriers of low
awareness of community and lack of commitment and budget
from the government.32 The community empowerment in-
tervention in Cuba focused on five participatory processes:
capacity building, community dengue surveillance, social
communications, behavioral change, and participatory eval-
uation.31 For this research in Hanoi city, the dengue vector
control programs conducted were lacking in the important
parts of behavioral change and participatory evaluation. This
finding can be explained by the unchanged practices in den-
gue vector control in the communities in our study. This issue
was perceived as the most important factor affecting the
community engagement activities of stakeholders. In addi-
tion, there is a prominent difference between our study pop-
ulation and Cuba’s study population that can influence

behavior change in dengue vector control. Their routineAedes
aegypti control programs involved the enforcement of mos-
quito control legislation through the use of fines.8 Singapore
also enacted anti-Aedes legislation for vector control.4 How-
ever, in our study setting and in the context of Vietnam in
general, it had not been implemented and enforced strongly.
Policy environment is a vital part to support all partners in any
health program to complete their functioned roles. It will be the
foundation for stakeholders to get involved in the joint work.
So, these findings suggest that the policymakers should de-
velop detailed guidelines to better support the enforcement of
the policy environment. Regarding the lack of government
commitment, Andrade’s analysis emphasized the political will
of shared responsibility of local governments and citizens. It
became the motivation to foster intersectoral collaboration
and mobilize the participation of numerous stakeholders in
community-based intersectoral initiatives for the control and
prevention of dengue, including an integrated health-care
systemwith effectivemodels of family doctors, the network of
mass organizations (Committees for the Defense of the Revo-
lution, Federation of Cuban Women, Popular Councils, and
Municipal Assemblies), school boards, and community leaders.
This cooperative approach demonstrated that vector-borne
disease such as DF cannot be seen as the exclusive re-
sponsibility of the health sector.32 The small task forces were
created and scaled up in many study settings, namely, “com-
munity working groups,” to control A. aegypti by promoting
specific behavioral change and reducing environmental risks
through social communication strategies and intersectoral local
government activities. The local task forces including all stake-
holders at the neighborhood level were evaluated to be good
and led to effective government–community partnership in
dengue vector control activities.12,33 Besides Cuba, Wai et al.’s
study in Myanmar, Ibarra et al.’s study in Ecuador, and Ladner
et al.’s recent qualitative study in Brazil indicate that there
needs to be more support for dengue outbreak prevention
programs from the government because political commitment

FIGURE 2. Barriers to effective community engagement activities in a dengue vector control program in Dong Da district. This figure appears in
color at www.ajtmh.org.
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from government authorities was determined as an essential
condition.14,34,35 And the government authorities were evalu-
ated as important actors in the dengue vector control program.
In Vietnam, it was mentioned in Nam et al.’s36 case study when
they started implementing a new project with an integrated
approach of community mobilization, behavior change, and
biological control for dengue. In fact, a government leader was
the head of health programs at all administrative levels. If they
are truly concerned about health protection for the community,
they would engage effectively in health activities with other
stakeholders. Therefore, our findings recommend that govern-
ment authorities need to be more responsible for this work with
active support from relevant stakeholders, especially in the
health sector. In terms of the barriers of enthusiasm of people
frommassorganizations and relevant stakeholders, therewas a
different findingbetweenour study andSanchez’s case study in
Cuba; it was the activeness of community leaders. Their role in
the study sites of Cuba was important although they delivered
the information to community members and assisted in the es-
tablishment for communication and social mobilization at local
levels.16 This findingwascontrary to our result as thecommunity
leaders were not enthusiastic to participate in the dengue vector
control programs. In fact, some of them were dengue collabo-
rators in the past, but they concurrently took on other re-
sponsibilities in their family and society. In addition, they were
normally the elderly who were too old to do the work which
required them to travel a lot in their area, and also did not have
enough financial support or reasonable allowance. Therefore,
this situation is understandable.
As we know that dengue vector control is affected by

complicated epidemiological elements such as rapid urbani-
zation, high population density and immigration, and climate
change, these elements need a long-term synchronized
plan with multi-sector effort to resolve the problem. It could
make the dengue vector control program become harder to
successfully implement; therefore, it leads to ignorance of
stakeholders as they accept that it cannot be dealt with soon.
These factors were reported in previous articles.34,37 Only the
factor of complex areas, such as cemeterieswith empty vases
on the grave inside residential areas or temples and pagodas
withmany vases, is quite unique because of the traditions and
customs of most Vietnamese people who follow Buddhism.
With the economic development, people in Vietnam follow the
trend of decorating their house with bonsai, but they have not
taken care of the negative impacts which bonsai can bring.
Therefore, a warning about transmission of dengue from this
habit is required in the communication campaigns.
From to Cuba’s experience, the active mobilization of the

community should start with local identification of problems
and needs.9 Although the researchers tried to figure out the
community needs and expectations to improve the effec-
tiveness of community engagement strategies for the pro-
motion of behavior change in vector control, still in the FGDs
with the communities in our study, the participants could not
identify clearly what they expected to improve the dengue
situation for themselves and the community in general. The
response reflected more on how to support the communica-
tion strategies that make people in the community change
their bad behavior. However, when we asked about the
needed communication measures, they only mentioned the
old ones that dengue vector control program had carried out
already. Such top-down communication and deployment on

dengue and its vector without active community involvement
does not result in a behavioral change.6 The communication
channels about DF in Dong Da district are varied, including
direct communication from ward health staff, integrated
meetings of PC and mass organizations/unions, distribution
of leaflets to households, anduse of loudspeakers. Among the
communication channels, the most effective one is direct
consultation of health staff. The use of loudspeakers is not
good enough to improve coverage nor raise the awareness of
citizens. Because of its ineffectiveness, the speaker system
could be a supporting measure for health communication.
However, there was a necessity to find better measures to im-
prove knowledge and practice on dengue vector control activi-
ties of people in the community. Therefore, we recommend a
series of studies to explore the community needs and the
adoption of new communication methods , such as using a
social media platform with the highest number of users in Viet-
nam, todeliverdengue informationor for thepupilsor students; it
is more interesting for them to participate in the program by
collecting waste in exchange for gifts like fishes to put it in jars
and water tanks. Furthermore, using text messages to remind
householders about dengue vector control activities at their
homeeveryweek canbe agoodmeasure for behavior change in
thecommunity. Also, there is aneed to improvecommunity skills
for problem identification by themselves.
The shortage of financial support in a health problem might

be the most difficult factor to deal with. It is a great concern in
many other countries.14,15,19,36,38,39 In our study context, health
staff or people from mass organizations and relevant stake-
holders normally had a low basic wage. They would not receive
more allowance even if work harder to fulfill their tasks in the
dengue vector control program. Therefore, they would do their
job in a regular way; no more no less, with the little budget from
WPCandWHS.Thismatter is differentwithToledo’s research in
Cuba, where community working groups consisting of 10–20
familydoctors receivednofinancial incentives,10,31butwithhigh
trust and high wage in their study context. Therefore, it is pro-
posed that some strategies related to a resource mobilization
approach should be applied to adapt the hard situation in de-
veloping countries such as Vietnam. Besides, other ways to
inspire the stakeholders’ participation in dengue vector control
program need to be carried out such as handing over the
certificate of recognition for active citizenship to people from
mass organizations and relevant stakeholders to encourage
their spirit in tackling the mutual concerns of their community.
This study has several limitations. The findings may not be

generalizable to other parts of Vietnam as this was an urban
setting. The data collected in the rural communities may give
different results comparedwith the data collected in the urban
wards. The results can also differ between districts in one city,
between provinces in one country, and between countries. It
may be generalized to urban settings in Hanoi city and other
cities in Vietnam or countries with similar context of political
structures. As mentioned before, some stakeholders such as
ward health staff and representatives of mass organizations
have not openly expressed their views on the WPC’s role.
However, we attempted to minimize this bias by conducting
more unstructured interviews with several ward health staff
unofficially to get better validity of answers. In addition, there is
a gap between what the community perceives as important
and what the efforts needed to effectively control the dengue
vector, leading to unawareness of other possible options. For
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example, monitoring and evaluation are important aspects in
dengue vector control, but they seemed to underestimate this
component. Weak monitoring and evaluation at local levels
could present significant barriers leading to difficulties in
community engagement strategies.17

To sum up, the study showed many barriers to engage
communities in dengue vector control programs in the urban
area of Hanoi city. Those negative factors include the lack of
interest and dependent attitude in the health sector on the
local People’s Committee; lack of enthusiasm of mass orga-
nizations and community leaders; overload and lack of com-
munication skills from the health sector; low awareness and
readiness from the community; lack of detailed policy guide-
lines and low enforcement of related policy; and a limited
budget. It is recommended that creating some programs and
communication campaigns with resource mobilization will be
needed to improve the awareness and participation of stake-
holders, especially the challenged communities in the current
resource-limited context of developing countries, focusing on
immigrants and people having high risk behaviors of planting
bonsai. The health staff also need more training on soft skills of
behavioral change communication to easily convince the com-
munity members. Detailed guidelines should be developed with
a feasible punitive policy related to DF. This punitive policy
should be carefully discussed and a consensus with the com-
munitydevelopedon its type, feasibility, andenforcementbefore
issue to hopefully make people change their behaviors that
cause DF risks. Moreover, investing more budget from the
government is also needed to motivate the WPC workers more
efficiently and mobilize others to join dengue vector control
programs. The encouragements also need to be done to moti-
vate the active participation of stakeholders of mass organiza-
tions and heads of residency clusters. Further studies and
experiments should be conducted in a variety of settings, both
urban and rural, to explore more on novel communication
methods to improve community engagement.
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