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Over the past decade, Vietnam has made important achievements in both the economic and social
sectors, including health. The economic growth rate has increased rapidly at an average rate of 7
percent per year. Though the per capita gross domestic product (GDP) of Vietnam in 2006 was US$722,
poverty (the percentage of poor households below the new poverty standard set in 2006 is |9 percent)
is still significant. The Human Development Index (HDI) has continued to increase over the past ten
years from 0.618 in 1990 to 0.709 in 2004, demonstrating progress in education, health care and living
standards. In 2005, Vietnam was upgraded to 105 among 177 countries according to HDI, compared
with 120 out of 177 in 1995 (UNDP, 2007).

Compared to countries with the same GDP per capita, Vietnam is considered to have fairly good health
outcomes. For example, life expectancy at birth has increased dramatically. In 2006 it was 71.3 years;
the infant mortality rate reduced from 36.7 per 1000 live births in 2000 to 16.0 in 2006; under 5
mortality rate fell from 42 per 1000 live births in 2000 to 26 in 2006 (GSO 2006; MOH 2006b). Key
reasons for these achievements include: economic growth; a stable socio-political environment; strong
commitments by the government to achieve development and socioeconomic goals, including health
goals, and the strategy on poverty reduction and hunger eradication. Vietnam has a low economic
inequity index (under |0 times); high rate of adult literacy (91 percent, [UNDP Vietnam 2007]); and
availability of health care facilities at the community level. By the end of 2006, 100 percent of
communes and precincts had health staff; 71 percent of communes had doctors; 94 percent of
communes had nurses or midwives; nearly 90 percent of hamlets had health community workers; and
45 percent of all communes in the country had met the national standards of communal health (Chien
2007) and issued health finance supportive policies for the poor.

Although significant progress has been made, many health-related issues remain to be addressed. The
country is currently facing a double burden of disease. In the past few years, disease patterns have seen
important shifts, with declines in the share of morbidity from communicable diseases and an increase
from non-communicable diseases, accidents and injuries. Some communicable diseases such as dengue
fever, continue to have high prevalence rates in endemic regions in the Mekong Delta. Malaria is
prevalent in the northern mountains and Central Highlands, while tuberculosis (TB) is making a
comeback in the country.

To address many of the past and emerging health challenges, the government has implemented several
policies including decentralization of the health sector. This policy has focused on devolving autonomy
and accountability to provincial and district social service institutions in terms of organization,
rearrangement of administrative apparatus, and the use of labor and financial resources. Another major
initiative is the user-fee exemption policy for the poor, near poor, children under 6, and elderly over 85.
Provinces are also implementing the exemption policy to provide free treatment for HIV/AIDS patients.

This report presents data from the first two provincial health system assessments conducted in Vietnam.
The assessments were conducted by the Health Strategy and Policy Institute (HSPI) in collaboration with
the USAID Health Systems 20/20 project. The objective of the provincial health system assessment was
fourfold: (1) to pilot the application of the health systems assessment tool at provincial level; (2) to
provide empirical evidence to policymakers at the national, provincial and local levels about the
strengths and weaknesses of the provincial health system and to allow them to target weaknesses in the
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health system; (3) to provide targeted recommendations to local and international partners on specific
health systems components that need to be strengthened; and (4) to refine the tools for the roll-out of
assessments to other provinces.

Six major conclusions can be drawn from this assessment. First, the provincial health systems in both
Ninh Binh and Can Tho provinces are highly functional. Specifically, the role of government is well
identified. Mechanisms are in place to encourage civil society participation in policy making. The
decentralization process, including budget allocations, appears to be reaching all levels of care.

Second, health information systems (HIS) received the lowest score of all the health system functions.
Nearly every component received a score of less than adequate. In both provinces, the provincial/local
government does not provide equipment, forms or training regarding health information management.
The HIS in the two provinces are funded mostly by central budgets and projects. Statistical and
computer staff are few and their technical qualifications are limited, especially at the grassroots level.

Third, from the health financing aspect, out-of-pocket (OOP) health expenditure patterns and increases
in per capita health expenditure suggest that finances may act as a barrier to accessing health services.
The central government has tried to mitigate the effects of high OOP expenditure with its exemption
policies for the poor and near poor. Budget allocation mechanisms for health are not based on outputs.

Fourth, the public health facilities in Ninh Binh and Can Tho have wide service coverage. The service
delivery access and coverage component received high scores. At the provincial level, there are
provincial general hospitals and provincial specialized hospitals, such as TB and lung diseases, and
traditional medicine. At the district level, there are district hospitals that treat inpatients using basic
techniques for emergency care of common diseases. At the commune level, the commune health station
(CHS) mainly focuses on preventive care and provision of outpatient care services.

Fifth, Vietnam has a relatively adequate number of human resources for health. In two provinces, there
are mild shortages of certain specialist cadres at grassroots level due in part to the change in health
system structures at that level in recent years (new structures were established at the district level).
New managers at various levels of care have come from among the most senior health facility staff,
particularly specialists. The organizational changes have also contributed to the staffing shifts within
provinces towards higher levels of care. The performance management component indicates a weakness
in the area of salary and merit awards. Job descriptions are available and regularly updated, but only for
certain positions. There is also no formal mechanism for individual performance planning.

Finally, in two provinces, the pharmaceuticals management function generally scored well. The
procurement component appeared to be the only weak area of pharmaceutical management. The other
components of pharmaceutical management, including budget, financing for drugs, pharmaceutical
policies and accessibility to good quality products and services, all had fairly good profiles. The weaker
profiles were for rational use of drugs, and storage and distribution aspects. Mechanisms to improve the
use of medicines in hospitals and treatment guidelines for common health problems existed but did not
function well in both public and private health facilities. Standardized quantification methods for drug
procurement were not applied in these two provinces. Different hospitals used different methods to
estimate drug quantity for procurement.
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The health systems assessment tool was modified by the HSPI team and MOH experts Vietnam to
reflect the different levels of care and the Vietnam context. (Initial and suggested indicators are shown
in Annex C).
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Over the past decade, Vietnam has made important achievements in both the economic and social
sectors, including health. The economic growth rate has increased rapidly at an average rate of 7
percent per year. Though the per capita gross domestic product (GDP) of Vietnam in 2006 was US$722,
poverty (the percentage of poor households below the new poverty standard set in 2006 is |9 percent)
is still significant!. The Human Development Index (HDI) has continued to increase over the past 10
years — from 0.618 in 1990 to 0.709 in 2004, demonstrating progress in education, health care and living
standards. In 2007, Vietnam was upgraded to 105 among 177 countries according to HDI, compared
with 120 out of 177 in 1995 (UNDP).

Compared with countries with the same GDP per capita, Vietnam is considered to have fairly good
health outcomes. For example, life expectancy at birth has increased dramatically, and in 2006 it was
71.3 years; the infant mortality rate (IMR) was reduced from 36.7 per 1,000 live births in 2000 to 16.0 in
2006; the under-5 mortality rate (USMR) fell from 42 per 1,000 live births in 2000 down to 26 in 2006
(Table 1) (GSO 2006, MOH 2006b). Key reasons for these achievements include: economic growth;
stable socio-political environment; strong commitments by the government to achieve development and
socioeconomic goals, including health goals; and the strategy on poverty reduction and hunger
eradication. Vietnam has a low economic inequity index (under 10 times)?, a high rate of adult literacy
(91 percent, UNDP Vietnam 2007); and availability of health care facilities at community level. By the
end of 2006, 100 percent of communes and precincts had health staff; 71 percent of communes had
doctors; 94 percent of communes had nurses or midwives; nearly 90 percent of hamlets had community
health workers; and 45 percent of all communes around the country had met the national standards of
communal health and issued health finance supportive policies for the poor (MOH 2007).

I Report by Prime Minister Nguyen Tan Dung at the | Ith session of the Xl Legislature of the National Assembly.
http://www.cpv.org.vn/details.asp/id=BT2030738972

2|n terms of monthly income per head in 2003-2004, that of urban areas was 2.2 times greater than that of rural areas;
that of the highest-income quintile was 8.3 times greater than that of the lowest-income quintile. Average expenditure
per head in urban areas was 2.2 times greater than that of rural areas; that of the highest-income quintile was 4.5 times
more than that of the lowest-income quintile (GSO 2006)



TABLE |I: MAJOR SOCIOECONOMIC AND HEALTH INDICATORS FOR VIETNAM

Indicators 2000 2001 2002 2003 2004 2005 2006
Growth (% GDP) 6.79 6.89 7.08 7.34 77 8.43
Life expectancy at birth 67.8 68.0 71.3 713 71.3. 713 713
MMR: maternal death per N/A 95.0 N/A 85.0 85.0 80.0 75.1
100,000 live births
IMR: children under | year (per 36.7 31.0 26.0 21.0 18.0 17.8 16.0

1,000 live births)
Under 5 mortality rate (per 1,000  42.0 42.0 35.0 32.8 28.5 27.5 26.0

live births)
Prevalence of underweight births 7.3 7.1 7.0 6.5 5.8 5.1 53
(%<2500g)
Malnutrition rate for children 338 31.9 30.1 284 26.6 252 234

under age five (%)
Sources: Chien 2007; General Statistic Office (2006).

Although much progress has been made, there remain many health-related issues that need to be
addressed.

The U5MR in Vietnam was 58.1 per 1,000 live births in 1990. By 2006, that rate had fallen to 26.0, a
reduction by half. In order to achieve the Millennium Development Goals (MDGs) of 18.4 (a reduction
of two-thirds compared with 1990) in the next 10 years (2006-2015), it will be critical to implement
targeted interventions that will rapidly reduce child mortality.

According to the MDG targets, by 2015 the maternal mortality ratio (MMR) must decline by three-
quarters compared with 1990 levels. In 1990, the MMR was 200-249/100 000 live births; by 2006, it had
declined to 75.1/100,000 live births. Thus, in order to meet the MDG targets for MMR by 2015, an
MMR of 50-62/100,000 has yet to be achieved. This is a major challenge for the health sector.

According to the Health Statistics Yearbooks in Vietnam from 2001 to 2006, the malnutrition rate for
children under 5 years of age declined from 33.8 percent to 23.4 percent, reaching the national target of
less than 25 percent (MOH 2006b). Nevertheless, the malnutrition rate for children under 5 remains
one of the highest in the region (MOH 2003). The child malnutrition rate is also high in families with
poor sanitation, lack of clean water, food shortages and a large number of children.



The life expectancy of people residing in disadvantaged regions, like the Northeast, Northwest and
Central Highlands, is lower than that of people living in areas with better socioeconomic status like the
Southeast, North Central Coast and Red River Delta (Figure ).

FIGURE I: AVERAGE LIFE EXPECTANCY ACROSS SOCIOECONOMIC REGIONS 2002
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Source: MOH Population Dynamics Survey 2004

MMR is still high in mountainous and remote areas (Central Highlands and Northern Mountains).
Statistics on obstetric care indicate that maternal mortality is higher in areas where a large number of
pregnancies are not monitored and where a substantial number of deliveries do not benefit from trained
medical assistance (JAHR 2007).

The IMR remains high in the Central Highlands (28 per 1,000 live births), Northeast (24) and the North
Central Coast (Survey on Dynamics of Population and Family Planning 2004). In 2006, the Northwest
had an IMR of 30 per 1,000 live births, more than three times higher than in the Southeast (GSO 2004).
The IMR in rural areas (20.4 per 1,000 live births) is more than twice that of urban areas.

The U5MR is generally high, especially in rural areas and among poor people (the USMR among the
poor is two times higher than among the rich, and has seen almost no decline over the past few
years)(JAHR 2007).

The prevalence of low birth weight increased between 2005 and 2006 (Northeast, Northwest, North
Central Coast, South Central Coast, Central Highlands, Southeast), with the biggest increases in the
Northwest and Central Highlands (increases of 1.86 percent and 2.93 percent, respectively) (JAHR
2007).

The child malnutrition rate in rural areas is higher than in urban areas (30.8 percent compared to 21.2
percent)(JAHR 2007). In the Central Highlands it is 35.8 percent, and in the Northeast it is 32 percent,
compared with the national rate of 26.6 percent in 2004.

Vietnam is currently facing a double burden of disease. In the past few years, disease patterns have seen
important shifts, with declines in the share of morbidity from communicable diseases and an increase in



non-communicable diseases, accidents and injuries. Nevertheless, some communicable diseases continue
to have high prevalence rates in endemic regions, such as dengue fever in the Mekong Delta, malaria in
the Northern Mountains and Central Highlands, and TB in the South. Some diseases are making a
comeback and are spreading rapidly over a wide area.

Dengue fever: Although dengue fever epidemics have been controlled, incidence in 2006 showed an
increase compared with the same period in 2005 and there is a risk of the disease spreading to
provinces in the South and Central regions. In 2006, there were 68,532 reported cases, from which 53
patients died (MOH 2006b).

Malaria: Incidence and mortality from malaria declined over the period 2000-2006. However, prevalence
remains high in mountainous and remote provinces. In 2006, 91,635 cases of malaria were reported,
with 4| deaths. Migration from malaria-endemic provinces to provinces without malaria makes it difficult
to control the disease. Malaria prevalence rates are highest in the Northern Mountains (30 percent of all
cases) and border provinces of the Central Coast and Central Highlands regions (20 percent of all
cases). Low educational attainment, lack of fluency in the national language, and dependence on natural
resources in the forests make it difficult to fight against malaria.

TB persists as a widespread health problem in Vietnam, with prevalence rates highest in the South. New
challenges for the TB control program include multidrug-resistant strains of TB (an estimated 2.5
percent of all new cases and 23 percent of retreatment cases are due to multidrug-resistant TB). TB/HIV
co-infection also increases the challenges for TB management (MOH 2006b).

HIVIAIDS: HIV infection rates continue to increase. By December 31, 2006, the cumulative number of
people infected with HIV in the whole country was 116,565, among whom 20 195 cases had developed
into AIDS, and 11,802 patients had died from AIDS-related causes. Ho Chi Minh City (HCMC) has the
highest number of HIV/AIDS cases in the country (16,946 cases, equivalent to |5 percent of all cases in
the country) and prevalence rates are highest in Quang Ninh with 672.9 cases per 100 000 population
(MOH 2006b).

Besides traditional communicable diseases, new emerging diseases, such as severe acute respiratory
syndrome (SARS) and avian influenza A(H5N), are creating additional burden for the health sector. For
example, in recent years, cases of highly pathogenic avian influenza A(H5N ) have occurred in humans.
Up to November 12, 2007, the country has seen 100 cases of avian influenza A(H5N1) in humans, of
whom 46 have died, the second highest incidence and mortality in the world after Indonesia. Although
the number of human cases in Vietnam remains low (only seven cases in 2007), epidemics of avian
influenza in poultry continue to be widespread with complicated developments threatening a pandemic
in humans.

Non-communicable diseases, such as cancer, cardio-vascular disease, diabetes and hypertension are on
the rise.

Cancer: The incidence of cancer in Vietnam increased from 1990 to 2002. It is estimated that
approximately 75 000 people are diagnosed with cancer each year, and fatality rates are high, accounting
for 12 percent of total deaths in the country each year (MOH 2006b).

Cardio-vascular disease: Results of the National Health Survey 2001-2002 indicate that 15.1 percent of
men and |3.5 percent of women have high blood pressure. In the working age group (20-59), men have
a higher risk of high blood pressure than women. However, only 28 percent of men and 42 percent
women with high blood pressure have been diagnosed with the condition (MOH 2006b).



Stroke: Statistics on stroke in Vietnam are incomplete. Nevertheless, estimates for some localities
indicate that incidence and mortality from stroke are on the increase. In Ba Vi district of Ha Tay
province, mortality from stroke is estimated at 73/100,000 population. In Ha Noi and HCMC, mortality
rates are much higher, at around 130-131/100,000 population. Some 60 percent of people suffering
strokes are below 60 years of age, and 80 percent of those suffering a stroke die within 24 hours (MOH
2006b).

Diabetes prevalence is highest in cities (4.4 percent), with lower rates in delta areas (2.7 percent) and
mountainous areas (2.| percent). Prevalence increases with age. Many diabetics are unaware that they
have the disease. Although information on the trends in diabetes incidence is inadequate, risk factors,
such as being overweight and aging, indicate that there will continue to be increases in the disease in the
future (MOH 2006b).

Accidents, injuries and food safety have become prominent issues in recent years due to their
complicated nature and the consternation caused in society by their increasing trends. Accidents and
injuries are a leading cause of death in Vietnam. According to the National Health Survey 2001-2002
(MOH 2003), accidents rank fourth in all causes of death. Statistics indicate that in 2006, | 1,103 people
were injured and 12,155 died due to road traffic accidents. Ha Noi and HCMC have the highest number
of traffic-related injuries and deaths (730 and 915 injuries, respectively, with 500 and 977 deaths,
respectively).

Food poisoning in Vietnam is very widespread. Currently there are many cases of food poisoning in
factory and business cafeterias, or other public eating-places. According to statistics reported from the
provinces, in 2006 there were 2504 cases of pesticide poisoning, with 4943 people affected and 155
deaths, accounting for 3 percent of all people poisoned (MOH 2006b). Since the data on food poisoning
are not accurate, it is likely that the true figures are much higher. Pesticide poisoning is also an area of
concern.

According to MOH, violations of food hygiene and safety regulations occur at all stages, from the
growing and raising of agricultural products, to processing, distribution and consumption. The main
causes of street-food contamination are: inadequate hygiene and safety practices in food processing
(49.1 percent to 91.6 percent); inadequate hygiene and safety in transporting and storing food (85.9
percent to 99.2 percent); the use of unhygienic and unsafe sites, equipment and utensils in food
processing (37 percent to 88 percent); and vendors and food processing workers not complying with
regulations on food hygiene and safety (43.8 percent to 88 percent) (MOH 2006b).

Administratively, the health system is divided into three levels: central (MOH); provincial (provincial
health departments [PHDs], sometimes referred to as provincial health offices or provincial health
bureaus); and district level (district health offices, or DHOs). With respect to service delivery, four
levels of organization officially exist: (1) central level (central and regional hospitals) managed directly by
the MOH; (2) provincial-level providers, managed by the PHDs; (3) district-level providers, also managed
by the PHDs; and (4) commune-level providers, managed by the DHOs (Figure 2).



FIGURE 2: STRUCTURE OF PUBLIC HEALTH CARE SYSTEM IN VIETNAM
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The service delivery network is quite well organized and has wide coverage. Health facilities are
established at all four levels: central, provincial, district and commune. The most common issue facing
the service delivery system’s organization is an excessive patient load at the provincial and central levels,
and small patient loads at district and commune level. Although the overload at the higher level is well
recognized, people continue to bypass appropriate health services at lower levels that are “under-
loaded.” Patients are free to choose which level of care they want to access health services. The
following reasons explain why patients might choose to access higher levels of care directly: the absence
of specialties and adequate equipment at the lower levels; the small differential in user fees in hospitals
at the upper levels compared with the lower ones; and increasingly convenient transport, facilitating
access to health facilities at the upper levels.

Furthermore, bypassing is quite common due to the poor quality of services at the lower level, causing
overload in provincial and central hospitals. The rate of the patients referred from district or provincial
to central hospitals having been correctly diagnosed by the lower level was modest. There is some

anecdotal evidence that the percentage of incorrect diagnoses in hospitals at the lower level is still high.

The MOH is the government agency that carries out the functions for state management
of people’s health. This includes health protection and promotion, curative care, rehabilitation,
traditional medicine, pharmaceutical supplies, food safety and medical equipment.

The administrative apparatus of the MOH includes the Ministry’s Cabinet, departments and inspectorate.
Following the recent Decision of the Ist Session of the |12th National Party Congress to dissolve and



merge some ministries and ministerial-level agencies, a unit of the former Committee for Population,
Family Planning and Child Health was incorporated into the MOH. In addition, the MOH has 70
subordinate institutions in three major areas: (1) hospitals; (2) preventive medicine and professional
institutes; and (3) medical colleges and universities.

The PHD, a professional agency under the management of the Provincial People’s
Committee (PPC), works to advise the PPC on state management of local people’s health care,
protection and promotion, and performs tasks and obligations as authorized by the PPC and standing
regulations. The PHD works under the control of the PPC in terms of direction, organizational
management, payroll and operations, but is also under the control of the MOH in terms of technical
direction, guidance, monitoring and inspection.

The PHD’s administrative structure includes a Cabinet, an inspectorate, professional and technical
divisions, health care facilities and centers of preventive medicine. It is responsible for health audits,
training, and information, education and communication (IEC).

The DHO, a professional agency under the management of the District People’s
Committee (DPC), works to advise the DPC on state management of local people’s health care,
protection and promotion, and performs designated tasks and obligations as authorized by the DPC and
the PHD. The DHO works under the control of the DPC in terms of direction, organizational
management, payroll, and operations, but is also under the control of the PHD for technical direction,
guidance, monitoring and inspection. The district level also has district hospitals (including polyclinics)
and district centers for preventive medicine, which were split from district health centers by Decree
172, and are now under the stewardship and management of the PHD.

From 1998 to 2004, the government designated the district health center as the sole unified public
health unit with both preventive and curative missions at the district level. The centers were also
responsible for managing the commune health services. District health centers play the leading role for
all medical activities in the area, from preventive to curative care. Most people perceive the district
health centers as the same as a district hospital. Each district with a population varying from 30,000 to
80,000 inhabitants has one district hospital.

Regional polyclinics under the district hospitals provide health services within certain communes in the
district. Polyclinics make it easier for people to seek health care, and facilitate diagnosis and timely
treatment without visiting a hospital. Regional polyclinics also assisted the Commune/Ward Health
Station (CHS) to improve their professional capabilities and take on many of the responsibilities of a
district hospital.

The CHS, the first formal point of health care contact in the government health care
system, is designated to provide primary health care services. They carry out early detection of
epidemics, provide care and treatment for common diseases and deliveries, mobilize people to use birth
control, practice preventive hygiene, and carry out health promotion at the village level. The CHS has a
responsibility to the DHO and the Commune People’s Committee for local people’s health care,
protection and promotion, and receives technical guidance from the district hospitals. However, this
support has been reduced since the promulgation of Decree 172 . The CHS also supervises the
voluntary health workers (VHWs) who operate in the communes where people live and work. Every
village has a VHW (with 3 to 9 months of training).

The primary care facilities network is considered a grassroots-level network and covers all districts and
communes. By the end of 2006, Vietnam had 671 districts and 10,876 communes/wards serving a



population of more than 83 million people. The CHS is the primary unit for delivery of health care in the
public health system. The number of CHS continues to increase annually to guarantee that newly
established communes have primary health care facilities. Currently, 98 percent of communes have a
CHS. Each commune has an average of 3,000 to 10,000 inhabitants. Therefore, for every 10,000
inhabitants | to 3 primary health care facilities are available. Sixty-five percent of CHS have a medical
doctor. Apart from public health facilities, the private health sector is also involved in delivering primary
care (e.g., school health programs and civilian-military collaborations).

The health financing system of Vietnam is a multi-source system, involving funding from the government
budget, foreign aid, social health insurance (compulsory and voluntary), Official Development Assistance,
household direct payments for health services and “social mobilization.” In 2006, public financial
resources (including government budget, social insurance and foreign aid [loans and grants coordinated
by the government]) accounted for only 3 1.1 percent of the total health expenditure for the whole
country. Despite efforts to increase public financing for health (government budget, external assistance
and health insurance), household out-of-pocket (OOP) spending on health as a proportion of the total
health expenditure of the entire society is still high, 60.8 percent (MOH 2006a), which is negatively
affecting the goals of equity and efficiency. OOP spending is mainly for drugs, which accounts for 70
percent of total OOP spending; 18 percent is paid to private providers, and 12 percent is paid to public
providers.

In recent years, the government has taken an important step toward improving equity and efficiency in
the health care system by allocating funds to cover free health services for the poor (since 2003) and
children under 6 years of age (since 2005). With such policies, government health spending should
increase. According to MOH estimates, the share of government spending for health as a proportion of
total health expenditure increased from 27.3 percent in 2003 to 28.8 percent in 2006. However, the
share of the government budget for health as a proportion of total government expenditure declined,
from 4.0 percent in 2003 to 3.6 percent in 2006.

Health insurance coverage has continued to expand in the last few years. However, revenue collection
from health insurance schemes still has major challenges: (1) only a small share of those insured are
contributing members of compulsory insurance; (2) low health insurance contribution levels; (3) adverse
selection in the voluntary health insurance scheme. As a consequence, there is now a funding deficit
from health insurance sources.

The process of making health policy in Vietnam by law includes soliciting inputs from technical experts,
civil society organizations, and health service users on legislation concerning health. Before
implementation of any health policy, health strategy or health plan, implementation meetings are
conducted at the national level, provincial level and, in many cases, also at district level, thus enabling
people to have a voice not only at the policy development stage, but also immediately prior to
implementation.

Policies and strategies are not synchronized; there is the lack of an overall policy framework to serve as
a base for the development of specific health strategies and polices. The policy-making process has not
been fully supported with adequate information and sound scientific evidence.



There is a shortage of policy experts within and outside the sector, essential for the policy-making
process. Similarly, there are limited systems for the collection and analysis of information in a timely
manner for the policy-making. There is, therefore, a lack of coordination between policy researchers
and policymakers. Experience has shown that some policies are in need of immediate revision, as they
no longer reflect the realities of implementation.

Decentralization of management, one aspect of state management innovation, is taking place in
personnel management, financial management and planning. Within decentralization of management,
local authorities have been empowered with financial autonomy. The Law on the Budget of 2002 allows
provinces to control their own budget allocations to the district and commune levels. Increased
government spending for lower levels is deemed an outcome of the decentralization of management.

Devolving autonomy and accountability to social service institutions in terms of organization,
rearrangement of administrative apparatus, and use of labor and financial resources was implemented by
Government Decree 43, dated 25/04/2006, and is an important management decentralization measure.
However, difficulties and limitations of the decentralization process include: (1) insufficient factors to
ensure effectiveness of management decentralization in many localities, especially as regards
organizational structure, management capacity and personnel. There are great challenges, particularly in
poorer provinces; (2) autonomy has led to difficulties in most health facilities due to limitations in
management capacity, accountability in management, and the management information system.

The transition from a health system in which the Vietnamese government provided free health care to a
system increasingly relying on OOP expenditures at the point of treatment has resulted in financial
barriers that are preventing the poor and near poor from accessing health care. To strengthen the
government’s response to this issue, Decision 139 of the Prime Minister of Vietnam in October 2002
established the Health Care Fund for the Poor (HCFP). The decision consolidated previous schemes for
the poor, such as free health care cards, into one single scheme. The purpose of the HCFP is to provide
free access to services and financial protection to all poor people who cannot afford to pay user fees at
health facilities. Coverage includes drugs on the essential drug list, but not non-prescription drugs
bought from vendors. Services offered by private providers were also not included in the scheme. Other
health services such as TB Direct Observation Therapy, Short Course (DOTS) and antiretroviral drugs
(ARVs) for treatment of HIV/AIDS cases are also provided free.

Both Ninh Binh and Can Tho provinces reported implementation of the fee exemption policies for the
poor, near poor, children under 6, and elderly over 85. Provinces also implemented the exemption
policy to provide free treatment for HIV/AIDS patients.

A recent World Bank evaluation of the impact of Decision 139 showed that it has increased the use of
public provider services and reduced the risk of catastrophic spending, but has not had any significant

impact on OOP spending (Wagstaff 2007).

Decree 46, issued by the Party Polit Buro in 2005, further mandated an increase in government
expenditure on health care for the poor. It provides for the development of a universal insurance
scheme by 2010. In order to achieve this objective, the decree has led to a series of other policy
decisions such as a policy on the development of grassroots health care.



Decree 63, issued in 2006, consolidated beneficiaries covered by the HCFP (Decision 139) and
expanded the scope of those who qualified for compulsory insurance. In addition, it increased their
health benefits to include better coverage of high technology services, voluntary procedures, and
coverage of health care services provided at private medical units (JAHR 2007).

Vietnam has a legal framework for pharmaceuticals. The National Drug Policy was issued under
Government Resolution 37/CP in 1996 to ensure regular and sufficient supply of quality drugs for the
population and rational and safe use of drugs. In 2002, the strategy for development of the
pharmaceutical sector up to 2010 was approved by the Prime Minister. The overall objective of the
strategy is to develop the pharmaceutical sector to become a leading economic-technology sector
oriented toward industrialization and modernization. The National Assembly approved the Law on
Pharmacy on June 14, 2005, establishing a legal framework for implementing given targets in the national
policy on drugs. The Law contains stipulations on:

Pharmaceutical business

Registration and distribution of drugs

Traditional herbal medicines and drugs from pharmaceutical materials
Prescriptions and use of drugs

Drug information and advertisement of drugs

Provision of drugs in health facilities

Drug trials in clinical settings

Management of addictive drugs, mental health medications, radioactive materials

Standards for quality of drugs and drug quality assurance.

Under this legal framework, regulations on specific issues were formulated and issued. As a result of this
framework, important references on pharmaceuticals have been developed and published. The
Vietnamese Pharmacopoeia regulates national criteria for quality of drug and methods for drug quality
assurance. This document has been updated regularly since 1971, and the latest version was printed in
2006. In 2002, the Vietnamese National Drug Formulary, an official document of guidelines for rational
and safe use of drugs issued by the MOH, was published for the first time. The document provides
important and accurate reference information on drugs for doctors before deciding on prescriptions and
indications. The Major Drug List, a list of therapeutic drugs appropriate to the disease patterns in
Vietnam, was developed by the Department of Therapy and disseminated by the MOH. The list has been
revised and updated four times, with the 4th edition published in 2005. Hospitals use the list as a basis
for choosing drugs to include in drug lists for different hospital departments and units. Also, the list is
used as a reference for insurance reimbursement of health services. The Essential Drug List is the list of
drugs that meet essential health care needs of the general population. This list is developed by the Drug
Administration of Vietnam (DAV), approved by the Minister of Health, and supported by guidelines and
recommendations of the World Health Organization (WHO). The list has been updated five times, with
the 5t Edition published in July 2005. Essential drugs are drugs that must be available in each specific
health facility, even in facilities without doctors. The essential drug list covers drugs used in the national
target health programs, e.g., leprosy and TB treatment.
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Development of the private health sector has been uneven. Private health clinics, which officially started
operating in 1989, provide easier access to health services for those who can afford to pay. But in
general, these facilities are small and have many issues that need to be addressed. By the end of 2006,
there were 30,000 private clinics, 5 semi-public hospitals, 300 private regional general clinics and 87
maternity wards throughout the country. There are 49 private hospitals including 36 general hospitals
(13 specialized hospitals) with 4,050 sick-beds (which is a low rate of 0.48 sick-beds per 10,000 people,
and represents only 3 percent of all hospital beds).

The contribution of the private health sector to the provision of health services, especially for inpatient
treatment, is very limited. In 2003, private health clinics provided up to 60 percent of outpatient
services, but only 4 percent of inpatient services and about |10 percent of preventive health care
services. Public health facilities provided 40 percent of outpatient services, 96 percent of inpatient
services and 90 percent of preventive health care services (MOH 2003).

There is a serious imbalance in the distribution of private practitioners, with a large concentration in
urban areas with higher living standards. There are also a large number of private practitioners without
licenses, and up to 70 percent of the total number of private clinics are run by doctors who are also
running the public health clinics. Only 26 percent of private clinics participate in primary health care
activities when mobilized. Most private consulting rooms violate regulations that ban practitioners from
selling drugs on their clinic premises. A phenomenon often seen at private clinics is the overuse or
inappropriate use of drugs and advanced technologies, probably for financial benefit of the practitioners
(MOH 2003). However, it must be noted that, unlike public facilities, private medical and pharmaceutical
facilities are not entitled to benefit from the preferential treatment policy on capital loans, land and
taxes.






This is the first provincial health systems assessment to be conducted by a local organization with
minimal external technical assistance. The HSPI collaborated with the USAID Health Systems 20/20
project to conduct a comprehensive assessment of two provincial health systems. The local team
modified Health Systems 20/20 data collection instruments to suit the Vietnamese context. They
organized and led all data collection efforts. An analysis framework was developed by the Health
Systems 20/20 team, and the HSPI team conducted the data interpretation, analysis and report writing.
The assessment activities performed by the HSPI allowed pilot testing of both the health system
assessment tool in the Vietnamese context, as well as whether the tool is clear enough to be used by
country teams, with minimal technical assistance.

As described in the methodology section, Ninh Binh and Can Tho provinces were selected for the
assessment by the Advisory Committee based on predeterrmined criteria. Ninh Binh represents a more
rural provincial area in the northern part of Vietnam, while Can Tho is an urbanized province in the
south. Table 2 provides a brief overview of the two provinces.

TABLE 2. HIV/AIDS AND DEMOGRAPHIC STATISTICS.

Percent of
opulation Number of
Population GDP per capita poputat people living
living in with HIV
urban areas
Ninh Binh 928,500 $1,409 13.6% 1,529
Can Tho 1,154,900 $1,122 49.8% 5,504
Vietnam 86,116,560 (total pop.) $2,600 (2007 est.) 27% 116,565

Source: http://www.gso.gov.vn ; https://www.cia.gov/library/publications/the-world-factbook/geos/vm.html



Ninh Binh province is located in the
Red River Delta approximately 91 km ok

from Hanoi. Average per capita GDP FIOM BINH PROVINCE 3 S/ & -1 N
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in Ninh Binh province is expected to
be 68-70 percent of the national per
capita GDP in 2010, up from 54.6
percent in 2000. Ninh Binh province,
is an area of 1420.7 sq. km. It includes
mountains, delta and coastal areas.
Ninh Binh’s population makes up 5.2
percent of the population of the Red
River plain region and |.13 percent of
the total population of the country.
86.4 percent of Ninh Binh’s population
lives in rural areas. The labor force in
Ninh Binh is made up of 525,277
persons; 70.4 percent work in the
agricultural sector, 16.8 percent work
in the industry sector and 12.8 percent work in the service sector (Ninh Binh Trade Dept 2008). Recent
trends show a movement of laborers away from the agricultural sector to work in both the industrial
and service sectors.

Can Tho on the other hand, is located in the Vietnam’s Mekong Delta region. It is 169 km from HCMC.
Can Tho covers 1,390 sq.km. It has a
population of 1,154,900. 562,101

(50.1 percent) persons live in rural
areas, while 559,040 (49.9 percent)
live in urban areas. The population
density (as of 2004) was 807 people
per sq. km. The labor sector consists
of 696,003 persons, 53.7 percent of
whom work in the agricultural sector.
The economy is growing at a
tremendous rate of 13.5 percent per
year (2000-2005). The economy is
moving toward the industrial and
service sectors. Per capita income
was US$1,122 a year in 2007. That
same year, agro-forestry and fisheries
accounted for 17 percent of GDP, the
industrial sector 38 percent and the service sector 45 percent. The poverty rate appears to be quite
low, only | percent in 2005. Ninety-eight percent of households had access to electricity and 88 percent
had access to safe water (CTBOS 2005).
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The health system assessment had four major objectives:

To pilot the application of the health systems assessment tool at provincial level.

To provide empirical evidence to policymakers at the national, provincial and local levels about the
strengths and weaknesses of the provincial health system and to allow them to target weaknesses in
the health system.

To provide targeted recommendations to local and international partners on specific health systems
components that need to be strengthened.

To refine the tools for the roll-out of assessments to other provinces.

This was the first health systems assessment to be led by a local team. The HSPI led the health systems
assessment process with technical assistance from USAID’s Health Systems 20/20 project. The health
system assessment methodology was based upon USAID’s Health Systems Assessment Approach
(HSAA)3, adapted to suit the Vietnamese context and the requirements of provincial rather than
national data collection. The HSAA tool was developed to enable policymakers and program managers
to undertake a comprehensive view of six major health systems functions (governance, finance, human
resources, service delivery, pharmaceutical management, and health information). The tool allows users
to assess each health system function using a set of performance indicators.

The Health Systems 20/20 project presented the HSA methodology to HSPI for their review and
consideration. The Health Systems 20/20 team made adaptations to the methodology based on
recommendations by the HSPI. The organizations worked together to establish an Advisory Committee
to select the two assessment provinces. Members of the Advisory Committee were selected from
among relevant MOH departments, PHDs, other government organizations and health development
partners. The Advisory Committee outlined specific health systems issues that the assessment should
focus on, and reviewed the analysis and the report.

The Health Systems 20/20 project conducted training on data collection tools and data analysis. The
draft of the analysis report was then presented to the Advisory Committee for review and feedback.
Their comments were incorporated into a revised draft, which was presented to the MOH for review
and comment.

In April 2008, data and information were collected on all six health systems modules: governance,
financing, service delivery, human resources, pharmaceuticals, and HIS. Information in each module is

3 [slam, M. ed. 2007. Health Systems Assessment Approach: A How-To Manual. www.hs2020.org



divided into system components and then subdivided by indicators within those components. The
indicators were scored on a scale of |-3, with | being “not adequate”, 2 being “adequate” and 3 being
“highly adequate.” Scoring is based on a defined set of criteria for each indicator. Definitions of what is
not adequate, adequate, or highly adequate varied by indicator. Scoring sheets and indicator definitions
are included in Annex B and C.

The HSPI completed the analysis in four stages.

I. Tabulation of data from interviews with key respondents and review of documents was completed
using Microsoft Excel-based data entry sheets . The purpose of this step was to organize the data in
ways that would facilitate rapid access and analysis.

2. The performance of each health system indicator was scored using the 3-point scale of pre-defined
criteria (see Annex B). System function scores were disaggregated by level of care (central,
provincial, district, community). The purpose of this step was to provide an analysis of the strengths
and weaknesses of each system function. Scores for each health system function were summarized
and averaged to show trends (for detailed tables refer to Annex B).

3. The strengths and weaknesses of each systems function (governance, financing, human resources,
etc.) were reviewed based on the combined scores for each component.

4. Next the analysis looked at the system as a whole based on WHO’s five health system performance
criteria: equity, access, efficiency, quality, and sustainability. The purpose of this step was to show
how the various health system functions operate in relation to one another vis a vis the goals of the
health sector as a whole. Select indicators from each functional area (governance, human resources,
financing, etc.) were combined to score each performance criteria across the system as a whole.

There were several limitations to the assessment methodology. First, this was the first pilot test of the
HSA tool in Vietnam. Second, local circumstances were not always clearly measured or represented by
universal indicators. The analysis was conducted based on the existing health systems assessment
indicators. Third, the analysis ends with an evaluation of the system based on WHO’s five system
performance criteria. The indicators used to represent each of the performance criteria were selected
based on the assessment team’s best judgment. The current tool does not prescribe which indicators
from the health systems functions should be used to represent each of the five performance criteria.
The analysis should be expanded further to include a health outcome-based evaluation. Other
assessment limitations include: the limited number of facilities sampled within each province; the
potential for respondent bias; limited data availability; and the newness of methodology.
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The findings are organized and presented in six sections according to the health system functions:
governance, health financing, health service delivery, human resources, pharmaceutical management and
HIS. Each section provides a brief description of the components, followed by a brief description of
strengths and weaknesses of individual components, and how they impact the performance of the sub-
health system within the two provinces studied, Ninh Binh and Can Tho.

The governance function is divided into six types of components linked by three major actors, as shown
in Figure 3. The functional components are:

Responsiveness of government to public needs

Voice of the people

Exercising local technical oversight of health service quality

Production of services needed by the public

Information and reporting

Direction, oversight and resource allocation tasks carried by government

FIGURE 3. HEALTH GOVERNANCE FRAMEWORK

State:
Politicians and
Policymakers

Client power: Technical Input and Oversight }

. Providers
Services

Source: Derick W. Brinkerhoff and Thomas J. Bossert, Health Governance, Concepts, Experience and Programming
Options, Papers for Health Systems 20/20 Project, 2008



Both Can Tho and Ninh Binh provinces scored well on most components of governance, as shown in
Table 3. One component, exercising local technical oversight and resource allocation tasks carried out
by government, scored extremely low. Details of the score on each component are explained below.

TABLE 3: GOVERNANCE SUMMARY SCORING

Component Average score- Average score- Average score
Ninh Binh Can Tho National

Responsiveness of government to public needs 2.5 2.5 3

Voice 2.0 2.0 2

Exercising local technical oversight of health service 10 10 |

quality ) )

Production of services needed by the public 2.5 2.0 25

Information and reporting 2. 2.0 2

Direction, oversight and resource allocation tasks 26 26 26

carried by government

Government responsiveness to public needs was determined based on two indicators. The first was
whether government and health provider organizations regularly organize forums to solicit input from
the public and concerned stakeholders (vulnerable groups, groups with particular health issue, etc.)
about priorities, services, and resources. The second is the capacity of the public and concerned
stakeholders to advocate and participate effectively with public officials in the establishment of policies,
plans and budgets for health services. In the case of Vietnam, the MOH is the national-level body in
charge of development of health care policy, especially policy for specific disadvantaged groups.
According to our findings, MOH frequently organizes forums to solicit public inputs on issues of priority
selection, resources and service delivery. Health forums are aimed at soliciting public opinions, especially
among vulnerable groups, persons with particular health problems that are routinely supported by local
authorities and health care service providers of Vietnam through the current political and social
institutions.

At the provincial level, researchers assessed the responsiveness of PHDs. Most health care services in
Vietnam are provided by the public sector and the PHDs are directly involved in public provision. In the
provinces of Can Tho and Ninh Binh, regular biannual meetings of the provincial, district and commune
people’s councils are the official forums in which the people — voters through the people’s council
representatives — present their opinions, views, reflections and questions on a variety of topics. Issues of
health service provision, selection of health priorities, health resources, and health workforce are among
those discussed. Respondents in Can Tho and Ninh Binh reported that before any people’s council
meeting at any level, the people and social and civil organizations can present their views and aspirations
to the people’s council representatives; all the people’s council representatives are responsible for
actively contacting, meeting, and listening to their voters. These meetings are the opportunities for the
public to voice their health problems.

The Can Tho and Ninh Binh Provincial People’s Councils have Cultural and Social Committees (required
by the law on organization of the people’s council); the cultural and social committee is exclusively in
charge of social affairs, including health. The cultural and social committee is responsible for collecting
voters’ opinions about social issues and makes routine specific reports to be presented at the people’s
council sessions. Leaders of PHDs, directors of provincial and district general hospitals, reported that



they were invited to attend sessions of the provincial and district people’s councils meetings to listen to
people’s opinions regarding health problems. Local authorities responded to proposals from the people
and health service providers as much as possible.

Provincial- and district-level hospitals in Can Tho and Ninh Binh also hold discussion forums between
patients, patient’s families and leaders of clinical departments to solicit client feedback. Meetings of
department-specific patient committees occur once a week and of the entire-hospital patient committee
once a month. During the meetings, issues of quality of care, attitudes of patients, and proposals of
patients are discussed with leaders of the department and hospital. According to the hospital directors
interviewed, opinions from the patients help them understand the situation and issues to be addressed,
as well as services to be supplemented and developed.

Apart from the above institutions, the people and local health service providers also have opportunities
to discuss and prioritize health issues through other social organizations (meetings of the Farmer’s
Association, Women’s Union, Youth Union) and other health events (the Vietnamese Physician Day).
There are many forums where local authority and health care providers discuss and absorb opinions on
the development of a health care system with a view to attaining the objective of equity and efficiency. In
fact, these types of forum are done very well in Can Tho city and Ninh Binh province.

The voice component of governance was measured in two ways. First, the team looked at the influence
of technical experts, civil society organizations and health service users on legislation concerning health.
Second, they observed the opportunities of the public, technical experts, and local communities to
provide inputs into the development of priorities, strategies, plans and budgets.

Annual review meetings of the health plan and health budgets are held at different levels of care and act
as forums for the public, technical experts, specific groups and other key stakeholders to express their
opinions. The annual planning of the health budget at the national and provincial levels involves many
stakeholders. Selection of priorities and health strategy development is largely a central government
responsibility and local communities have only limited participation.

In-depth interviews and group discussions in Can Tho and Ninh Binh indicated that community-level
opinions and expertise are mainly solicited during policy implementation. Development of policy is
actually concentrated at the provincial-level people’s councils, which discuss the allocation of budget for
local health.

One of the prominent health policies aimed at improving health care for the people in Vietnam is the
policy on subsidized (free) health care for the poor and free health care for children under 6 years old.
The provincial health care fund for the Poor Management Board is responsible for monitoring and
supervising health care provision for the poor and eliminating any form of discrimination in health care
for the poor. Consultations and discussions with people from the eight districts of Can Tho and Ninh
Binh indicated that the process of selecting and reviewing the poor for eligibility for the policy, including
health insurance, has been implemented with active involvement of communities and the public.

It is important to note that these policy development processes fit with the characteristics of
decentralization in Vietnam. Human resources management is decentralized to the provincial level, but
the development of national policy is the responsibility of central agencies. Health policies, strategies and
guiding documents are developed at central level, after obtaining opinions from central or regional
forums and comments from local people’s committees and leaders of PHDs. The procedure of



development, implementation and amendment of policies in a decentralized system such as Vietnam
ensures the consistency of the policy development within a country. On the other hand, it also slows
the pace of policy adjustment; as a consequence, policy adjustment could be delayed and affect the
performance of the health system.

The capacity of clients/the public to oversee the health service quality component of governance
examined whether there are government, voluntary and private organizations that oversee the way
provider organizations follow protocols, standards and codes of conduct in regard to medical
malpractice, unfair pricing patterns, discrimination against clients etc.

The findings showed that while there is a strong government system that monitors and supervises
provider organizations, responsibility and practice of community institutions and civil society are not
clear in oversight of health service quality. Therefore, according to the scoring criteria, this component
was given a score of not adequate, meaning that “only government institutions and organizations provide
oversight for quality of service delivery.”

Supervision of the performance of health care facilities in terms of the clinical or care pathway is the
responsibility of the PHDs of Can Tho and Ninh Binh. Interviews showed that each PHD has functional
divisions such as the Medical Professional Affairs Division, Pharmaceutical Professional Affairs Division,
Finance and Accounting Division and Health Inspectorate; their tasks are to ensure that all health care
facilities (public and private) follow the rules and procedures of medical ethics. These divisions take
regular and unplanned supervisory trips to health facilities. However, they have limited staff and financing
sources for supervision. As discussed in the service delivery section, the department of health (DOH)
budgets for supervisory visits and monitors quality of care four times per year. The DOH also receives
monthly quality reports from the district hospitals.

All hospital directors interviewed during data collection mentioned a meeting of hospital managers with
representatives of the Council of Patients.# The meetings with hospital managers, held regularly in all
hospitals, create opportunities for patients to raise issues about service efficiency and quality. Council
meetings, along with other activities (semi-annual meeting of hospital directors with People Councils)
contribute to improvement of performance and quality of health care according to the needs of the
public.

The health system’s ability to produce services needed by the public was examined using two indicators.
The first was whether health services are organized and financed in ways that offer incentives to public,
NGO, and private providers to improve performance in the delivery of health services; second, whether
the public or concerned stakeholders have regular opportunities to meet with managers (directors) of
health service organizations (hospitals, health centers, clinics) to raise issues about service efficiency or
quality.

4 The Council of Patients is an organization, established in all public hospitals, consisting of patients who represent
hospitalized patients.
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This component scored quite well, receiving a score of better than adequate. This is largely due to the
recent hospital autonomy policy (Government Decree 43/2005) being implemented in all public
hospitals. The policy aims to improve public hospital performance.

The information and reporting segment of the governance function looked at issues such as whether
policies and plans were evidence based, the impact of using evidence to improve program results, and
the availability of information on allocation and utilization of resources. Results showed that this
component is functioning “adequately” at both national and provincial levels of the health system.
Formulation of evidence-based health care policies has gradually been implemented in Vietnam. The use
of background research as evidence for policy formulation is compulsory.

Vital statistics, disease patterns and health care service provision data are collected from individual
health facilities and reported quarterly (for most health indicators) or monthly (for some indicators in
the national target programs). Important epidemiological statistics are collected and processed to
produce weekly reports and even daily reports (such as SARS pandemics). Every year, the health
statistical yearbook is produced and distributed to relevant stakeholders and organizations, especially to
agencies responsible for planning, budgeting, management, and research. NHA and data of the Vietnam
National Health Survey are also available. All of these documents have become important tools for the
formulation of health care policies and plans.

In Can Tho and Ninh Binh, annual health planning and budgeting relies on the local epidemiological
reports, population, and socioeconomic conditions. Hospital leaders adjust their plans for hospital
development and service provision according to the statistics. For instance, based on the number of
head injury cases in the province, Ninh Binh general hospitals decided to procure CT scanners and train
neurology surgeons to diagnose and treat patients right in the province, not send them to Hanoi as they
had done in the past. The result was that in 2007, only 200 cases of head injuries were transferred to
Hanoi, while over 2,000 cases per year had been sent to Hanoi in previous years.

While the public sector has standardized reporting requirements and data usage, private health sector
data in Can Tho and Ninh Binh are insufficient. Vital statistics, especially data on causes of death in the
community, are not complete. In addition, there is a lack of well-trained staff in health statistics,
particularly in Can Tho. The MOH and leaders of the PHD also expressed their wish to better organize
the health information system (HIS), investing more to strengthen the system capacity, especially the
development of information technology (IT) applications. In the provision of health services in the
private sector, there is no report of expenditure analysis.

Results from in-depth interviews with leaders of the PHD and People’s Council of Can Tho and Ninh
Binh indicated that the annual financial report is prepared by the health sector and sent to the PPC; the
provincial people’s council can access this report as needed. The PPC and council of these two
provinces are mainly interested in hospital autonomy, level of hospital user fees charged, and health care
for the poor. There was no interest in analysis of other aspects of health financing issues. Audits of
health care expenditure in the public system are conducted regularly in these two provinces but audit
reports are not made available to the public for discussion and comment.
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Component 6 examined the governance relationship, including direction, oversight and resource
allocation tasks, between the government and health providers. Specifically, the assessment collected
information on standardized protocols for certification, issues of non-compliance with protocols,
procedures for investigating possible misuse of resources, procedures to address inequities and bias
within the system, and oversight of health providers by non-government organizations (NGOs). In
general, the system appeared highly adequate. Only the oversight of health providers by NGOs was
evaluated as “not adequate.”

There are a number of government regulations on conditions and criteria for health care practice, one
of which is the law governing private medical and pharmaceutical practice. In both Can Tho and Ninh
Binh, the PHD is responsible for licensing new health professionals, accreditation of health facilities, and
renewing licenses. Licensing and accreditation procedures are enforced according to regulations. The
division of health inspection, division of medical practice and pharmaceutical practice of the PHDs are
responsible for monitoring and supervision of health professionals in terms of compliance with
regulations, protocols, standards and codes. Lack of adequate human and financial resources is one of
the constraints with monitoring and supervision of activities.

There is a comprehensive mechanism to help providers and clients when regulations, standards and
codes of conduct are not complied with from the national level to provincial level. The organizations are
mainly governmental, due to the political system of Vietnam. At the national level, as well as in Ninh
Binh and Can Tho provinces, inspection bodies (sector inspection bodies, such as health inspection,
finance inspection and central, provincial, governmental inspection organizations) and provincial
procurator’s offices investigate any misallocation or misuse of resources for health care. Those bodies
follow procedures for reporting and investigation. The public is aware of their rights to use these
procedures.

The most important political organization that the public, social organizations, service providers and
relevant organizations can access to reflect the actual implementation of the policy and propose
measures for improvement is the Committee for Social Affairs of the National Assembly. This
committee actively supervises implementation of pro-poor health policies and policy on health care for
vulnerable groups. One of the most recent activities of the committee was the supervision of the
implementation of new Health Insurance Regulations (Decision 63, in 2006), including conducting a
series of forums to exchange information with social organizations and technical experts on the Health
Insurance Bill.

Apart from the Committee for Social Affairs of the National Assembly, the Provincial People’s Council
in Can Tho and Ninh Binh and the PHD are the institutions that facilitate the public, mass organizations
(such as Farmer’s Association, Veteran Association and Women’s Union, etc.) to reflect and suggest
measures to ensure equity in accessing health care. National mass media as well as local television, radio
and printed press of Can Tho and Ninh Binh are the important channel of communication for related
agencies to raise their voice over the better implementation of equity in health care.

The media in Vietnam play an active role in the oversight of provider organizations. Enabled by the Law
of Media, national and local newspaper, television and radio have access to health facilities and they
provide the public with information, comments and suggestions on issues related to quality of health

5 In Vietnamese: Thanh tra y té, Phong Nghiép vu y va Phong nghiép vu Duwoc
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services as well as allocation and usage of financial resources. In the Vietnam context, the media are of
course governmental.

There are a number of civil society organizations in Vietnam, such as the Vietnam Medical Association,
Vietnam Pharmaceutical Association, and Vietnam Association of Cardiologists, but none of these
organizations are actively involved in oversight of health care providers. Red Cross Associations are in a
similar situation. Other mass organizations such as the Women’s Association, Vietnam Farmers
Association, and Youth Union, are also not involved directly in oversight of health providers.
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This section presents three components of the health financing system: revenue collection, pooling and
allocation of financial resources, and purchasing. Each component is measured by a number of indicators.
Overall, the health financing function was found to be relatively adequate. The purchasing and provide
payments component of health financing in particular, appeared slightly below adequate. The summary
scoring information is presented by component in Table 4 and details of the scoring are presented in
Annex B.

TABLE 4: FINANCING SUMMARY SCORING

Component Average Average Average
score- score- score-
Ninh Binh Can Tho National

Revenue collection: amount and sources of financial 25 2.25 242
resources
Pooling and allocation of financial resources: 1.83 2.0 2.0
government budget formulation and allocation
Purchasing and provider payments 1.8 1.8 2.0

Revenue collection for health is the basic and most important function of the health financing system, to
guarantee adequate fiscal conditions in which to perform basic functions of health service provision.
Revenue collection was examined using indicators including total expenditure on health as a percentage
of GDP, per capita total health expenditure, government expenditure on health as a percentage of total
government expenditure, government spending on health as a percentage of total health expenditure,
donor spending on health as a percentage of total health spending, and OOP spending as a percentage of
total expenditure on health. Overall, this component scored slightly better than “adequate.”

Total expenditure on health as a proportion of GDP nationally has increased moderately, from $524
(2000) to $644 (2006).s Resources are available at the national level to ensure access to basic health
care for the entire population and increase access to health care services for vulnerable groups. In Ninh
Binh, total expenditure on health as a proportion of GDP has been decreasing since 2005, from 13.4
percent in that year to 9.8 percent in 2007.7 In Can Tho, total expenditure on health as a proportion of
GDP seems to have been more stable than in Ninh Binh but the proportions are lower.

In terms of total health sector resources per capita, the national health financing system of Vietnam has
grown rapidly, from a very low level of health financing (US$26 per capita in 2003 to US$45 per capita in
2006 (MOH 2006a). However, a major share of total resources continues to come from household
OOP payments (accounts for 60.8 percent).

6 5,24 (2000); 5,58 (2001); 5,13 (2002); 5,22 (2003); 5,52 (2004); 5,91 (2005); 6,44 (2006) — NHA, 2000-2006
7' 13,4 (2005); 9,6 (2006); 9,8 (2007) — Financial report of Ninh Binh province, 2007
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FIGURE 4. TOTAL HEALTH SPENDING PER CAPITA, 2000 TO 2006 (UNIT: US$ (2006 PRICES)
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Source: MOH, National Health Accounts 2000-2003 and estimated data for 2004- 2006

Comparing this figure with the expenditure level suggested in the scoring tool, per capita expenditures
are more than US$30 and spending trends are closing the gap to meet the US$34 target, we can say that
total health expenditure per capita in Vietnam is highly adequate. Reliable data on household OOP
payment at provincial level is unavailable.

Government expenditure on health as percentage of total government expenditure is decreasing,
dropping from 3.2 percent in 2000 to 2.81 percent in 2004.8 However, in absolute terms, government
expenditure on health is increasing in comparison with previous years.? In addition, there is a high
commitment from the government in terms of increasing the budget for the health sector (according to
Resolution 18/2008/NQ-QH|2), providing free health care for the poor as well as other vulnerable
groups, and providing financial support for the near poor to buy health insurance. The percentage of
government spending on health compared to total government expenditure has changed little over the
past three years in Ninh Binh and Can Tho provinces.!°

Government spending is 40 percent of the total health expenditure.'' OOP expenditure remains high. In
Ninh Binh, government expenditures on health compared to total health expenditure are above 40
percent,'2 OOP expenditures are moderate and coverage is high (including for preventive care as well as
for vulnerable groups). Similar to Ninh Binh, government expenditures on health in Can Tho are above
40 percent!3; OOP expenditures are moderate. However, coverage is also moderate. Percentage of
OOP expenses is lower in Ninh Binh than Can Tho province. This is understandable because the

8 3,2 percent in 2000, 3,77 percent in 2001, 3,78 percent in 2002, 2,96 percent in 2003 and 2,81 percent in 2004. NHA, 2000-
2006

9 4,37 percent (2000); 6,60 percent (2001); 7,30 percent (2002); 8,40 percent (2003); 9,40 percent (2004). NHA, 2000-2006

19 |n Ninh Binh: 2,6 percent (2005), 2,5 percent (2006), 2,8 percent (2007); In Can Tho: 3,6 percent (2005), 2,5 percent (2006),
2,8 percent (2007). Provincial financial reports, 2007.

11 25,43 percent (2000); 27,28 percent (2001); 25,60 percent (2002); 27,25 percent (2003); 23,14 percent (2004); 21,74 percent
(2005); 28,77 percent (2006). NHA, 2000-2006

12 58,9 percent (2005); 57,5 percent (2006); 58,9 percent (2007). Province Financial report of Ninh Binh. 2007

13 44,3 percent (2005); 50,3 percent (2006); 50,3 percent (2007). Province Financial report of Ninh Binh. 2007
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proportion of the poor in Ninh Binh is higher than in Can Tho and they are eligible for the national
health insurance scheme.

Despite the increase in the number of development partners in Vietnam, the percentage of donor
spending on health compared to total national health spending is moderately declining and government
dependence on donor funds for health services is declining as well, down from 2.67 percent in 2000 to
2.33 percent in 2006.'4 In Ninh Binh, the percentage of donor spending on health is very small (only .33
percent in 2007) and local government does not depend on donor funds for health services!s.

Risk pooling is another basic function of the health financing system. Risk pooling is the collection and
management of financial resources so that large unpredictable individual financial risks become
predictable and are distributed among all members of the pool. Risk pooling in Vietnam is implemented
primarily through pooling of tax revenues to provide government subsidies for health care and social
health insurance, which together account for 90 percent of public health spending [NHA, 2004-2006]. A
large number of indicators were used to examine the pooling and allocation component of public health
financing. An example of the indicators used (see Annex B for full listing) are: MOH budget trends, the
process of MOH and province budget formulation, central and local government budget allocations for
health in decentralized systems, percentage of government health budget spent on health worker
salaries, training, medicines and supplies, other recurrent costs, and percentage of government health
budget spent on curative/ preventive care. Overall, pooling and allocation of resources were found to be
“adequate” in both assessment provinces.

As discussed in the background section, 14.6 million poor people were given centrally funded
compulsory health insurance in 2006. In addition, non-commercial voluntary health insurance schemes
organized by the VSS cover many additional target groups. Around 4| percent of the population are
covered by these two types of health insurance (JAHR 2007). The health insurance schemes have
encountered several challenges. Of the 34 million people with insurance only 6.2 percent are paying a
health insurance premium. In addition, the premiums are set too low (US$8) to cover average health
expenditure per capita of US$45. The national insurance schemes also suffer from adverse selection.
Near-poor persons with illnesses are more likely to enroll than healthy individuals. The National Health
Insurance scheme, as of 2006, was overspent by US$75 million (JAHR 2007). If overspending is not
brought under control, it threatens the sustainability of national health insurance scheme.

Commercial private insurance coverage is growing in Vietnam, with 5.6 million life insurance contracts
started in 2006 (JAHR 2007). However, formal data on the commercial health insurance situation are
not yet available.

Proper coordination between the Ministry of Planning and Investment (MPIl) and Ministry of Finance
(MOF) is central to the efficiency of planning the budgeting process. The 2002 State Budget Law outlines

142,67 percent (2000); 2,74 percent (2001); 3,43 percent (2002); 2,72 percent (2003); 2,23 percent (2004); 2,43 percent (2005);
2,33 percent (2006). NHA, 2000-2006
150,20 percent (2005); 0,16 percent (2006); 0,33 percent (2007). Province Financial report of Ninh Binh. 2007
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the duality inherited in the two institutions in central planning. Therefore, provincial governments and
line ministries send their financing requests to both MPl and MOF. The MPI is responsible for the
allocation of the investment budget whereas the MOF is in charge of budget allocation for recurrent
expenditures. The two ministries also support each other in their responsibilities.

Budgets are created from the district level up. In June every year, health facilities/units draft budgets
based on the previous year’s expenses and submit them to their local finance unit. After being
aggregated, these budget estimates are sent to the local People’s Council for approval. Budget estimates
are aggregated up through the levels of the health system, by each finance unit. At the central level, the
MOF receives estimates from specific ministries and provinces then synthesizes them. Synthesized
expense estimates are compared with revenue collection estimates in order to balance budgets with the
available financial resources.

Although the budgeting process is completed from the district-level facilities up, requested budgets are
rarely approved by MOF because of limited revenues available for allocation. In addition, the budgets are
not developed based on estimates of resources required to meet the population’s health needs. Rather,
they are based on the size of the health workforce and population. Vietnam is applying per capita-based
budget allocation with prioritized coefficient for mountainous and island areas as stated in the Decision
I51/2006/QD-TTg of the Prime Minister on expenditure norm for health. Hospital budgets rely on a
bed-based budget allocation system. Provinces receive funds according to population size and then
allocate them among provincial facilities according to their number of planned beds. For outpatient
facilities, the budget allocations are based on the number of staff.

At the national level, budgets are mainly historically based and centrally formulated, taking into account
health priority areas as well as availability of revenue. Government subsidies to health budgets are not
performance based. Central government allocations may also be earmarked for specific health programs.

In both Ninh Binh and Can Tho, budgets are historically based and include local service delivery
requirements as well as availability of revenue. Within the decentralized system, local governments are
responsible for securing and allocating a portion of their finances. Local governments have an incentive
to add somewhat to their resources, but this is not feasible in all regions and districts. The budget
approval process is not based on transparent criteria, but depends largely on availability of revenue that
year. At the local level, the local government (People’s Council, People’s Committee) has some
discretion in the allocation of funds for preventive and curative care and to each facility, although
normally funds are allocated based on the number of beds or number of staff members, using line-item
budgets and the annual plan.

Ninh Binh and Can Tho provinces differ significantly in the way their funding is allocated. In Ninh Binh,
the local government does not allocate funds proportional to local needs (not adjusted for differing
disease patterns or abilities to absorb funds) and has no means to obtain additional resources. Health
officers in Ninh Binh explained that: “Revenue for health in Ninh Binh is limited, it is mainly from the
government budget. The province has no mechanism to mobilize financial resources for health.” In Can Tho, on
the other hand, the local government allocates funds proportional to local needs (disadvantaged areas
receive a higher proportion of the budget) as well as ability to absorb funds and they have means to add
resources.

There are disparities in health budget allocations for different levels of the health care system. Out of

the government health budget, the budget allocation for the commune level accounts for only about 2.8-
5 percent (see Table 5.)
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TABLE 5: BUDGET ALLOCATION FROM GOVERNMENT HEALTH BUDGET BY LEVELS (%)

Level of care 2000 2001 2002 2003 2004 2005 2006
Central 27.0 32.6 28.9 27.3 29.3 27.8 23.2
Province and district 59.2 54.4 57.7 58.6 55.5 56.2 53.5
Commune 53 2.9 29 3.1 2.0 1.1 1.3

Sources: NHA, 2000-2006

Percentages of government health budget spent on health worker salaries nationally are less than 60
percent'é and the remaining budget covers recurrent costs including essential medicines. Data from
Ninh Binh and Can Tho indicate that about 60-80 percent of the budget is spent on salaries and the
remaining budget is not sufficient to cover recurrent costs including essential medicines. In both
provinces, local levels have authority to formulate their own budgets based on line-item expenditures
(due to implementation of hospital autonomy). Both assessment provinces have systems to track and
audit expenditures (every six months or yearly).

One surprising finding is that the percentage of the national health budget spent on preventive care is
decreasing, from more than 30 percent in 2002-2003 to less than 25 percent in 2004-2005.'7 The
percentage of government health budget spent on curative/preventive care differs between the two
assessment provinces as shown in Table 6. Ninh Binh spent a highly adequate amount for preventive
care (28-31 percent). Can Tho, in contrast, focused more on the curative-care, and preventive care
accounted for only 4.3-6.2 percent of expenditures.

TABLE 6: PERCENTAGE OF GOVERNMENT HEALTH BUDGET SPENT ON CURATIVE/
PREVENTIVE CARE IN TWO PROVINCES, 2005-07

2005 2006 2007
Province Curative | Preventive | Curative | Preventive Curative Preventive
care care care care care care
Ninh Binh 57.6 30.7 51.1 31.1 52.2 28.0
Can Tho 66.0 6.2 64.7 55 65.6 43

Sources: Province Financial Reports, 2007

Purchasing refers to the many arrangements for buyers of health care services to pay health care
providers and suppliers. Six indicators were used to evaluate the purchasing and provider payments:
mechanisms for purchasing health care services, policy for user fee payments in the public sector,
allocation of user fee revenues, informal user fees in the public sector, contracting mechanisms between
the MOH and public or private service providers, incentive and performance-based financing schemes.
The purchasing and provider payments component of financing was less than adequate in both
assessment provinces.

There are several health insurance schemes including compulsory health insurance for employees, for
the poor, for elderly people over 85, as well as voluntary health insurance. However, they only cover a

16 22,0 percent (2000); 24,7 percent (2001); 25,7 percent (2002); 26,2 percent (2003); 40,6 percent (2004); 42,5 percent (2005).
National Health Account, 2000-2006
17.25,5 percent (2001); 31,5 percent (2002); 30,8 percent (2003); 22,5 percent (2004); 20,5 percent (2005). NHA, 2000-2006

28



few target groups in the population. Total health insurance coverage in Vietnam is 42 percent.
Compulsory and voluntary health insurance schemes operate in both Ninh Binh and Can Tho provinces.
Findings from the field survey in the two provinces show that with the current user-fee payment
method, financial resources from the health insurance fund are not being used efficiently. Another
concern is that the current government insurance schemes are facing a deficit . Monitoring of service
provision reimbursements by the health insurance schemes is inadequate due to a lack of managerial
capacity in hospitals.

User fee policies have been in place since 1989. User fee policies allow fees to be retained at the health
facility and used to fill budget funding gaps. After implementing Decree 43/2004/TTg-CP on hospital
autonomy, hospital revenue dramatically increased and revenue from user fees accounted for a high
percentage of that increase. Results from interviews with financial officers in Ninh Binh reveal that
revenue from user fees accounts for about 50 percent of total revenue of the provincial hospital and
about 20-30 percent of total revenue of the district hospital. Before the implementation of Decree
43/2004/TTg-CP, hospitals had to submit 5 percent of revenue from user fees to the Department of
Health. However, this regulation no longer exists.

Researchers found that informal user fees represent a significant portion of OOP expenditures, including
extra payment for medicines and payment for indirect costs (travel, foods, etc.) in both Can Tho and
Ninh Binh. For some services, user fees constitute a financial barrier to accessing health care services.
Since the implementation of hospital autonomy, the problem of informal user fees has become more
serious. There is a tendency to overuse medical equipment for diagnosis and treatment in order to
collect additional funds.

The public sector does not have a policy of contracting with the private sector to expand or improve
services. At the present, there is no mechanism to monitor the quality of health services at private
facilities. At provincial level, the public sector uses contracts to agree with public hospitals on providing
health care services for insured card holders.
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This section presents data on the availability of health services. In order to adequately assess service
delivery several components of the service delivery function were considered, including: access,
coverage, and utilization; service outcomes; organization of service delivery; quality assurance of care;
and community participation in service delivery. Each component was scored according to detailed
indicators and definitions. Overall, Vietnam’s service delivery system seems slightly better than adequate
in most components as shown in Table 7. Detailed scoring tables are found in Annex B.

TABLE 7: SERVICE DELIVERY SUMMARY SCORING

Component Average score- Average score-
Ninh Binh Can Tho

Availability of services 2.14 2.24
Service delivery access, coverage, and utilization 2.74 2.79
Service delivery outcomes 22 2.21
Service delivery access and utilization 2.17 231
Organization of service delivery 1.72 1.9
Quality assurance of care 1.92 2.01
Community participation in service delivery 2.04 2.04

Data from the assessment indicated that availability of health services in both assessment provinces was
“adequate.” In general, the public health network in Ninh Binh and Can Tho has a wide coverage. At the
provincial level, there are provincial general hospitals and provincial specialized hospitals such as for TB,
lung disease, and traditional medicine. At the district level, there are district hospitals that administer
inpatient services using basic techniques, resolve emergencies, and treat common diseases. At the
commune level, the CHS focuses on preventive care and provision of outpatient care services.
However, most CHS have some beds for inpatients in cases of delivery, emergency, or for monitoring
patients. Table 8 shows the distribution and occupancy of health facilities by province.

TABLE 8. NUMBER OF PUBLIC HEALTH FACILITIES AND BEDS
IN NINH BINH AND CAN THO PROVINCES

Ninh Binh Can Tho
Total number of public facilities 168 83
Total number of public hospitals 10 15
Reported number of beds at the provincial level 600 970
Actual number of beds at the provincial general hospital 468 368
Planned number of beds at the provincial general hospital 450 400
Number of district hospitals 7 7
Number of beds at the district level 560 1002
Number of regional polyclinics 12 5
Number of beds at the polyclinic level 160 52
Number of commune health stations 145 66
Number of beds at commune health stations 725 217
Total number of beds 2045 224|
Bed/10,000 population 22.2 19.3
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Based on our findings, data show that the overall number of treatment beds in both provinces is
adequate to achieve their local needs and objectives. The ratio of hospital beds to population has
increased in recent years. In 2007, the ratio was about 22.2 and 19.3 beds per 10 000 population in Ninh
Binh and Can Tho provinces, respectively.

When the number of beds is disaggregated by facility, the number of usable hospital beds available
closely matches the true need at some hospitals. Other hospitals, however, are overloaded, with bed
occupancy rates higher than 100 percent. For example, the overload in Ninh Binh sampled hospitals is
quite serious, indicated by the high bed-population rate (22.2 per 10,000). At present, there are three
private hospitals in Can Tho with a total of 250 beds, but there are no private hospitals in Ninh Binh.

According to the assessment in Ninh Binh and Can Tho, the number of CHS per 10,000 population
varies by province. There are 1.57 CHS per 10,000 population in Ninh Binh, compared with 0.57 CHS in
Can Tho province. The rate of CHS/10,000 in Ninh Binh is much higher than this indicator in Can Tho
province. All communes in Can Tho province have CHS, but in Ninh Binh, four communes still do not
have CHS: two in Tam Diep district and two in Nho Quan district. The reason being their division from
one large commune into two smaller ones.

In 2006, the country had 880 regional polyclinics. In Ninh Binh and Can Tho, regional polyclinics are
maintained in mountainous and remote areas to ensure basic health services for local residents. By 2006,
Ninh Binh had 12 regional polyclinics located in all seven districts, with a total of 160 beds. Can Tho has
five regional policlinics located in five districts with 52 beds (Table 9).

TABLE 9. NUMBER OF CHS IN NINH BINH AND CAN THO PROVINCES

Ninh Binh Can Tho National
Population 921,000 1,160,000 83,000,000
Number of CHS 145 66 10,683
CHS/10,000 1.57 0.57 1.28

The access, coverage, and utilization of services in the two assessment provinces were excellent, and
received scores of “adequate” and “highly adequate.” Component 2 was examined in Ninh Binh and Can
Tho provinces based on four indicators: the percentage of births attended by skilled health personnel
per year; DPT3 immunization coverage; contraceptive prevalence (percentage of women age 15-49); and
percentage of pregnant women who received one or more antenatal care visits.

In recent years, reproductive health care has significantly improved. Most deliveries in Ninh Binh and
Can Tho occur at health facilities and are attended by skilled health personnel. In these provinces only
around 0.01 percent of pregnant women do not receive professional birth attendance. In Ninh Binh
provinces, there were only six delivery cases not attended by health care staff. Surprisingly, there were
zero home deliveries reported.

It is important to note that most pregnant women in the survey provinces use obstetrics services. Each
pregnant woman on average has more than three contacts with health facilities for prenatal care.
However, there are differences in terms of the quantity and quality of reproductive health services
received by urban/rural and by economic status.
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Gynaecological care is also quite good in the two assessment provinces overall. It is poor in some
remote areas due to limited funds, equipment, human resources, living conditions, and education of local
people. Most of the health facilities at the district and commune levels provide consultation, testing, and
diagnostic services for common gynaecological diseases. The percentage of people using a modern
contraceptive method is increasing, but the exact number of women using them is difficult to determine.
The rate of couples from 15-49 years old using contraceptive methods is estimated at 60-80 percent.

The national expanded programme on immunization (EPI) provides free vaccinations against seven
diseases: TB, diphtheria, whooping cough, tetanus, polio, measles and hepatitis B. The rate of children
who received full vaccination against all seven diseases is about 95 percent. The rate of |-year-old
children immunized with three doses of diphtheria, tetanus toxoid, and pertussis is about 97 percent. In
addition to vaccinations against the seven childhood diseases, children in certain areas are also
vaccinated free of charge against other diseases, such as Japanese encephalitis. Most pregnant women
are immunized against tetanus (around 97 percent). Generally, the EPI in Ninh Binh and Can Tho is
considered to be quite successful, with decreases in disease outcomes.

The performance of service delivery within the health system can also be examined using indicators to
measure whether service delivery is achieving desired outcomes. According to data provided by both
Ninh Binh and Can Tho provinces, the score of this component indicates that nearly all basic health
outcome objectives in both Ninh Binh and Can Tho provinces have achieved or even exceeded national
health indicators. Successfully achieved outcomes include those for: the IMR, MMR, the USMR, and child
malnutrition. In Ninh Binh province, the IMR is 3 per 1,000 live births, and the USMR is 2.5 per 1,000
live births. The life expectancy at birth in both Ninh Binh and Can Tho has not yet been estimated. The
MMR was estimated to be 2.5 maternal deaths per 100,000 live births in Ninh Binh and 3.8 in Can Tho
province. On average, service delivery outcomes in the assessment provinces were found to be slightly
better than “adequate” (2.2-2.21). However, analyzing data by districts, the results show that there is a
big difference in the number of cases of deaths recorded between districts. This may be due to a
problem with the death registration system at the district level.

TABLE 10. KEY INDICATORS NATIONWIDE

Indicators National 2010 Targets
Life expectancy (years) 713 >71.0
MMR* 75.1 70.0
IMR * 16.0 25.0
USMR * 26.0 <32
Prevalence of underweight births (%<2500g) 53 <6
Malnutrition rate for children under age five* (%) 234 <20

Note: MMR-number of maternal deaths per 100 000 live births; IMR -Number of deaths in children age <I year/1000 live births; USMR -Number of deaths in children
age <5 years/1000 live births

HIV infection rates continue to increase in the two provinces and across the whole country. Following
the latest report, the cumulative number of people infected with HIV in the whole country was 127 442
cases and the total cases of death related to HIV/AIDS was 39,180. HIV/AIDS is reported to be the
major cause of mortality and morbidity in both provinces. Can Tho is one of the provinces with a high
number of HIV/AIDS cases in the country. Table | | shows the current HIV/AIDS situation in the two
provinces and across the country.
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TABLE | 1: HIV/AIDS INDICATORS IN NINH BINH AND CAN THO PROVINCES

Indicators Ninh Binh Can Tho National
Cumulative cases of HIV 1,529 5,504 127,442
Number of deaths 311 1150 39,180

Utilization and access to health services in Vietnam is quite “adequate” (2.17-2.31). The access and
utilization component of service delivery was examined based on three indicators: percentage of people
living within standard distance from a health facility; household expenditures on health care and financial
access; and the existence of user fee exemptions and waivers.

Household health expenditure constitutes an important indicator for assessing equity of a health system.
Household expenditure data were not available at the provincial level. At the national level, according to
some estimates and different sources of data, household expenditures constitute from 60 percent to 66
percent of total health expenditure. Decision No. 139 sought to address the resulting inequities by
allowing poor people to receive health care. As of 2007, 17.2 percent of the total population have
received a health insurance card for the poor.

The organization of public service delivery is important to allow for a functional health system. For
purposes of the provincial health system assessment, the availability of integrated primary health care
services (immunizations, TB, prenatal care, family planning, malaria, nutritional services) and the
existence of referral mechanisms between different levels of health care were used as indicators of the
organization of service delivery. Due to concerns over the distribution of patient loads as well as the
ineffectiveness of the referral system, both provinces received scores of less than adequate for the
organization of the health system component.

In Ninh Binh and Can Tho, based on MOH regulations for treatment capacity, each facility develops a list
of technical treatments and submits it to the DOH. The DOH then examines capacity as well as
equipment, human resources available, etc. and approves the list of technical treatments that a particular
facility can provide. If a facility encounters difficult cases beyond their capacity, they refer the cases to a
higher level. Each health facility has a notebook that keeps a record of patients referred. If a hospital
wants to refer a patient, a certificate of technical meeting with the director as well as his signature is
required. At least one health care staff accompanies the patient to the referral facility. Most of the
district hospitals in Ninh Binh and Can Tho have ambulances.

Quality of care is a major concern in many health facilities. In general, it is not easy to measure quality of
care directly. In many health facilities, quality of care was impacted by low economic development, poor
investment in infrastructure and a shortage of human resources in terms of both quantity and quality,
especially a shortage of doctors in district hospitals and in mountainous provinces. According to the
findings, despite the challenges, quality of care in the two assessment provinces appeared “adequate”
(1.92-2.01). Five indicators were used to examine this component of service delivery function in
Vietnam, including: the existence of national policies for promoting quality of care; the existence of
quality standards adapted to local-level situations; the existence of clinical supervision by a
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provincial/district-level supervisor; the percentage of supervision visits to health centers planned that
were actually conducted; and the existence of other methods of ensuring quality of care other than
supervision (accreditation and certification renewals, quality improvement methodologies, health audits,
client satisfaction surveys, community quality assurance teams).

At the national level and in Ninh Binh and Can Tho provinces, some policies were developed and
implemented for promoting quality of care. The DOH of Ninh Binh province has implemented a policy
to prevent abuse of laboratory tests and hospital overload. The DOH conducts monitoring and
supervision activities annually. Budgets for these supportive supervision activities are allocated within the
state budget of the DOH. Furthermore, the DOH collaborates with other sectors to monitor quality of
care. Twice per year, the DOH, province, and district people’s councils organize a team to visit health
facilities to examine quality of care in terms of infrastructure, hygiene level, and professional activities.
To monitor quality of care, all health facilities, including private sector, report on treatment activities at
least four times per year. Some facilities, such as district hospitals, send monthly reports to the
provincial DOH.

The MOH’s therapeutic department drafted and distributed clinical standards for some priority areas,
such as high burden diseases, high morbidity and mortality, or emerging issues. In theory, these clinical
standards were provided to both public and private health facilities, but in practice they are mainly
applied in the public sector. It is interesting to note that 70 percent of health care staff working in the
private sector also work in public facilities. Therefore, a majority of private sector employees are also
aware of the clinical standards.

In both Ninh Binh and Can Tho, the DOH Department of Medical Professionals has held TOT
workshops for both public and private providers. The workshop trains participants in clinical standards
for diseases such as HIV/AIDS, bird flu, dengue fever, and cholera. After the workshop, participants
return to their work and train the health care staff at their facilities. Through these trainings, most of
the health personnel are trained in the latest clinical standards, including personnel in the private sector
and at district and commune levels. Furthermore, some hospitals in both Ninh Binh and Can Tho
provinces have developed additional treatment guidelines and professional regulations, based on
guidelines from the MOH or other official documents. These trainings and standards improve the quality
of care available at health facilities.

Health facilities develop and adjust the standards provided by the MOH to deal with local situations. All
health facilities have a treatment board and pharmaceutical board. The main task of these boards is
researching (Internet, books, official documents) the latest clinical procedures; receiving treatment
guidelines (from the MOH and others), and developing treatment guidelines as well as lists of
pharmaceuticals needed for hospitals. Treatment guidelines are updated annually to be consistent with
the latest health care procedures and standards. Clinical standards are also regularly reviewed and
updated at both the provincial and district levels.

Health facilities in Can Tho province generally had better treatment guidelines than in Ninh Binh. A
quick assessment of the two provinces found that many district hospitals in Can Tho have developed
treatment guidelines for the most common diseases in the hospital, as well as emergency cases. In Ninh
Binh, treatment guidelines for emergency cases were available, but not as much as for common diseases.
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44 HUMAN RESOURCES

This section presents five components: human resources data, human resources planning, human
resources policies, performance management, training and education. Each component is measured by a
number of indicators. In total, the human resources module has 20 indicators. The information was
assessed and scored by indicator and component, and the summary results of component scores are
presented below in Table 12. Additional scoring details are described in Table 5 of Annex B.

TABLE 12: BASIC COMPONENTS OF HUMAN RESOURCES FOR HEALTH
IN NINH BINH AND CAN THO PROVINCES

Component Average Average
score- score-

Ninh Binh Can Tho

Human resources supply 1.97 2.28
Human resource planning 1.96 2.10
Human resources policies 2.46 2.47
Performance Management 2.12 2.32
Training and Education 1.94 2.07

COMPONENT |: HUMAN RESOURCES SUPPLY

The information collected from Ninh Binh and Can Tho provinces has shown that the ratio of doctors
to nurses and pharmacists to the population are below the national health target ratios. Compared to
the data of the whole country and the region, the ratio of health care professional cadres/10,000 people
is a bit higher in Ninh Binh and lower in Can Tho (Figure 5) (MOH 2006b).

FIGURE 5. RATIO OF HEALTH PROFESSIONAL CADRES IN TWO PROVINCES COMPARED
TO WHOLE COUNTRY AND REGIONS (PER 10,000 POPULATIONS)

30
M Health profestional
25 - cadres
m Doctor and Ass. doctor
20 -
15 -
10 -
5 -
0
Whole Country RedRiverDelta Ninh Binh CanTho Mekong river
Delta

The results shown in Figure 5 can be further explained by examination of the health situation in Ninh
Binh and Can Tho provinces. Both provinces have been losing medical practitioners due to changing of
positions or moving to work in the private sector. In particular, the trend of staff moving from rural
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areas to urban areas is increasing. However, the rate of health staff leaving the health sector is minor
and has less of an effect on the health workforce of the provinces. In Can Tho, the loss of health
personnel to new positions or the private sector is more severe than in Ninh Binh.

In both provinces, the changing structure of the health system at the district level according to Decree
172/2004/ND-CP has resulted in staff shifting towards higher-level health facilities. This situation has
made it difficult for PHDs to manage their health workforce, while provinces have shortages of human
resources. Based on the assessment and score of this component, we found that the ratio of cadres of
health care professionals to the population in the two provinces is adequate, but that Can Tho was
slightly better overall.

Human resources planning is an important component of the HRH function within the health system.
Ninh Binh and Can Tho received “adequate” (1.96-2.10) scores for this component. For purposes of
assessing the HRH planning system, four indicators were used: the distribution of health care
professionals by level of care in urban and rural areas; the presence of a HRH data system; the existence
of a functioning HRH planning system; and the percentage of the health budget dedicated to HRH.

The distribution of health workers by level of care is available at any level of the health system in
Vietnam. The distribution of the professional health workforce at upper levels is higher than at lower
levels, and is lowest at commune level with [7-31.] percent (Table |3). Based on the collected data, Can
Tho has a lower proportion of health care professionals working at commune level (17 percent), but
they have an excellent village health worker program as well as a health care volunteers network that
contributes to health care activities in Can Tho. Therefore, Can Tho province scored somewhat better
on the appropriateness of health worker distribution.

TABLE 13. DISTRIBUTION OF HEALTH WORKFORCE IN TWO PROVINCES BY LEVELS

Ninh Binh Can Tho National level

n % n % n %
Provincial level 766 35.4 1.135 44.3 83.693 37.8
District level 726 335 993 38.7 67.343 30.4
Commune level's 673 31.1 433 17 51.158 23.1
Total 2.165 100 2.561 100 221.365 100

Source: Health Statistics Year Book 2006

18 Supplemented by village health workers and volunteer network
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Health staff working in the field of curative care in the two provinces constitutes more than 70 percent
of the total heath professional work force (Table 14) (MOH 2006b). This percentage is much lower than
that of national data (81.8 percent) (Chien 2007).

TABLE 14. DISTRIBUTION OF HEALTH WORKFORCE BY FIELD OF WORKS
(EXCLUDED COMMUNE LEVEL)

Ninh Binh Can Tho National level
Field of works

n % n % n %
Curative care 636 73.53 1.512 76.71 65.254 8l1.8
Preventive care 142 16.42 372 18.87 10.261 12.9
Training institution 39 4.5]1 54 2.74 NA NA
Administration 48 5.55 33%* 1.67 3.361 42
Total 865 100 1.971 100 79.759+*

* Not including staff of district health administration units
** Data in 2005: National Health Report 20006

Both Can Tho and Ninh Binh provinces have human resources data systems with information for
managing the health workforce, but the systems have not been computerized systematically, and the
staff who are responsible for managing the system are not trained to manage human resources
information. Most of the health organizations at any level use computers with only very simple software
and techniques to enter and save HRH information (Microsoft Excel, Word). Most health facilities
collect HRH data periodically (quarterly, half year and annually), providing information through a number
of forms given by MOH and Ministry of Interior and Local Government, and then report to higher
levels. HRH data are available for all levels of the health system.

The data on human resources is very useful for PHDs and health facilities in managing and planning
human resources. Every health facility or institution has to review their health workforce plan annually,
in September and October, collate it with previous plans, and a then make a new plan for the following
year based on recent HRH data. The PHD collects and synthesizes all human resources plans within
their database to make a general plan for the provincial health sector. However, HRH information is not
always used effectively in planning for HRH at the provincial level.

Every year, the PHD and provincial interior bureau make a financial plan for HRH but it is very difficult
to distinguish the real amount budgeted for HRH activities within the total budget for the health sector.
Officers from the PHD responsible for HRH management could not show the budget for HRH in-
service training. They list the amount of budget that is paid for salaries, fees, and for long-term training
of staff as an aggregate figure. Generally, the estimated budget for in-service training is not sufficient. In
the whole country, according to the Health Statistics Year Book 2006, the national budget for training
health staff is only 4 percent of the total national budget for health sector (MOH 2006b).

Ninh Binh province and Can Tho provinces received low and less than adequate scores regarding
budgets allocated to HRH, and the situation makes it difficult for the provinces to implement health care
activities. Can Tho scored slightly better than Ninh Binh because every year, Can Tho allocates a certain
amount of their budget for HRH to organize a series of short courses that strengthen administrative
management capacity for managers both in the health sector and other sectors of the province.
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National human resources policies are applied at the provincial levels with some degree of flexibility for
the local context and with varying degrees of success depending on local challenges. The score for the
human resources policy component is high (2.48-2.49) in both Ninh Binh and Can Tho provinces. The
scoring is based on the following indicators: the availability of a functioning job classification system; the
availability of a functioning compensation and benefits system that is used in a consistent manner to
determine salary upgrades and merit awards; the availability of a formal process for recruitment, hiring,
transfer, and promotion; the availability of employee conditions of service documentation (e.g., policy
manual); the presence of a formal relationship with the union; whether registration, certification, or
licensing is required for categories of staff in order to practice; and the availability of a salary scale.

There is a national regulation mandating a functioning job classification system. Each government sector
(including the health sector) has had to develop its own job classification systems at each level. The
government has issued a national rule for compensation and benefits. The national ruling is used in a
consistent manner to determine salary upgrades and merit awards for staff who work in the public
health sector. The national ruling on compensation and benefits has been available since 2002; however
Decree 43/2006/ ND-CP was recently launched and allows health care facilities more independence in
developing their own systems to determine salary upgrades and merit awards for their staff. In Ninh
Binh and Can Tho provinces, a job classification system was available in all health care facilities at all
levels of care. Ninh Binh and Can Tho provinces have not changed much within the original system for
provincial benefits and compensation. The salary and merit awards system in the provinces lacked
consistency between levels and facilities.

In these two provinces, the process for recruitment, hiring, transfer, and promotion in the health sector
is governed by the National Labor Law and regulations. The process has been running smoothly and
seems highly adequate in both provinces. Employee conditions of service documentation is available at
both national and provincial level (including the two assessment provinces). The procedure for HR
benefits, discipline etc. must follow National Labor Law. However, only certain positions have clear
conditions of service documentation. The conditions are updated only when changes of health staff
occur. On the other hand, some organizations do not follow up and supervise the implementation of
employee conditions of service documents.

In Vietnam, each sector has its own trade union and the National Trade Union represents all labor
unions throughout the nation. The health sector also has a trade union that represents all laborers
working in the health sector. The relationship between the health sector and the trade union is very
close and membership is not restricted. All health care staff can join the union and participate freely in
union activities. Health staff also benefit from the protection of the union. In both provinces, there are
strong relationships between the trade union and the health sector. This segment of civil society
participation is highly adequate.

The registration, certification, and licensing system mainly apply to the private health sector. In the
public sector, only certain departments require certification of technical skills (X-ray, nuclear treatment,
etc.). In contrast, in the private sector, all health care professionals (traditional practitioner, physicians,
pharmacists, technicians, etc.) have to follow the National Law for Private Health Practice. The law
describes procedures for registration, certification, and licensing. The PHD department of private health
management is responsible for registration, certification, and licensing of private health practitioners and
facilities. In reality, the department struggles to manage the private sector activities of the health sector.
This was confirmed in both assessment provinces.
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According to the national salary regulations, the government has already assigned the salary scale, time
of salary disbursements, period of salary promotion, etc. Every health care facility has to follow national
salary regulations. To date, neither of the two assessment provinces reports any delays in receiving
timely salary payments. However, the commune-level facilities sometimes experience delays in salary
payments because of administrative procedures at the district level (money transfer from district to
commune level).

Public sector salaries are low. Health care staff can earn additional income from working extra hours.
Health staff usually have to take a second job to achieve a basic standard of living. However, health care
staff at the commune level, especially village health workers, usually have a second job such as farming,
trading service, etc. Such situations were found to be very common in the rural areas of Ninh Binh and
Can Tho provinces.

The performance management component of the human resources function scored “adequate” (2.12-
2.32) as measured using indicators, including: the availability of job descriptions; the existence of a
supervision plan (clinical and administrative supervision); the percentage of supervision visits to health
centers planned that were actually conducted; the availability of a formal mechanism for individual
performance planning and review; and the availability of a functioning incentive program where needed.

In Ninh Binh and Can Tho provinces, job descriptions are available and regularly updated at all levels of
care, but only for certain positions. Most employees are aware of what their job description entails.
However, at all levels in the provinces, because of human resources limitations, most health staff are
responsible for a variety of roles at any one time. Thus, job descriptions for these health staff are not
always clear and may be adapted according to local circumstances.

The lack of a formal mechanism for individual performance planning and review is a weakness of the
HRH performance management system. At all levels of care, performance reviews are implemented
periodically, but only for certain key staff members. Staff members under review write a report
describing activities they were responsible for in the past, but they neglect to review the individual’s
performance planning and goals for the future.

Because of shortages of HRH at some levels (district and CHS) or facilities (preventive facilities), health
staff have to be responsible for multiple activities simultaneously, each with supervision from different
leaders (e.g., one staff member at the district center for preventive medicine or CHS usually has to
manage 3-4 national health programs). This makes it difficult to plan for performance improvement. The
individual performance reports are not frequently documented, but usually brought to monthly,
quarterly or annually meetings for sharing of information and progression of activities with others.

The performance management system includes supervision of both clinical and administrative
performance. Each health facility has clinical and administrative supervisors. They are usually heads of
departments, team leaders, or directors of health facilities. Performance management and surveillance
are mostly based on paper reports or weekly progress meetings. The performance manager’s roles are
not only inspection and surveillance, but also supportive and problem solving focused. The supervision
plan is available but not enforced or regularly implemented in both provinces.

Planned supervisory visits to health centers were regularly conducted but the frequency of visits varied

according to the levels of care. The district supervision visits to CHS were more frequent than those at
the provincial level. Every year, the PHD, the Provincial Center for Preventive Medicine, Centers for
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Social Diseases Prevention (sexually transmitted infections, TB, HIV/AIDS, leprosy, etc.), plans to visit
health facilities responsible for implementing health care activities (curative care, preventive care, and
national health programs). The district health center, district center for preventive medicine, and district
health administrative unit also make a certain number of visits to the CHS to supervise health care
activities. In fact, the two assessment provinces reported that 100 percent of planned visits were
conducted.

Another weakness of HRH performance management is the lack of meaningful incentive payments.
Incentive packages are available at all levels of care and types of health facilities. The incentive amounts
are not significant enough to have an impact on the behavior of health staff. The government has
launched policies for commending and rewarding government staff and employers who work in the
public sector. These reward schemes only include commendation with a present or a small amount of
money. Currently, due to economic transition as well as hospital reform, some progressive health
facilities may choose to use their own resources to offer incentive packages to their staff. Ninh Binh did
not perform as well as Can Tho province on this indicator since Can Tho has an economic advantage
and more opportunities to arrange incentives for health staff.

The effectiveness of the training and education component of human resources for health was examined
using three key indicators: the availability of a formal in-service training component for all levels of staff;
the availability of a functioning management and leadership development program; and the availability of
links and “feedback loops” between the organization and pre-service training institutions. Overall scores
for the two assessment provinces were “adequate” (1.94-2.07).

According to the assessment findings in both provinces, formal in-service training is available but not
relevant for all levels of staff. MOH departments or national health programs usually plan training
programs that extend more than three months. All provinces send their staff to attend the training
courses, based on the needs of province. The training courses are held at either the central or provincial
level depending on time period required, the type of training, and the course curriculum. In-service
training can also be included through TOT. In that case, provincial staff are trained at the central level
and then return to their province to train other staff. One weakness of this component is that there is
no policy indicating the mandatory amount of in-service training that public or private health
practitioners need to complete. Can Tho province has the advantage of a provincial medical school, Can
Tho University and a teaching hospital in which health staff can receive in-service training courses.

Leadership and management development opportunities are also lacking in the two provinces.
Management and leadership training is offered, but not regularly or systematically for every level of care.
There are no formal management and leadership training programs consistently applied for all levels and
types of staff. In Can Tho and Ninh Binh provinces, some training courses on strengthening management
capacity for leaders from health facilities have been organized but only in a short period of time and with
a limited focus on management skill for health projects, national health programs, hospital management,
etc. Since 2006, Can Tho has made some progress in strengthening the leadership capacity of its
provincial health system by signing a contract with a university to organize two-week training courses in
Can Tho city.

As for the links and “feedback loops” between the health care system and pre-service training
institutions, both Can Tho and Ninh Binh provinces have established relationships with training
institutions such as Hanoi Medical College, National Institute of Epidemiology and Hygiene, and Can Tho
University as well as local primary or secondary medical colleges. The relationship is generally only a
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one-way interaction in which the provincial health bureau sends staff to attend training courses, but
does not actively follow-up by asking for feedback from the training institution.

In general, the training and education component has not fully met the needs of HRH development in
Can Tho and Ninh Binh. Can Tho province has a distinct advantage due to the availability of training
institutions such as Can Tho University that provide training services to support the local health system
to strengthen the capacity of HR.
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Pharmaceutical management is among the key areas of health system performance. In general,
pharmaceutical management is functioning quite well, with most components scoring “adequate” or
slightly higher. The functionality of a pharmaceutical management system can be examined within the
following components: budget; pharmaceutical policies, laws, and regulations; procurement; storage and
distribution; appropriate use; access to quality products and services; and financing. The procurement
component appears to be the weakest area of pharmaceutical management, receiving less than
“adequate” scores (1.8-1.8) in both assessment provinces.

Table |5 presents the summary scoring results for each component as well as each indicator at national
level and at the two assessment provinces, Can Tho and Ninh Binh.

TABLE 15. PHARMACEUTICAL MANAGEMENT

Component Average score- Average score- Average score-
Ninh Binh Can Tho National
National and per capita 3
. 3 25
expenditures
Pharmaceutical p'oI|C|es, 23 23 2
laws, and regulations
Procurement 1.8 1.8 1.8
Storage and distribution 2 2 2
Appropriate use 23 2 23
Access to quality . 23 23 23
products and services
Price and payments 23 23 23

The financing component reflects the amount of financial resources devoted to pharmaceuticals. In
general, this component received a fairly high score since the spending for pharmaceuticals accounted
for a major proportion of total health expenditures and increased over the years at the national and
provincial levels. Indicators used to examine the financing component of pharmaceutical management
include: the total expenditure on pharmaceuticals (percentage of total expenditure on health) and the
government and private expenditure on pharmaceuticals.

The portion of total national health expenditures spent on pharmaceuticals increased, from 4| percent
in 2000 to 54.3 percent in 2005 (MOH 2006a). In Ninh Binh, there were no historical data on the
amount spent for pharmaceuticals. Can Tho was included in the NHA as a pilot case for Provincial
Health Accounts. In Can Tho, some figures on this indicator were found in Provincial Health Accounts
for 2003-2005. However, Can Tho province split from Hau Giang province in 2004. Total expenditure
for pharmaceuticals as percent of total health expenditure has remained unchanged over the past two
years at 46 percent (2004 and 2005).

Vietnam has experienced a rapid growth of total pharmaceutical expenditures with an annual average
growth rate of 15.8 percent during 2001-2007.1 Average drug expenditures per capita more than

19 Cao Minh Quang, Vice-Minister, Presentation at National Conference on Pharmaceuticals 2008, Hanoi, April 2008
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doubled, from US$6 in 2001 to US$13.4 in 2007. However, drug expenditures reported by drug
producers and importers only represent about half of total actual drug expenditures reported by users
including health facilities and households in the NHA. These findings indicate that there is a significant
mark-up of prices for drugs dispensed to the end users. In Ninh Binh, historical data on total
expenditures on pharmaceuticals were not available. However, anecdotal information suggests that
there has been an increase in facility and household expenditures on drugs. In Can Tho, figures from
NHA show that total expenditures for drugs in this province increased from 264 billion dong in 2004 to
353 billion dong in 2005. The annual report on pharmaceuticals in 2007 conducted by Can Tho Health
Bureau revealed that there was a slight increase in average consumption of pharmaceuticals per capita in
this province, from US$12 in 2005 to US$12.3 in 2007.

At the national level, the tendency toward an increase in drug expenditures was observed in both
government and private spending from 2001 to 2005 (Figure 6). Both private and government
expenditures on drugs increased at rates of 25 and 23 percent respectively over the five-year period.
However, a larger proportion of total private health expenditures was for drugs (63 percent), while only
25 percent of government health expenditures paid for drugs. The high level of private OOP
expenditures for drugs can be explained by the fact that the self-medication percentage is quite high in
Vietnam (72.6 percent) (MOH 2003).

In Ninh Binh and Can Tho, the quality of budget data for drugs was poorer than that available at the
national level. Officers in charge of pharmaceutical management in the two provinces reported that the
majority of drug expenditures were private out of pocket. In Ninh Binh, the government budget
accounted for only 16.3 percent of total drug expenditures in 2007.

FIGURE 6: EXPENDITURE ON DRUGS BY GOVERNMENT COMPARED TO PRIVATE
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This component refers to the legal framework for pharmaceutical management. It comprises 10
indicators. Most of these indicators are only measured at the national level: existence of a National
Essential Medicines Policy or other government document that sets objectives and strategies for the
pharmaceutical sector based on priority health problems; existence of a comprehensive pharmaceutical
law; existence of a National Drug Regulatory Authority responsible for the promulgation of regulations
and for enforcement; existence of procedures for pharmaceutical registration; generation of revenue
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from the pharmaceutical registration procedures for the MOH; existence of a system for the collection
of data regarding the efficacy, quality, and/or safety of marketed pharmaceutical products (post-
marketing surveillance); mechanisms for the licensing, inspection, and control of pharmaceutical
personnel, manufacturers, distributors/importers, and pharmacies/drug retail stores; and the existence,
management, and organization of a national essential medicines list (NEML).

The National Drug Policy was issued under Government Resolution 37/CP in 1996 to ensure regular
and sufficient supply of quality drugs for the population and rational and safe use of drugs. However, this
policy has not been updated since 1996. In 2002, the strategy for development of the pharmaceutical
sector up to 2010 was approved by the Prime Minister. The overall objective of the strategy is to
develop the pharmaceutical sector to become a leading technology sector, to integrate into the global
pharmaceutical market, to ensure regular and sufficient supply of quality drugs, and to ensure safe and
rational use of drugs to serve the people’s health care.

The Law on Pharmacy was approved by the National Assembly on June 14, 2005, establishing a legal
framework for implementing given targets in the national policy on drugs. However, the Pharmaceutical
Law does not cover issues such as financial and economic mechanisms, monitoring and evaluation
mechanisms, or roles of the health professional.

The DAV, established in 1994, is in charge of government management of pharmaceuticals. Its main tasks
include developing regulations related to quality assurance and registration of drugs, and ensuring good
manufacturing practices, storage, drug quality assurance, and administrative reform in import and export
of pharmaceutical products. At the provincial level, the drug administration division of the Provincial
Health Bureau is responsible for pharmaceutical management in the province, especially for
promulgation of guidelines for regulations issued by DAV as well as for enforcing these regulations.

Concrete regulations on procedures for drug registration are regularly updated. However, drug
registration faces several challenges such as lack of tests for bio-equivalence and bio-availability of drugs
resulting in difficulty with scientific assessment of drug efficacy. Fees are collected for pharmaceutical
registration in accordance with national regulations. However, revenues from drug registration fees
contribute to the general government revenues instead of MOH revenues.

A system for collecting data regarding the efficacy, quality, and/or safety of pharmaceutical products
(post-marketing surveillance) does not exist yet. However, there is a drug information unit in public
hospitals, which tracks adverse drug reactions (ADR). The situation in Can Tho and Ninh Bin provinces
was the same as the national one. Can Tho reported that ADR monitoring has been done regularly in a
systematic manner.

The licensing, inspection, and control of pharmaceutical personnel, manufacturers,
distributors/importers, and pharmacies/drug retail stores follows specific regulations. These regulations
are regularly applied and enforced. Pharmaceutical inspection can be either regular or unscheduled. A
report on inspection is to be delivered after each inspection. Annual reports on pharmaceutical
inspections are available. Ninh Binh and Can Tho provinces receive pharmaceutical inspections every six
months. Unscheduled inspections raised some critical issues regarding drug quality and price. Annual
reports on provincial pharmaceutical inspections are sent to the MOH.

The NEML was developed by the DAYV, approved by the Minister of Health, and supported by guidelines
and recommendations of the WHO. The list has been updated five times, with the last edition published
in July 2005. Essential drugs are drugs that must be available in each health facility, even in facilities
without doctors. The NEML covers drugs used in the national target health programs, for example,
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leprosy and TB treatment. The NEML is available at all health facilities from the province down to
commune level.

Of the seven components of pharmaceutical management, procurement received the lowest score
overall. The indicators included in this aspect of pharmaceutical management focus on the procedures,
operations, and processes required to procure pharmaceuticals in Vietnam. They include: the existence
of formal standard operating procedures (SOPs) for conducting procurement in the public sector; the
use of generic non-propriety names (INN) for MOH procurement; procurement operations (number of
procurement operations per year); the percentage of MOH pharmaceuticals procured through
competitive bidding; the existence of a pre-or post-qualification process related to product safety,
efficacy, and quality; and the drug samples requested and tested.

Circular 20/2006 on bidding for public procurement provides general guidelines for drug procurement
and is consistently applied at all health facility levels. Can Tho and Ninh Binh provinces confirmed the
use of the general guidelines of Circular 20/2006. However, hospitals at all levels indicated that there
was no specific standard procedures for drug procurement. This fact has created difficulties for hospitals
in conducting drug procurement.

A key informant interview with an officer from the DAV revealed that generic names are used for
constructing lists of drugs for bidding but brand names are used for the actual bidding process. Generic
drugs are not regularly or consistently procured at all levels in routine and emergency procurements.
Findings from Ninh Binh and Can Tho reflected the situation at the central level. Data from the
assessment reported that the list of drugs for bidding was constructed using generic names but there
was another column for brand names included. In the bidding results sent from the Provincial Health
Bureau to hospitals, there were two drug columns for the winning bid. This is very problematic because
it is difficult to know if the contract is awarded on a generic or brand name basis.

Key respondents at the central level indicated that emergency procurements are rarely required and
only for a few categories of drugs. In Ninh Binh, most drugs were purchased through a bidding process
which has been centrally organized by the Provincial Health Bureau since 2007. However, bidding
hospitals still procure a few categories of drugs through direct phone orders 2-3 times per month. In
Can Tho, purchasing drugs outside drug procurement bidding by the Provincial Health Bureau was very
rare. In addition, the value of drugs purchased by hospitals separately was quite small. One reason
associated with this fact was that there are difficulties concerning payment procedures at Treasury
Department made for purchasing drugs not purchased through bidding.

According to national respondents, a product safety, efficacy, and quality evaluation process exists.
However, there is no information on how this process is applied in reality. Both provinces reported that
a pre-or post-qualification process related to product safety, efficacy, and quality does not exist.
Purchased drugs are usually checked for lot number, registration number, and expiration date only.
Assessments on drug quality were mainly subjective.

A key informant interview with a DAV respondent indicated that regulation of drug sampling was largely
theoretical and not implemented. Provincial authorities reported that hospitals in the two provinces did
not conduct sampling tests. In Ninh Binh, they explained that there are several reasons why hospitals do
not conduct drug sampling. Firstly, hospitals do not have the capability to do drug sampling tests. This
job can only be done by the Province Center for Drug Tests. Secondly, hospitals have to pay a
considerable amount for sampling tests (350,000 VND in Ninh Binh). In Can Tho, sampling tests were
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only conducted for drugs suspected of poor quality. Therefore, this indicator scored “not adequate” in
both provinces.

The evaluation of the storage and distribution component of pharmaceutical management was based on
five indicators: pharmaceuticals procured based on reliable estimates; existence of procedures to
manage distribution of pharmaceuticals; existence of independent supply systems for vertical programs;
and existence of refrigeration units with functional temperature control at each level of the distribution
system. For both provincial and national levels, these indicators received an average score of “adequate”
(2-2-2).

According to the DAV representative, drug procurement is estimated using the previous year’s figures.
However, it cannot be said that a standardized quantification method for drug procurement is applied
consistently at all levels of the health care system. None of the standardized quantification methods for
drug procurement is applied in Ninh Binh and Can Tho provinces. Different hospitals use different
methods to estimate drug quantity for procurement. In Ninh Binh, drug procurement estimates are
based on the number of patients and quantity of drugs consumed in the previous month in Yen Mo
hospital, while in Yen Khanh hospital they are based only on the quantity of drugs used in the previous
month. In Can Tho, the estimates are made based on the quantity of drugs used in the previous year and
morbidity patterns in the hospital. However, according to representatives from the assessment
hospitals, these estimates are not very accurate or reliable.

The distribution of pharmaceuticals is implemented by pharmaceutical companies and retail drug outlets,
including pharmacies and drug agents. However, there are no standard operating procedures for
ordering, distribution and storage, and withdrawal of drugs for application nationally. According to
representatives of the Provincial Health Bureau, distribution of pharmaceuticals is the pharmaceutical
companies’ responsibility. The Provincial Health Bureau is responsible only for overseeing the process.

Since 1991, the country has implemented National Health Programs (NHP). These NHPs have focused
on the most urgent and important issues in preventive and curative care including: malaria prevention,
TB control, leprosy prevention, child malnutrition prevention, EPI, mental health, HIV/AIDS prevention,
cancer prevention, reproductive health, and civil and military health collaboration. In most of the NHPs,
there is provision of drugs specifically for each program. In these programs, drug procurement followed
the common regulations on drug purchase in the public sector, but there are separate drug
procurement plans and budgets. However, all plans for drug procurement of separate NHPs need MOH
approval. This means that NHP plans are part of the common drug planning and budgeting.

The DAV respondent indicated that the value of inventory loss is not significant, usually less than 5
percent. Major reasons for inventory loss were expiration of drugs that are not commonly used but
must be available in storage. Another reason for lost inventory was damage to packaging during
transportation.

According to regulations on drug storage, not all drugs require refrigeration equipment. Refrigerators
are usually available in public health facilities from the district level upward, but not at the commune
level. Cold chain systems are available for vaccinations. Refrigeration units with functional temperature
controls were not available in the provincial health facilities. Even at the district level there were no
refrigerators available in the pharmacy department at most district hospitals in Ninh Binh and Can Tho
province. At some district hospitals, drug storage units had an air-conditioner and ventilator.
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The appropriate use of drugs was measured using three indicators: the existence of functioning
mechanisms/tools to improve the use of medicines in hospitals and health facilities; the existence of
national therapeutic guides with standardized treatments for common health problems; and the
existence of treatment guidelines used for basic and in-service training of health personnel. Both
provinces received “adequate” scores for this indicator, with Ninh Binh scoring slightly better than Can
Tho (2.3-2.0).

Procedures for oversight of drug prescription practices in hospitals are established. The Drug and
Therapy Committee plays an important role in selecting drugs and improving rational use of drugs in a
hospital. Evaluations of the Drug and Therapy Committee’s performance and medical record reviews
are included in the annual hospital assessments conducted by the MOH. However, these precautions
work differently among health facilities depending on perceptiveness and professional capacity of hospital
staff, especially hospital leaders. In Ninh Binh, the Drug and Therapy Committees in studied hospitals
were quite active and effective. However, there was variation in the performance of these committees in
different hospitals. In Ninh Binh General Hospital, the committee conducted medical record reviews
every week while medical record reviews occur every month in Yen Khanh District Hospital. Oversight
of drug prescribing practices was usually implemented for inpatient care but only rarely for outpatient
care. However, in Co Do District Hospital in Can Tho province, copies of outpatient prescriptions were
kept for subsequent prescription reviews. This practice was not replicated in Thot Not District
Hospital.

Treatment guidelines for most diseases have been developed by the Department of Therapy but these
documents were not always available in public health facilities and rarely available at private health
facilities. These guidelines are not regularly updated or relevant for practical contexts. They are
recommended, but not enforced. As a result, prescribers rarely comply with them. In Ninh Binh and
Can Tho, treatment guidelines for most common diseases were available in all public health facilities, but
not at private facilities. In each hospital, treatment guidelines were applied based on national therapeutic
guidelines adapted in accordance with the availability of drugs.

Interviews with key respondents indicated that treatment guidelines are used for training, but they are
not used consistently as supervision tools. In Ninh Binh and Can Tho, key respondents indicated that
the treatment guidelines were used during hospital supervision and monitoring.

Access to quality products and services as a component of the pharmaceuticals management system
examines whether the population has access to pharmaceuticals and whether there are mechanisms in
place to ensure that the quantity and quality of prescription drugs issued are acceptable. Several
indicators were used to examine this component including: the percentage of a set of unexpired tracer
items available; the percentage of the population having access to a public or private health
facility/pharmacy that dispenses pharmaceuticals; the existence of licensing provisions or incentives that
increase geographic access by consumers/patients to quality products and services through private
wholesalers and retailers; the population per licensed pharmacist or pharmacy technician; the population
per authorized prescriber.

Thanks to the liberalization of the pharmaceutical sector in Vietnam, shortages of drugs have been

largely eliminated. In addition, the implementation of an essential drug policy improves the availability of
essential drugs at different levels of public facilities in the health system. Stock-outs for drugs on the
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National Essential Medicines list or for drugs used in special programs rarely occur. Similar to the
situation at the national level, Ninh Binh and Can Tho reported that shortages of essential medicines are
rare and even an over-supply is more likely. It is surprising to note that a shortage of ARV drugs for HIV
treatment was reported in Ninh Binh. They received drugs to treat only 30 HIV patients, whereas they
have 100 patients registered.

There is a vast network of drug retailers in Vietnam, consisting of public and private licensed pharmacies
or drug sellers in all communities. Drug retailers included drug stalls at commune health centers, private
pharmacies, and drug agents. On average, there is one drug outlet for every 2,000 citizens nationwide
(DAV 2007). In both Ninh Binh and Can Tho, licensed pharmacies or drug sellers are available in all
communities. Average population per drug outlet in Ninh Binh and Can Tho was 1,664 and 2,263
persons, respectively. People in Ninh Binh can access drug retailers more easily than people in Can Tho.

FIGURE 7: AVERAGE POPULATION PER DRUG RETAILERS NATIONWIDE,
IN CAN THO AND IN NINH BINH, 2007
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There is no specific policy to increase geographic access by consumers/patients to quality products and
services in remote areas. Applying special licensing provisions or incentives to increase the availability of
private pharmacies or drug sellers in remote areas without a licensed pharmacist raises issues of quality
assurance of drug supply and use in remote areas. Vietnam has strong grassroots networks of health
facilities that can act as drug outlets in remote areas.

Figure 8 shows the significant improvement in average population served by a pharmacist nationwide. In
2005, the average population per pharmacist sharply dropped from 12,898 to 7,790. This impressive
increase in the number of pharmacists resulted from the expansion of training for pharmacists in 2000.
Since pharmacist training takes five years, by 2005 a large number of newly trained pharmacists joined
the pharmaceutical system. However, in some heath facilities, especially at commune level and private
facilities, licensed pharmacists are not available. In both provinces, there was a lack of licensed
pharmacists at public health facilities, mainly at grassroots level and at private health facilities. Average
population per licensed pharmacist in Ninh Binh and Can Tho are 5,402 and 4,089, respectively. These
figures are lower than the national average.
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FIGURE 8: TREND OF AVERAGE POPULATION PER LICENSED PHARMACIST
AND DOCTOR AT NATIONAL LEVEL, 2001-2006
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According to government regulations, more than one licensed prescriber is available in public health
facilities. In addition, licensed private prescribers exist in most areas. The national average ratio of a
prescriber per population is 1:7,865. No corresponding figures for Ninh Binh and Can Tho were
available.

The financing component of pharmaceutical management was measured using the following indicators:
the population per drug retail outlet in the private sector; the respective proportions of the annual
national expenditure on medicines by the government budget, donors, charities, and private patients; the
existence of mechanisms to recover the cost of pharmaceuticals; the existence of price control
mechanisms for pharmaceuticals in the private sector.

The National Health Survey in 2002 revealed that there was considerable variation among income

groups for OOP spending for self-medication (Figure 9). On average, rich households spent 2.2 times as
much for medicines as poor households.
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FIGURE 9: AVERAGE ANNUAL SPENDING FOR SELF-MEDICATION PER HOUSEHOLD

90+
80
70+
60+

50
40 | @ Avg. annual
spending for self-
30+ medication per
20 household

10
04

Poor Near Awerage Better Rich
poor off

Source: Vietnam National Health Survey 2002

Pharmaceutical law emphasizes the role of the state as only to regulate prices using policy instruments
appropriate with the market, without imposing subjective opinions of regulators. Control of drug prices
was for drugs listed in the essential drug list and drugs used in health facilities. In 2003, there was a
dramatic rise in drug prices (20 percent) [Medical price index of the GSO]. The drug prices continued to
increase in the following years. Measures were taken to stabilize drug prices. These measures included:
publishing (on the Vietnam DAV Web site) the import prices (Cost Insurance and Freight [CIF]);
tentative wholesale and retail prices in Vietnam of registered and imported drugs as a reference price
for users; allowing parallel imports of drugs with high prices in the Vietnamese market; and enforcement
of posting prices at drug retailers. However, there is still lack of a sustainable strategy for controlling
drug prices in a free pharmaceutical market. In two provinces, the control of drug prices was mainly
concentrated on the enforcement of regulations making drug prices public and displaying them.
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The HIS function of the health system was examined in four components: Resources, Policies and
Regulation; Data Collection and Quality; Data Analysis; and Use of Information for Management. Each
component was further disaggregated into a number of indicators. Altogether, the HIS system module
has 19 indicators. The summary scoring information for HIS is found in the following table, while
detailed scores are presented in Table 6 of Annex B.

TABLE 16: HEALTH INFORMATION SYSTEMS

Component Average Average Average

score- score- score-
Ninh Binh Can Tho National
Resources, policies, and regulations I I 1.7
Data collection and quality 1.12 1.12 1.42
Data analysis 1.42 1.58 2
Use of information for management, policy | I 1.5

making, governance, and accountability

Resources, policies, and regulations govern the status and availability of health information. Five
indicators were used to measure the impact of resources, regulations, and policies on HIS functioning in
Vietnam’s Ninh Binh and Can Tho provinces. The indicators include: the availability of financial and/or
physical resources to support HIS-related items within MOH/central budget, regional, and/or district
budgets; the presence of international donors providing specific assistance to support strengthening the
entire HIS or its individual and/or vertical components in more than one region; the existence of
policies, laws, and regulations mandating public and private health facilities/providers to report indicators
determined by the national HIS; the presence of clear procedures for allocating resources and planning
in the health system based on the information products of HIS; and the presence of mechanisms to
review the utility of current HIS indicators for the planning, management, and evaluation process, and to
adapt and modify them accordingly.

The national government is responsible for providing the equipment, forms, training and ICT, and
operational costs to run HIS, but there is no specific line item in the budget for HIS operations.
Provincial Bureaus of Finance receive funds from the MOH, and the funds are allocated by the Provincial
Health Service to provincial health facilities. Funding for HIS is typically a low priority and allocations for
it are irregular, particularly in poor areas (HMN 2006).

All health facilities have paper record books, forms, and instruments for data collection and regular
reporting. However, these forms only allow data to be collected manually. Documents are stored as
hard copies only. The policy of hospital autonomy has challenged them to improve their information
management capacity. Better management capacity helps hospitals increase their revenue and use
resources more effectively. After the policy on hospital autonomy was implemented most hospital
managers, particularly provincial hospitals, have recognized the need for HIS in management and they
themselves have allocated money for buying computers and software for data management. The MOH
also developed a software program called Medisoft for hospital management and introduced it to
hospitals nationwide. However, the software application is not well implemented because hospitals at
lower levels lack computers as well as skills to deal with the software application. Limited investment in
the HIS and lack of equipment characterize electronic HIS in Vietnam.
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In Can Tho and Ninh Binh, the province does not provide the equipment, forms, training and ICT for
HIS management. There is no specific line item in the health budget for HIS operations in the province.
Some hospitals do it through |12 Project (Informative and Technology project) or finance HIS
themselves. Financing for HIS is also sometimes available from donors (such as the Asian Development
Bank [ADB], UNICEF project) to support some hospitals with better HIS management. Results from
onsite interviews revealed that there is a need among district hospitals for hospital management
software programs, but they cannot afford to buy them. The district hospitals in Can Tho have received
hospital management software from ADB, but they cannot apply it due to a shortage of computers.

Funding for HIS is provided by some donors such as the World Bank, GTZ, WHO, ADB, and others.
This support focuses only on certain provinces providing particular priority services. In Ninh Binh, there
is donor funding for specific areas of HIS activities, but equipment was provided only to Kim Son District
Hospital in order to monitor the ADB Rural Health Support project. The information collected assists
the ADB project, but it was not used for provincial health planning. In Can Tho, the ADB provides IT
support for health information to Omon district. Omon district received a server, nine computers, and
training support. However, training and electronic data collection is only being used for the clinical
department.

The MOH requires all public and private health facilities/providers to report to a State administrative
agency. There is no legislation on HIS per se, but general procedures exist for collecting and collating
data at national level. The MOH Health Statistics and Information Division (HIDS), within the Planning
and Finance Department, determines which health indicators are required. The main responsibility of
HIDS Division is updating the indicators list and supplying the list to the MOH. In Ninh Binh and Can
Tho, a planning department is responsible for collecting the required data from both the private and
public facilities.

One issue currently facing HIS is the lack of an organised systematic approach to collect HIS data.
According to a recent HMN assessment, certain indicators are repeatedly collected, creating overlaps
among institutions and extra workload. Other indicators are completely overlooked, and not collected
by anyone (2006). In addition, a standard mechanism to review and update HIS data for planning and
management is lacking at both the national and provincial levels. HIS indicators are used for planning and
management, but data are not frequently updated. Furthermore, data on private sector activities is
lacking. Laws and regulation governing data collection in the public sector are not easily applied in the
private sector. Large private facilities submit regular reports to a State administrative agency, while
smaller private facilities go unsupervised.

In Vietnam, the MOH has procedures for planning resource allocation based on health outcome data.
For example, mortality indicators such as IMR, USMR, MMR were used to allocate budget for maternal
and child health programs. Despite provincial and local planner’s priorities, however, they must not
exceed their budget allocations. Due to limited resources, many funding requests were cut during the
allocation procedures. Ninh Binh and Can Tho provinces both reported insufficient funds for HIS and
other health priorities. Thus, clear procedures exist for using HIS data in planning, but budgets are often too
tight to adjust according to need.

Data quality is critical to health planning and information systems. It can be difficult to verify. For the
purposes of this assessment the following indicators were used to examine data quality: the percentage
of districts represented in reported information; Percentage of private health facility data included in
reported data; Availability of clear standards and guidelines for data collection and reporting procedures;
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Number of reports a typical health facility submits monthly, quarterly, or annually; Presence of
procedures to verify the quality of data reported, such as data accuracy checklists prior to report
acceptance, international data quality audit visits; and the availability of a national summary report which
contains HIS information, analysis, and interpretation (most recent year).

In Vietnam, annual, bi-annual, and monthly reporting is strictly regulated. Every province and district is
responsible for timely report submission. MOH has clear reporting procedures which are applied at the
provincial, district and commune levels. For example, in both Can Tho and Ninh Binh, all districts must
submit annual and monthly reports to the PHD. The information is then aggregated and reported to the
central level. It is difficult to verify the accuracy of district and provincial reports. Information on data
quality in Can Tho and Ninh Binh’s provincial and district reports was sparse. Currently, there is no
defined mechanism in Vietnam for reviewing and verifying the quality of data. HMN findings showed that
the data reaching the national level for certain indicators was inconsistent across various sources. This is
not surprising considering that the sampling methods are not uniform. Separate reporting forms and
activities are conducted at all levels of the health system (2006).

Other factors that contributed to the low quality of data are the lack of consistency of data forms
throughout the system, and lack of harmonisation with MOH official software (Medisoft). All the staff
who are responsible for data management in different levels always have difficulties in entering data from
data forms into software or analysing/exporting data to report forms. Collecting and reviewing private
sector data poses significant challenges in Vietnam. In both Ninh Binh and Can Tho, most private
facilities obey monthly and annual reporting requirements. Data collected from the private sector is
included in national reports. However, as with public sector data, it is difficult to verify the accuracy of
the information provided by the private sector. There is a lack of information sharing among the private
sector and State management agencies.

The MOH has created national guidelines for data collection and reporting. The guidelines include things
like formulas for calculating percentages, etc. The MOH sends the guidelines to the provincial
department of health. At the provincial level, the occupational medicine division then organizes training
workshops for health facilities of Ninh Binh and Can Tho provinces on how to collect, calculate, and
report on data. In theory, these clinical standards are provided for both public and private health
facilities. However, standards and guidelines are not available in the private health facilities. Furthermore,
although guidelines are available at the provincial level, they are often stored on a bookshelf and not
readily available at the district level. Therefore, the issue of available reporting guidelines can be
considered a weakness of HIS in Vietnam.

Data analysis was examined in terms of availability of qualified personnel and infrastructure to conduct
analyses. At the central level, the different formats in which different data sources provide information is
challenging. In recent years, the MOH has published the health statistics year book annually. Data from
this book is available and could be used for analysis however, the central level lacks the personnel
required to conduct data analysis.

The health system assessment team found similar constraints in Ninh Binh and Can Tho provinces. Most

data collected at the local level is stored in books or printed reports. They lack the physical
infrastructure and human resources needed to publish the data in more usable formats.
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Component four of the health information system received the lowest score among the HIS
components. The indicators that were used to measure this component included whether the data was
used for planning, budgeting, or fundraising activities in the past year and whether feedback was given to
data providers to inform them of program performance.

The health information system lacks data, especially on private sector performance. Dissemination of
existing data is limited, and is mostly kept among internal users. Some existing data sources are used by
management and for policy making.

The assessment findings show that national, provincial, and district officials do not provide feedback on
reports that they receive from lower levels. One staff member working at a general provincial hospital,
told the assessment team that they never receive feedback on the reports from authorized departments
even when it is specifically requested.

There is a lack of collaboration and information sharing within the health sector and with other sectors.

Overlaps in information collection, variations in data reported across ministries, and information that
fails to meet the needs of users, are all common concerns with the national information systems.
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The six health system functions (governance, financing, service delivery, human resources, health
information systems, and pharmaceutical management) are examined discretely in the findings section,
whereas, in reality all health system functions overlap and interact with one another. Using findings from
across the six health system functions, the following sections discuss health system performance in Ninh
Binh and Can Tho provinces. The WHO health systems performance criteria: equity, efficiency, access,
quality, and sustainability served as a framework to examine the provincial health system performance. A
few indicators from each functional area were chosen to provide insight into these criteria across the
provincial health systems.

Equity refers to the absence of systematic disparities in health between social groups who have different
levels of underlying social advantage or disadvantage — that is different positions in a social hierarchy?.
From a literature review, equity in health implies ideally everyone should have a fair opportunity to
attain their full health potential and more pragmatically that none should be disadvantaged from
achieving this potential, if it can be avoided?'. According to this, equity in health should include: (i) equal
access to available care for equal need; (ii) equal utilization for equal need and; (iii) equal quality of care
for all.

Performance of the health care system in terms of equity was assessed based on a number of indicators.
Table 17 summarizes the indicators used to examine equity across the health system.

TABLE 17. INDICATORS SELECTED FOR EQUITY

Health Systems Indicators selected Can Tho | Ninh Binh
Function for equity analysis

Finance Indicator 6. OOP health expenditure as % of total health 2 2
expenditure

Subsidy Suggested Indicator for Vietnam: Coverage of vulnerable 3 3
groups subsidized from government budget for health care

Service provision Indicator 16. Existence of user fee exemptions and waivers 2.6 2.4

Human resources Indicator 2: The distribution of health care professionals by 1.87 2

level of care in urban and rural areas
Distribution of health care professionals by curative care,
preventive care, and pharmaceutical service

In Vietnam, at both provincial and national levels equity in the health system is influenced by several
different circumstances: government regulations, out of pocket spending, pro-poor health insurance,
human resource distribution at CHS level, and data availability on finance and demographics.

20 WHO’s definition
21 Margaret Whitehead, 1993. Conceptualizing equity in health and health care.
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In Vietnam, OOP22 health expenditure accounts for a high percentage of total health expenditure (about
60 percent) at the national level and similar amounts in Ninh Binh and Can Tho provinces. This high
proportion of OOP indicates a potential for significant inequality in health care.

Equity also implies equal quality of care. Providers must strive to deliver quality services for all sections
of the community, so that everyone can expect the same standard of professional care. Equitable
distribution of health care workers at all levels of care will ensure that the entire population at different
levels can receive equal quality of care. In both assessment provinces, the health system at the district
level is faced with shortages of health staff, especially medical doctors. This is due to the tendency of
medical doctors to move from public health facilities to private health facilities or from rural to urban
areas. Another indicator that can demonstrate the inequitable distribution of health care professionals at
the lower level is the percentage of CHSs with medical doctors. According to the national benchmark,
each commune health station should have at least one medical doctor.

However, at the national level, results show that the proportion of CHSs with a medical doctor was
61.2 percent only (MOH 2006b). In the two assessment provinces, Ninh Binh and Can Tho, these
proportions are 53.1 percent and 62.7 percent respectively. These results reflect moderate success in
providing equal quality of services at the commune level.

The imbalance of human resource distribution by levels and by field of works (curative and preventive) is
still 2 problem in Vietnam. The distribution of the professional health workforce at upper levels is higher
than that at lower levels, with distributions at commune level being the lowest at 17 - 31.1 percent; The
percent of health staff working in the field of curatives are more than 70 percent of the total heath
professional work force (MOH 2006b). This ratio is much lower than that of national data (81.8
percent) (Chien 2007); Thus, the local team suggests adding an indicator to evaluate the equity of the
health system in terms of human resource dollars: “Distribution of health care professionals by curative care,
preventive care, and pharmaceutical service”.

The term “efficiency” of the health system is used in the sense of how well resources are used to
produce the desired outcomes and could be defined as obtaining the best possible value for the
resources used. Technical efficiency means producing the maximum possible sustained output from a
given set of inputs. Allocative efficiency is when resources are allocated in such a way that any change to
the amounts or types of outputs currently being produced (which might make someone better off)
would make someone worse off.

Efficiency can be estimated in terms of health alone, the defining goal of the health system. From this
perspective, Vietnam achieved better health indicators (such as life expectancy at birth, mortality rate of
children under 5, etc) than a number of countries with the same level of per-capita total health
expenditure. Measurement of efficiency by health attainment alone cannot provide the basis for health
policymakers to improve the health system.

Efficiency of the health care system in Vietnam was influenced by several different national and local
situations, which can be summarized as follows. First, current fee-for-service arrangements are not
efficient. The integration of various programs at primary care level has promoted efficiency among

22 According to the WHO, OOP health expenditure as percentage of total health expenditure as well as ratio of total
health spending to total non-food spending
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vertical programs. Finally, generic pharmaceuticals are not well known, but procurement of
pharmaceuticals occurs through competitive bidding.

Total expenditure on health as proportion of GDP has increased moderately from $524 (2000) to $644
(2006) 2. Resources are available at the national level to increase access to basic health care for the
population including the specific needs of vulnerable groups. In Ninh Binh, total expenditure on health as
proportion of GDP has been decreasing since 2005, from 13.4 to 9.8 percent in 2007.2¢ In Can Tho,
total expenditure on health as proportion of GDP seems to have been more stable than in Ninh Binh
but the proportions are lower.

In terms of total health sector resources per capita, the national health financing system of Vietnam has
grown rapidly, from a very low level of health financing (26 US$/capita in 2003 [NHA 2003] to 45
US$/capita in 2006 [NHA 2006]. However, a major share of total resources continues to come from
household OOP payments (accounts for 60.8 percent).

Achievements in preventive health in Vietnam demonstrates the level of efficiency of the health system.
Service provision indicators showed that the availability of integrated primary health care services
(immunizations, TB, prenatal care, family planning, malaria, nutritional services were “adequate” for both
provinces and national level). In Vietnam many programs are implemented at grassroots level (such as
immunizations, TB, HIV/AIDS, prenatal care, family planning, malaria, etc). Even though they are separate
national vertical programs, most of them are integrated at the commune level. However, they are not
fully integrated. For instance, reporting systems for each program are separately executed at the
commune level.

Positive health outcomes have also demonstrated the efficiency of the health care system in Vietnam.
Results from the assessment indicate that nearly all basic health outcome objectives in both Ninh Binh
and Can Tho provinces have been achieved. Successfully achieved outcomes include: the infant mortality
rate, the maternal mortality rate, the under-5 mortality rate, and child malnutrition. In Ninh Binh
province, the IMR is 3 per 1,000 live births, and the USMR is 2.5 per 1,000 live births. The MMR was
estimated to be 2.5 maternal deaths per 100,000 live births in Ninh Binh and 3.8 in Can Tho province.
These maternal mortality outcomes in Ninh Binh and Can Tho provinces are much better than the
national average of 75.1.

The inefficiency of drug procurement is impacted by the use of brand names as opposed to generic
drugs. Provincial data showed that brand names are nearly always prescribed. The concept of generic
drugs is new for many physicians. On the other hand, it is very encouraging that most of the drugs used
in public hospitals were procured through competitive bidding. Some drugs, such as drugs for national
vertical health programs were procured through competitive bidding at the national level. Competitive
bidding allows hospitals to purchase good quality drugs for the most competitive price. The “Collective
bidding procurement” or central procurement also indicate efficiency of the pharmaceutical system at
the national level.

Vietnam has several functional mechanisms to improve the rational use of drugs at hospitals such as:
Committee for drugs and therapeutics; regulations for medical record review; and improvement of
clinical pharmacies in hospitals. Vietnam also has a routine data collection system for efficacy, quality and
safety of marketed pharmaceutical products through the hospital’s drug information unit. There was a

23 5,24 (2000); 5,58 (2001); 5,13 (2002); 5,22 (2003); 5,52 (2004); 5,91 (2005); 6,44 (2006) — National Health Account, 2000-
2006
24 13,4 (2005); 9,6 (2006); 9,8 (2007) — Financial report of Ninh Binh province, 2007
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difference in the concept of quality in pharmaceutical management in this HSAA as opposed to the
regular report delivered by DAV. From the DAV perspective, quality assurance is aimed at providing
quality drugs for people based on standards and guidelines for drug production, quality control, storage,
and distribution. The HSA focuses mainly on outcome quality while DAV is more interested in process
quality.

Access is a measure of the extent to which a population can reach the health services it needs. It relates
to the presence or absence of economic, physical, cultural or other barriers that people might face in
using health services. In general, access to health services implies that both ill and healthy persons can
have access to the health services they need. Access to health services depends on availability of health
services, geographic and cultural characteristics, financial ability, and availability of health care staff. Table
I8 shows indicators used to examine the six health system functions in terms of accessibility. Access to
health care services was influenced by governance policies promoting financial access. The distribution of
health facilities and human resources across geographic areas allowed for access to most areas, including
rural areas. However, for ethnic minority groups living in mountainous areas, access was impeded by
transportation, linguistic, and cultural barriers. Data for policy making and planning was more accessible
at the national level. The provinces assessed lacked resources for adequate infrastructure and personnel.

TABLE 18. INDICATORS SELECTED FOR ACCESSIBILITY OF THE HEALTH CARE SYSTEM

Health Systems Indicators selected Can Tho | Ninh Binh
Function for access analysis
Finance Indicator 6. OOP spending as % of private expenditure on 2.5 25
health (fees for service, medicines, co-payments, deductibles)
Service provision Indicator 10. Number of primary care facilities in health 3 3
system per 10,000 population
Human resources Indicator I. The ratio of cadres of health care professionals 2.28 1.97

to the population

Major policies that ensure financial access to health care services and have created a platform for health
care accessibility are: the policy on development of grassroots health care, the health care fund for the
poor, Government Decree 63 on health insurance, and the policy on free health care for children under
6 years old. As discussed with regard to equity, the 2002 government decree on health care for the
poor has reduced financial barriers to access such that by 2007, 17.2 percent of total population had
received a Health Insurance card for the poor. Furthermore, to increase accessibility of other vulnerable
groups, the State budgets also covered health care for near-poor, children under six, and elderly.
Vietnam is the only country in the region to have a policy regarding health care for vulnerable groups to
ensure equity and accessibility in health care. However, some beneficiaries still had to face financial
difficulty in seeking health care because of payments for medicines or payments for indirect costs such as
food and transportation. Indirect costs are a barrier for poor people to get the necessary health care
services, especially inpatient services.

Physical or geographic access measures the extent to which health services are available and reachable
by people. At the national level as well as in Ninh Binh and Can Tho provinces, availability of health
services is fairly good in terms of quantity of health facilities. Most communes have health workers. The
proportion of communes which had commune health stations (CHS) was 98 percent (10.683/ 10.881
communes). On average, each commune has 3,000 to 10,000 inhabitants. Therefore, each 10,000
population has at least | to 3 primary care facilities.
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However, this does not guarantee equal access to health services in different areas. According to data
from MOH, there is a remarkable difference in the availability of health services between urban and rural
areas and by regions. The proportion of residents living within easy access to hospitals was much higher
in urban areas than in rural ones. On the contrary, access to health facilities at lower levels such as
regional polyclinic (RPC) and CHS, is similar between urban and rural areas. In recent years, the
Government has made a significant investment in the health network at grassroots level to make it
easier for people to have access to public health facilities. In our assessment, all communes in Can Tho
province have CHS, but in Ninh Binh there are four communes that still do not have CHS, two in Tam
Diep district, and two in Nho Quan district. However, this is due to the recent split of each of those
communes into two smaller ones.

Distance to a health facility affects access to health and it is one of the indicators that reflect physical
access to health. However, it is not enough to measure physical access by distance. With the same
distance, it takes more time to go to health facilities in mountainous areas than in urban or plain areas
due to poor quality roads and inconvenient types of transportation. In recent years, people’s physical
access to health facilities has improved remarkably due to the development of transportation
infrastructure. However, access to health facilities for people in mountainous areas is impeded by both
transportation and ethnic barriers. Most ethnic minorities live in the mountains or other difficult terrain.
Language and customs prevent them from freely accessing health services.

Accessibility in terms of human resources is expressed in terms of availability of health care staff, or the
ratio of cadres of health care professionals to the population. The two assessment provinces have a
shortage of health workers compared with national averages. The ratio of doctor to 10,000 population
of both Ninh Binh and Can Tho are lower than the ratio for the whole country. Other types of health
professionals such as pharmacists, nurses, asst. doctors, etc. are also in the same situation.
Unfortunately, due to shortages of administrative management staff, a number of highly skilled health
professionals have moved to higher positions of administration. In addition, the loss of skilled
professionals from the public to the private sector was also raised as a concern by the provinces. Private
health clinics can offer much higher salaries and there is a tendency for more and higher quality health
workers to leave the public sector to work in the private sector. This issue is more serious in big cities
including Can Tho. Furthermore, it is becoming very difficult to recruit well-trained new health care
staff. In Ninh Binh province, no new medical doctors are available to work at the district level. If the
present workforce imbalances persist, the shortage of health workers will be more serious in the
coming year. In two provinces, the ratio of health professionals per population is not high enough to
ensure accessibility of human resources.

According to WHO, quality is defined as the characteristic of a product or service that influences its
ability to satisfy stated or implied needs. Quality can be assessed from different perspectives including:
(1) patient quality; (2) technical quality; (3) management quality; and (4) human resource quality. Quality
can be observed in terms of the individual’s perceived needs or in terms of the society’s perceived
needs. With regard to the health system, we seek to achieve quality at the population level that may be
different from the individual level quality. Improving quality contributes to enhancement of the outcomes
of health care services, which are valued by individuals and populations. Quality strategies strengthen
health systems by increasing the contribution of health services and health systems to the highest
attainable level of health of individuals and populations.

Quality is reflected through the availability of updated clinical standards for MOH priority areas, high
burden diseases areas, and/or areas responsible for high morbidity and mortality. In Vietnam, the
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therapeutic department, MOH designed and provided clinical standards for some priority areas,
including common diseases, high morbidity and mortality diseases or emerging issues, etc. In theory,
these clinical standards are provided for both public and private health facilities, but mainly for the public
sector. In addition to available clinical standards, quality supervision and other quality assurance
measures are important indicators. Therefore, indicators to measure quality assurance can be taken to
assess the quality of the health system as well. One main reason for this fact is that the standards are
not adapted to local conditions. Health systems assessment results demonstrated that some hospitals in
both Ninh Binh and Can Tho have adapted national treatment guidelines to take into account local
situations. The practice was not commonly implemented in all health facilities, especially at low levels
such as district hospital and CHS.

Researchers did not collect data on qualification, registration, certification or licensing mechanism of
health workers both in public and private health sector. At present, the registration, certification, or
licensing for health staff in order to practice applied mainly for the private health sector. Thus, this
indicator was ranked at an adequate level in both provinces.

There are different concepts concerning Sustainability in Health. From literature reviews about
definition of Sustainability in Health, the most useful definition that may apply in Vietnam is: A health
service is sustainable when operated by an organizational system with the long-term ability to mobilize and
allocate sufficient and appropriate resources (manpower, technology, information and finance) for activities that
meet individual or public health needs/demands?s. The framework for analysis consisted of three factors: (1)
organizational capacity representing the capacity to carry out a set of tasks faced by the organization; (2)
financial factor; and (3) human resource factor.

In this assessment, the performance of the health care system in terms of sustainability is discussed
based on the indicators presented in Table 19:

TABLE 19. SCORE FOR SUSTAINABILITY

Criteria HSA indicator Ninh Binh | Can Tho

Health financing Indicator 10: Central and local government budget | )
allocations for health in decentralized systems

Health service Indicator 18. Utilization of private providers for

delivery health services in rural vs. urban areas per type of 1.2 1.8
provider

Human resources Indicator 19: Availability of a functioning management
and leadership development program that have been 1.78 1.94

implemented in these two provinces

Results indicate that criteria scored are in between |.5 to 2. Government spending is 40 percent of the
total health expenditure. 26 OOP expenditure (OOP) remains high. In Ninh Binh, government
expenditures on health compared as a proportion of total health expenditure are above 40 percent?’.

25 |Ingvar Theo Olsen, Sustainability of Health Care: a framework for analysis. Health policy and Planning, Oxford University
Press, 1998. 13(3), 287-295.

26 25,43 percent (2000); 27,28 percent (2001); 25,60 percent (2002); 27,25 percent (2003); 23,14 percent (2004); 21,74 percent

(2005); 28,77 percent (2006). NHA, 2000-2006

27 58,9 percent (2005); 57,5 percent (2006); 58,9 percent (2007). Province Financial report of Ninh Binh. 2007
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Out of pocket expenditures are moderate and coverage is high (including for preventive care as well as
for vulnerable groups). Similar to Ninh Binh, government expenditures on health in Can Tho were also
above 40 percent?8; out of pocket expenditures are moderate. However, coverage is moderate.
Percentage of OOP expenses is lower in Ninh Binh than Can Tho province. This is understandable
because the proportion of the poor in Ninh Binh is higher than in Can Tho and they are eligible for the
national health insurance scheme.

Despite the increase in the number of development partners in Vietnam, the percentage of donor
spending on health compared to total national health spending is moderately declining and government
dependence on donor funds for health services is declining as well, down from 2.67 percent in 2000 to
2.33 percent in 2006%°. In Ninh Binh, the percentage of donor spending on health is very small (only .33
percent in 2007) and local government does not depend on donor funds for health services®.

The sustainability of health financing at national and provincial levels is a weakness that should be
addressed. National and provincial level health systems lack adequate funds to maintain their activities
due to the realities of health system development and the health care situation of the provinces. Local
governments are responsible for health financing according to the decentralized system, therefore, local
governments have responsibility for additional resources for health. This responsibility increases
commitment from local government to make their budget allocations sustainable within the
decentralized system.

Institutional capacity in the 2 provinces is weak. According to the activities in terms of program
development and management strengthening capacity of the leaders, PHB in the provinces have already
organized some short courses as well as sent their staff to attend the training courses at central level.
However, neither of the assessment provinces have established a long term program for management
and leadership development. There is no standard national program or courses for developing and
strengthening management capacity in health. Courses for this objective are usually organized in a non-
systematic way by some National health programs/projects or some departments from MOH. In
addition, most of the courses are usually for a short period and only focus on certain aspects of the
health management. In the training institutions (both for health sector and other sectors), the
curriculum and training program for long term training in health management are not formally available,
therefore most of the leaders in the health sector have not been specialized and qualified in health
management skills. Thus, the health managers have difficulty managing health facilities in the current
transition economy. This problem is particularly acute at provincial levels. Under the circumstance of
Vietnam, the leaders/heads of health facilities do not have appropriate management training. In order to
address the sustainability of the health system in terms of human resources, the local situation could be
better measured with an additional indicator such as: “Percentage of health facilities managers trained in
Leadership/Management:

28 44,3 percent (2005); 50,3 percent (2006); 50,3 percent (2007). Province Financial report of Ninh Binh. 2007

29 2,67 percent (2000); 2,74 percent (2001); 3,43 percent (2002); 2,72 percent (2003); 2,23 percent (2004); 2,43 percent (2005);
2,33 percent (2006). NHA, 2000-2006

30 0,20 percent (2005); 0,16 percent (2006); 0,33 percent (2007). Province Financial report of Ninh Binh. 2007
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Six major conclusions can be drawn from this assessment. First, the provincial health systems in both
Ninh Binh and Can Tho provinces are highly functional. Specifically, the role of government is well
identified. Mechanisms are in place to encourage civil society participation in policy making. The
decentralization process, including budget allocations appears to be reaching all levels of care.

Second, Health information systems received the lowest score of all the health system functions. Nearly
every component received a score of less than adequate. In both provinces, the provincial/local
government does not provide the equipment, forms or training regarding health information
management. The HMIS in the two provinces are funded mostly by central budget and projects;
statistical and computer staff are few and their technical qualifications are limited, especially at the
grassroots level.

Third, from the health financing aspect, out of pocket health expenditure patterns and increases in per
capita health expenditure suggest that finances may act as a barrier to accessing health services. The
central government has tried to mitigate the effects of high OOP expenditure with its exemption
policies for the poor and near poor. Budget allocation mechanisms for health are not based on outputs.

Fourth, the public health facilities in Ninh Binh and Can Tho have wide service coverage. The service
delivery access and coverage component received high scores. At the provincial level, there are
provincial general hospitals and provincial specialized hospitals such as TB and lung diseases, and
traditional medicine. At the district level, there are district hospitals that treat inpatients using basic
techniques for emergency care and common diseases. At the commune level, the commune health
station (CHS) mainly focuses on preventive care and provision of outpatient care services.

Fifth, Vietnam has a relatively adequate number of human resources for health. In two provinces, there
are shortages of certain specialist cadres at grass roots level due in part to the change in health system
structures at that level in recent years (new structure was established at district level). New managers
at varying levels of care have come from among the most senior health facility staff, particularly
specialists. The organizational changes have also contributed to the staffing shifts within provinces
towards higher levels of care. The performance management component shows a weakness in the area
of salary and merit awards. Job descriptions are available and regularly updated, but only for certain
positions. There is also no formal mechanism for individual performance planning.

Finally, in the two provinces, the pharmaceuticals management function generally scored well. The
procurement component appeared to be the only serious weakness in pharmaceutical management. The
other seven components of pharmaceutical management, including budgeting, financing for drugs,
pharmaceutical policies and accessibility to good quality products and services, had good profiles. The
weaker profiles were for rational use of drug and storage and distribution aspects. Mechanisms to
improve the use of medicines in hospitals and treatment guidelines for common health problems existed
but did not function very well in both public and private facilities. Standardized quantification methods
for drug procurement were not applied in these two provinces. Different hospitals used different
methods to estimate drug quantity needs for procurement.
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Module

Governance

Financing

64

Name/Title
Department for Planning and Finance, MOH

Provincial assembly of Ninh Binh and Can Tho

Directors of Ninh Binh and Can Tho PHD

Directors of Can tho and Ninh Binh provincial general
hospital

Representative from Can Tho and Ninh Binh provincial
people council

Directors of 8 district general hospital/health center in Can
tho and Ninh Binh province

Head of 8 district health office in Can Tho and Ninh Binh
province

Department for Planning and Finance, MOH
Finance dept. of DOH in Ninh Binh and Can Tho province
Dept. of Finance in Ninh Binh and Can Tho

Finance dept. of general hospital in Can Tho and Ninh Binh
province

Finance dept. of 8 district general hospital/health center in
Can Tho and Ninh Binh province

Notes
Nguyen Hoang Long, Vice director

Pham Quoc Hung

Nguyen Thi Nhung

Trinh Xuan Dat, director

Vu Van Can, Vice director
Tong Quang Thinh, Vice director
Le Hung Dung, Director
Nguyen Huu Quy, director
Nguyen Van Thanh, Director
Nguyen Ngoc Suong, Deputy chair
Nguyen Van Chau, Vice chair
Phan Sy Dien, vice director
Pham DinhHoan, director
Bui Duc Hoang, director

Le Huu Luong, director
Nguyen Duc Ban, director
Dinh Van Dung, director
Nguyen Anh Dung, director
Dang Dao Anh, vice director
Le Van Long, Diretor

Dinh Duc Manh

Nguyen Kim Doanh

Nguyen Xuan Cuong

Phung Van Giang

Truong Quoc Dat

Nguyen Kim Doanh

Nguyen Thi Kim Hai

Phan Van Thien

Huynh Minh Phuong

Nguyen Huu Hoa

Do Khac Trung

Nguyen Quang An, vice director
Trinh Viet Dien, Head

Pham Duy Hoa

Le Hoang Kim Phung

Ninh Duc Tai

Hoang Vong

Nguyen Thi Vien

Pham Thi Hue

Nguyen Le To Nga

Pham Thi Tuyet

Nguyen Thi Duc

Nguyen Thi Chuc

Dinh Duc Manh



Module

Service Delivery

Human
Resources

Name/Title

Vice director of Medical Services Administration, MOH
Head of Medicince Occupational, Health Dept. of Can Tho
and Ninh Binh province.

Planning dept. of DOH of Ninh Binh and Can Tho
Vice director of provincial Ninh Binh and Can Tho hospital

Director and vice director of 8 district general
hospital/health center in Can Tho and Ninh Binh province

Planning dept. of 8 district general hospital/health center in
Can Tho and Ninh Binh province

Inspection Dept of DOH of Ninh Binh and Can Tho
Personel Dept. of DOH of Ninh Binh and Can Tho

Preventive center of Can Tho and Ninh Binh province

Preventive center/dept of 8 district general hospital/health
center in Can Tho and Ninh Binh province

8 district general hospital/health center in Can Tho and Ninh

Binh province

Notes

Ta Thi Dung

Vu Thi Thieu

Nguyen Thi Dieu

Tran Thi Diem Thuy

Le Thanh Trung

Pham Duc Mug, vice director
Dr. Doan Ngoc Quy, Vice director
Le thi Phuong Lan

Tran Hong Tham

Pham Manh Giao

Dang Van Thang, head

Dang Van Chung, vice director
Nguyen Hieu Chung, Director
Pham Ngoc Cao, director
Nguyen Xuan Truong

Ho Thi Minh

Pham Manh Thang

Truong Quoc Dat

Tong Hoang Viet

Tran Phuc Luc

Tran Van Chi

Le Tan Hang

Pham Van At, head

Dinh Van Chung

Nguyen Hieu Hiep

Bui Van Khanh,

Phan Van Duc

Vuong Trung Le

Dinh Xuan Hai

Tran Van Chi

Do Thi Ngoc Bao

Ngo Hung Ca

Dang Thi Quy, deputy head
Trinh Viet Dien

Bui Minh Chau, director
Tran Van Nghia

Tran Hien

Pham Thi Thuy

Nguyen Kieu Nghia, Director
Pham Ngoc Cao, director
Vu Thi Huong

Ha Thi Xuan

Hoan Van Huyen

Trinh Thi Le Duyen

Hoang Dieu, Director
Nguyen Viet Hoa

Nguyen Xuan Canh, vice director
Dao Van Ung, vice director
Tran Van Phuong, head
Nguyen Van Sau, head

Le Thanh Xuan

Nguyen Quang Thong

Le Trung Dung
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Module

Pharmaceuticals

Health
Information
System

Name/Title

Personnel dept. of 8 district general hospital/health center in
Can Tho and Ninh Binh province

Representative of Vietnam Drug Administration, MOH

Representative from Administration of Curative care, MOH
Officer in charge of pharmaceutical management at Can Tho
and Ninh Binh PHD;

Head of pharmacy department at Can Tho and Ninh Binh
provincial general hospital

Head of pharmacy department at 8 district general hospital
in Can Tho and Ninh Binh province

Representative from pharmacy owners

Representative from pharmaceutical companies
Representative from Department for Planning and Finance,
MOH

Planning dept. of DOH of Ninh Binh and Can Tho

Planning dept of provincial hospital, of Ninh Binh and Can
Tho

Planning dept. of district hospitals of Ninh Binh and Can
Tho

Notes

Pham Van Doanh

Hoan Van Huyen

Trinh Thi Le Duyen

Le Thanh Xuan

Dao Van Ung

Dinh Van Chung

Tran Hai Ninh

Hoang Viet Thang

An Thi Nguyen

Chu Quoc Thinh
Nguyen Duc Bon

Pham Duc Mug, vice director
Bui Van Thinh

Dang Thanh Thuy, Head
Pham Van Liem, head
Huynh Huu Nghia

Nguyen Thien Hung

Le Van Minh

Dinh Quoc An

Tran Viet Son

Nguyen thi Bich Phuong

Le Thi Minh Chau

Tran Thi Diem Pha

Pham Quoc Nam

Huynh Van Hoang

Bui Huy Du, vice director
Hoang Thanh Huong, head of
health system information dept.
Nguyen Van Hien

Ngo Bich Phuong

Tran Thanh Liem

Doan Anh Liem

Doan Minh Tuan

Vu Van Lang, deputy head
Phan Thi Thu Ngan, Head
Le Thi Chien

Yen Ngoc Hoai

Vuong Trung Le

Dinh Xuan Hai

Pham Van At, head

Dinh Van Chung

Nguyen Hieu Hiep

Bui Van Khanh,

Phan Van Duc

Tran Van Chi

Note: Some person have to resposible for more than one position or just represent for the position (usualy vice
director resposible for the head of department)
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TABLE BI.

Component

Responsiveness of
government to
public needs

Voice

Exercising local
technical oversight
of health service
quality

Production of
services needed by
the public

Information and
reporting

SUMMARY SCORE FOR GOVERNANCE INDICATORS AND GOVERNANCE

COMPONENTS FROM NINH BINH AND CAN THO PROVINCE.

Indicator

I. Government and health provider organizations regularly
organize forums to solicit input from the public and concerned
stakeholders (vulnerable groups, groups with particular health
issue, etc.) about priorities, services, and resources.

2. The public and concerned stakeholders have the capacity to
advocate and participate effectively with public officials in the
establishment of policies, plans and budgets for health services

3. Technical experts, civil society organizations, and health
service users have influence on legislation concerning health.

4. There are forums and procedures that give the public,
technical experts, and local communities opportunities to
provide inputs into the development of priorities, strategies,
plans and budgets.

5. There are government, voluntary, and private organizations
that oversee the way provider organizations follow protocols,
standards, and codes of conduct in regard to medical
malpractice, unfair pricing patterns, discrimination against
clients, etc.

6. Health services are organized and financed in ways that offer
incentives to public, NGO, and private providers to improve
performance in the delivery of health services.

7. The public or concerned stakeholders have regular
opportunities to meet with managers (directors) of health
service organizations (hospitals, health centers, clinics) to raise
issues about service efficiency or quality.

8. Government officials rely on research and evaluation studies
when they formulate policies, plans, regulations, procedures,
and standards

9. Service providers use evidence on program results, patient
satisfaction, and other health-related information to improve
the services they deliver.

Average
Score for
Indicator
Can | Ninh
Tho Binh
2.0 2.0
3.0 3.0
2.0 2.0
2.0 2.0
1.0 1.0
2.0 2.0
3.0 3.0
2.0 2.0
2.0 2.0

Average
Score for
Component
Can Ninh
Tho Binh
2.5 2.5
2.0 2.0
1.0 1.0
2.5 2.0
2.0 2.0
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Component

Direction,
oversight and
resource allocation
tasks carried by
government

Indicator

10. The allocation and utilization of resources is regularly
tracked and information on results is available for review by
the public and concerned stakeholders.

I 1. Information about the quality and cost of health services is
publicly available to help clients select their health providers or
health facilities.

|2. Service providers use evidence on program results, patient
satisfaction, and other health-related information to lobby
government officials for policy, program, and/or procedural
changes.

I3. Protocols, standards, and codes of conduct, including
certification procedures, have been developed for and
disseminated to training institutions, health service facilities,
and health providers.

[4. There are government and private organizations to help
providers, clients, and other concerned stakeholders when
regulations, protocols, standards, and/or codes of conduct are
not complied with.

I5. Procedures exist for reporting, investigating, and
adjudicating misallocation or misuse of resources.

|6. There are procedures and institutions that clients,
providers, and concerned stakeholders can use to fight bias and
inequity in accessing health services.

I7. Civil society organizations (including professional
organizations, specialized health-related NGOs, the media)
provide oversight of public, NGO, and private provider
organizations in the way they deliver and finance health
services

Average

Score for
Indicator
Can | Ninh
Tho Binh
2.0 2.0
1.0 1.0
3.0 3.0
3.0 3.0
3.0 3.0
3.0 3.0
3.0 3.0
1.0 1.0

Average
Score for
Component

Can
Tho

2.6

Ninh
Binh

2.6
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TABLE B2. RESULT OF GOVERNANCE SCORING INDICATORS AND COMPONENT AT THE

Component

Voice

Exercising local
technical oversight of
health service quality

Production of
services needed by
the public

Information and
reporting

NATIONAL LEVEL

Indicator

I. Government and health provider organizations
regularly organize forums to solicit input from the public
and concerned stakeholders (vulnerable groups, groups
with particular health issue, etc.) about priorities,
services, and resources.

2. The public and concerned stakeholders have the
capacity to advocate and participate effectively with
public officials in the establishment of policies, plans and
budgets for health services

3. Technical experts, civil society organizations, and
health service users have influence on legislation
concerning health.

4. There are forums and procedures that give the public,
technical experts, and local communities opportunities to
provide inputs into the development of priorities,
strategies, plans and budgets.

5. There are government, voluntary, and private
organizations that oversee the way provider
organizations follow protocols, standards, and codes of
conduct in regard to medical malpractice, unfair pricing
patterns, discrimination against clients, etc.

6. Health services are organized and financed in ways that
offer incentives to public, NGO, and private providers to
improve performance in the delivery of health services.

7. The public or concerned stakeholders have regular
opportunities to meet with managers (directors) of
health service organizations (hospitals, health centers,
clinics) to raise issues about service efficiency or quality.
8. Government officials rely on research and evaluation
studies when they formulate policies, plans, regulations,
procedures, and standards

9. Service providers use evidence on program results,
patient satisfaction, and other health-related information
to improve the services they deliver.

10. The allocation and utilization of resources is regularly
tracked and information on results is available for review
by the public and concerned stakeholders.

I'l. Information about the quality and cost of health
services is publicly available to help clients select their
health providers or health facilities.

Score for
Indicator

3.0

3.0

20

2.0

2.0

3.0

Score for
Component

20

25

2.0
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Component Indicator Score for Score for

Indicator Component
12. Service providers use evidence on program results,
patient satisfaction, and other health-related information
to lobby government officials for policy, program, and/or 3
procedural changes.
3. Protocols, standards, and codes of conduct, including
certification procedures, have been developed for and 30

disseminated to training institutions, health service
facilities, and health providers.

[4. There are government and private organizations to

help providers, clients, and other concerned stakeholders 30

when regulations, protocols, standards, and/or codes of )
Direction, oversight | conduct are not complied with.

and resource I5. Procedures exist for reporting, investigating, and 3.0
allocation tasks adjudicating misallocation or misuse of resources. 2.6
carried by

|6. There are procedures and institutions that clients,
providers, and concerned stakeholders can use to fight 3.0
bias and inequity in accessing health services.

government

I7. Civil society organizations (including professional

organizations, specialized health-related NGOs, the

media) provide oversight of public,c NGO, and private 1.0
provider organizations in the way they deliver and finance

health services
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TABLE B3. INDICATOR AND COMPONENT RATING FOR HEALTH FINANCING

Component

Revenue
Collection:
amount and
sources of
financial
resources

Pooling and
allocation of
financial
resources:
Government
budget
formulation and
allocation

Purchasing and
provider
payment

Average Score for

Indicator
Indicators
. Ninh Can
National Binh Tho
Total expenditure on health as % of 3 2 2

GDP

Per capita total health expenditure,
at average exchange rate (USD)
Government expenditure on health
as % of total government 25 2 2
expenditure

Public (government) spending on

health as % of total health 2 3 25
expenditure

Donor spending on health as % of

3 NA NA

total health spending 2 3 NA
OOP spending as % of private

expenditure on health (fees for ) 25 25
service, medicines, co-payments, ’
deductibles)

MOH budget trends 2 NA NA
Process of MOH budget formulation 2 2 2
MOH budget allocation structure 2 2 2
Central and local government budget

allocations for health in decentralized 1.5 I 3
systems

Percent of government health budget
spent on outpatient /inpatient care
Percent of government health budget
allocation in lowland and
mountainous areas (but not
rural/urban areas)

Percent of government health budget
spent on health worker salaries,
training, medicines and supplies,
other recurrent costs

Local level spending authority NA 2 2
Percent of government health budget

NA NA NA

NA NA NA

spent on curative/ preventive care 5 3 I
Multiple mechanisms for purchasing
. 2 2 2

health care services
Policy for user fee payments in the

. 3 3 3
public sector
Allocation of user fee revenues NA 3 3
Informal user fees in the public ) ) )
sector

Contracting mechanisms between
MOH and public or private service I I I
providers

Incentive and performance-based

: NA NA NA
financing schemes

Average Score for

Component
. Ninh
National Binh
2.42 25
2.0 1.83
2.0 22

Can
Tho

2.25

2.0

22
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Component

Availability of
Service Delivery

Service Delivery
Access,
Coverage and
Utilization

Service Delivery
Outcomes

Service Delivery
Acess and
Utilization

Organization of
Service Delivery

TABLE B4. INDICATOR AND COMPONENT RATING FOR SERVICE DELIVERY

u

0 N o

10.

12.

14.

I5.

l6.
17.

18.
19.

20.

2

22.

Indicator

. Number of Hospital beds (per 10 000 opulation)

Percentage of births attended to by skilled
health personnel per year

. DPT3 immunization coverage: one-year-olds

immunized with three doses of diphtheria,
tetanus toxoid, and pertussis (DPT3) (%)
Contraceptive Prevalence (% of women

aged 15-49)

Percentage of pregnant Women who received

| + antenatal care visits (%)

Life expectancy at birth, total (years)

Mortality rate, infant (per 1,000 live births)
Maternal mortality rate (per 100, 000 live births)

Prevalence of HIV, total (% of population
aged 15—49)

Number of primary care facilities in health
system per 10,000 population

. Percentage of primary care facilities that are

adequately equipped

Awvailability of updated clinical standards for
MOH priority areas, high burden diseases areas,
and/or areas responsible for high morbidity and
mortality

. Ratio of health care professionals to the

population

Percentage of people living within standard
distance from a health facility

Household expenditures on health care and
financial access

Existence of user fee exemptions and waivers
Increased number of primary care or outpatient
visits per person to health facilities per year
Private sector service delivery

Existence of work place programs that offer
health services to employees

Availability of integrated primary health care
services (immunizations, TB, prenatal care,
family planning, malaria, nutritional services)

. Availability of primary health care services

through vertical programs

Existence of information systems that can store
and retrieve information over time about
patients

Average Score for

Indicator

NINH BINH | CAN THO

2.14

3.00

2.90

2.12

2.93
2.00

2.68

1.43

3.00
2.54

1.98

1.76

2.63

2.26
2.56

2.37
1.64

1.58

1.99

1.39

2.24

3.00

2.97

2.28

293
2.00

2.70

1.51

3.00
2.50

1.84

1.93

2.48

2.26
243

2.39
2.28

2.00

2.13

1.68

Average Score for

Component

NINH BINH CAN THO
2.14 2.24
2.74 2.79
2.20 221
2.17 231
1.72 1.90
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Quality
Assurance of
Care

Community
Participation in
Service Delivery

23.

24.

25.

26.

27.

28.

29.

30.

31

Existence of referral mechanisms between
different levels of health care

Existence of national policies for promoting
quality of care

Existence of quality standards adapted to local
level situations

Existence of clinical supervision by
provincial/district level supervisor

Percentage of supervision visits to health
centers planned that were actually conducted

Existence of other methods assuring quality of
care besides supervision (accreditation and
certification renewals, quality improvement
methodologies, health audits, client satisfaction
surveys, community quality assurance teams)
Presence of official mechanisms to ensure the
active engagement of civil society and the
community in management of the health system
(community health committees, community
representation in provincial/district level
decision making bodies)

Presence of official mechanisms to ensure the
active engagement of civil society and the
community in service delivery

Existence of official mechanisms for obtaining
community views on priorities, quality, and
barriers related to health services

1.89

1.62

1.70

2.04

2.57

1.69

2.39

2.20

1.53

2.00

1.78

1.83

2.19

2.57

1.68

2.13

2.20

1.80

1.92

2.04
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TABLE B5. INDICATOR AND COMPONENT RATING FOR HUMAN RESOURCES

Average Score for Average Score for
Components Indicators Indicator Component

Ninh Binh | Can Tho | Ninh Binh | Can Tho
Human The ratio of cadres of health care

: . 1.97 2.28 1.97 2.28
resources data professionals to the population
The distribution of health care professionals
. 1.87 2.00
Human by level of care in urban and rural areas
Resources Presence of human resources data system 2.39 2.39 1.96 2.10
Planning Existence of a functioning HR planning system 2.40 2.40
Percentage of budget dedicated to HR 1.20 1.60
Awvailability of a functioning job classification 250 250
system
Awvailability of functioning compensation and
benefits system that is used in a consistent
. 2.10 2.10
manner to determine salary upgrades and
merit awards
Human Awvailability of formal process for recruitment,
. : 3.00 3.00
Resources hiring, transfer, and promotion 2.46 247
Policies Awvailability of employee conditions of service
; ; 244 25
documentation (e.g., policy manual)
Presence of a formal relationship with unions 3.00 3.00
Registration, certification, or licensing is
required for categories of staff in order to 2.39 2.39
practice
Awvailability of salary scale 1.78 1.78
Availability of Job descriptions 2.39 2.39
Existence of supervision plan (clinical and
. . . 2.00 2.11
administrative supervision)
Percentage of supervision visits to health
Performance centers planned that were actually conducted 267 270 2.12 232
Management P Y
Awvailability of a formal mechanism for
s . . 1.78 1.78
individual performance planning and review
Auvailability of a functioning incentive package
. : 1.78 2.08
including monetary and non-monetary
Availability of a formal in-service training
2.00 2.13
component for all levels of staff
Training and Avallabllllty of a functioning management and |72 | 94
Education leadership development program 1.94 2.07
Awvailability of links and “feedback loops”
between the organization and pre-service 2.10 2.14

training institutions

74



TABLE B6: INDICATOR AND COMPONENT SCORING FOR PHARMACEUTICAL

Component

Budget

Pharmaceutical
policies, laws,
and regulations

Procurement

Indicators

|.Total expenditure on
pharmaceuticals (% of total
expenditure on health)

2. Total expenditure on
pharmaceuticals

3. Government expenditure on
pharmaceuticals

4. Private expenditure on
pharmaceuticals

5. Existence of a National Essential
Medicines Policy (NMP) or other
government document that sets
objectives and strategies for the
pharmaceutical sector based on
priority health problems

6. Existence of a comprehensive
pharmaceutical law

7. Existence of a National Drug
Regulatory Authority (NDRA)
responsible for the promulgation of
regulations and for enforcement

8. Existence of procedures for
pharmaceutical registration

9. Generation of revenue from the
pharmaceutical registration
procedures for the MOH

10 Existence of a system for the
collection of data regarding the
efficacy, quality, and/or safety of
marketed pharmaceutical products
(post-marketing surveillance)

I'l Mechanisms exist for the
licensing, inspection, and control of
pharmaceutical personnel,
manufacturers,
distributors/importers, and
pharmacies/drug retail stores

12, 13, 14, I5. Existence,
management, and organization of a
national essential medicines list
(NEML)

16 Existence of formal standard
operational procuedures (SOPs) for
conducting procurement in the
public sector

Average Score for

Indicator
. Ninh
National Binh
3 NA
3 3
3 NA
3 NA
2 NA
| NA
3 NA
| NA
| |
3 3
3 3
3 3

Can
Tho

NA

NA

NA

NA

NA

NA

MANAGEMENT AT NATIONAL AND TWO INVESTIGATED PROVINCES

Average Score for

Component
. Ninh Can
National Binh Tho
3 3 25
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Average Score for Average Score for
Indicator Component
Ninh Can Ninh Can

National Binh Tho National Binh Tho

Component Indicators

17. Use of generic of nonpropriety
names (INN) for MOH I I I
procurements
18. Procurement Operations
(number of procurement operations 2 2 2
per year)
19. Percentage of MOH
pharmaceuticals procured through 3 3 3
competitive bid
20. Existence of a pre-or post-
qualification process related to I I I
product safety, efficacy, and quality
21. Samples requested and tested I I I
22. Pharmaceuticals procured based
on reliable estimates
23.Existence of procedures to
manage distribution of I I I
pharmaceuticals
Storage and 24. Existence of independent supply
Distribution systems for vertical programs
25. Value of inventory loss 3 3 3
26. Existence of refrigeration units
with functional termperature control
at each level of the distribution
system
Appropriate Use | 27. Existence of functioning
mechanisms/tools to improve the
use of medicines in hospitals and
health facilities
28. Existence of national therapeutic
guides with standardized treatments 2 2 2
for common health problems
29. Existence of treatment
guidelines used for basic and 2 2 2
inservice training of health personnel
Access to 30. Percentage of a set of unexpired
Quality Products | tracer items available
and Services 31. Percentage of the population
having access to a public or private
health facility/pharmacy that
dispenses pharmaceuticals
32. Existence of licensing provisions
or incentives that increase
geographic access by
consumers/patients to quality
products and services through
private wholesalers and retailers
33. Population per licensed
pharmacist or pharmacy technician

23 23 2
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Component

Financing

Indicators

34. Population per authorized
prescriber

35. Population per drug retail outlet
in private sector

36. Percent of households that are
more than 5/10/20 km from a health
facility/pharmacy that is expected to
dispense a set of tracer items in
stock

37. Proportion of the annual national
expenditure on medicines by the
government budget, donors,
charities, and private patients

38. Existence of mechanisms to
recover the cost of pharmaceuticals
dispensed in MOH facilities

39. Existence of price control
mechanism for pharmaceuticals in
the private sector

Average Score for

National

NA

Indicator

Ninh
Binh

3

3

NA

Can
Tho

3

3

NA

Average Score for

Component
. Ninh
National Binh
23 23

Can
Tho

23
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TABLE B7 INDICATOR AND COMPONENT RATING FOR HEALTH INFORMATION SYSTEM

Compone
nt

Resources,
Policies,
and
Regulation

Data
Collection
and Quality

Data
Analysis

Use of
Information
for

Indicators

Availability of financial and/or physical resources to support
HIS-related items within MOH/central budget, regional,
and/or district budgets

Presence of international donors providing specific
assistance to support strengthening the entire HIS or its
individual and/or vertical components in more than one
region

Existence of policies, laws, and regulations mandating public
and private health facilities/providers to report indicators
determined by the national HIS

Presence of clear procedures for allocating resources and
planning in the health system based on the information
products of HIS

Presence of mechanisms to review the utility of current HIS
indiciators for the planning, management, and evaluation
process, and to adapt and modify accordingly

Percentage of districts represented in reported information

Percentage of private health facility data included in
reported data

Awvailability of clear standards and guidelines for data
collection and reporting procedures

Number of reports a typical health facility submits monthly,
quarterly, or annually

Presence of procedures to verify the quality of data
reported, such as data accuracy checklists prior to report
acceptance, international data quality audit vists

Awvailability of a national summary report which contains HIS
information, analysis, and interpretation (most recent year)
Awvailability at each level of a sufficinet number of qualified
personnel and infrastructure to compile and analyze
information

Evidence of ongoing training activities related to HIS data
collection and analysis

Presence of written guidelines specifying the methods and
products of data analysis to be performed

The data derived from different health programs documents
are widely available

Awvailability of appropriate and accurate denominators (such
as population by age groups, by facility catchment area, by
sex, number of pregnant women) for analysis

Availability of timely data analysis to meet the needs of
stakeholders and users

Use of data for planning, budgeting, or fundraising activities
in the past year

Average Score for

VN

25

Indicator

Ninh
Binh

Can
Tho

Average Score for

VN

1.42

Component
Ninh | Can
Binh | Tho

I I
.12 .12
1.42 1.58
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Compone
nt

Manageme
nt, Policy
Making,
Governanc
e and
Accountabi

lity

Indicators

Data or results of analyses are feed back to data providers
to inform them of program performance

Average Score for

Indicator
Ninh | Can
VN Binh Tho

Average Score for

VN

Component
Ninh | Can
Binh | Tho
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Criteria

Equity

Efficiency

HSA indicator

Indicator. |. Government and
health provider organizations
regularly organize forums to solicit
input from the public and
concerned stakeholders
(vulnerable groups, groups with
particular health issue, etc.) about
priorities, services, and resources.

Indicator 5. There are
government, voluntary, and private
organizations that oversee the way
provider organizations follow
protocols, standards, and codes of
conduct in regard to medical
malpractice, unfair pricing
patterns, discrimination against
clients, etc.

Indicator 17. Civil society
organizations (including
professional organizations,
specialized health-related NGOs,
the media) provide oversight of
public, NGO, and private provider
organizations in the way they
deliver and finance health services
Indicator 4. There are forums
and procedures that give the
public, technical experts, and local
communities opportunities to

Suggested
indicator for VN

Discussion

Score: 3 points for national level, 2 for
provincial level;

At central level: Central Party Committees,
MOMH, MoLISA, MOF, Commission for social
affairs of the national assemble frequently
organized forums to solicit input from public
about services and resources for health care;
At provincial level: Provincial People Counsel
(committee for culture and social affairs),
DOH, DOLISA, DOF also have frequent
meeting and forum on health care for the
poor, children under 6 etc.

This indicator is not a good indicator for
assessment of equity in health care in
Vietnam, as NGOs are not involved actively
in supervision of health care protocol,
standards and codes of conduct. The
supervision is function of the government
bodies.

The fact that Vietnam has not developed a
civil society should be taken into account,
when assessing the function of NGOs in term
of supervision or licensing of health
personnel.

Better indicators for assessment of equity
should be taken from health financing and/or
health care delivery section.

According scoring criteria, this component
has been given only | point (not adequate,
correspondent to “only government institutions
and organizations provide oversight for quality of
service delivery”).

Relevance of the indicator for Vietnam
context: +

This indicator got 3 points for national level
as well as provincial level. Those forums are
very diverse from communities to ministries
and national assemble. Regulations and
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Criteria

Access

Quality

HSA indicator

provide inputs into the
development of priorities,
strategies, plans and budgets.

Indicator 16. There are
procedures and institutions that
clients, providers, and concerned
stakeholders can use to fight bias
and inequity in accessing health
services.

Indicator 8. Government officials

rely on research and evaluation
studies when they formulate
policies, plans, regulations,
procedures, and standards

Suggested
indicator for VN

Indicator 7: The
public or
concerned
stakeholders have
regular
opportunities to
meet with
managers
(directors) of
health service
organizations
(hospitals, health
centers, clinics) to
raise issues about
service efficiency
or quality.

Discussion

procedures on development of policies
strategies, plans or budgets are there to give
technical experts and local communities
opportunities to provide input to health care
strategies and plans.

The direct dialogue between health providers
and patients contribute very positively on
efficiency and quality of health care services.

Score: National level: 3; Ninh Binh: 3; Can
Tho: 3.

Resolution 46, issued by the Party Polit Buro
in 2005 on health care confirmed again the
orientation for the development of health
care system towards equity and efficiency.
Based on this resolution, a series of other
guiding documents have been issued, formed
legal ground for organizations and individuals
to use and fight bias and inequity in access to
health care services. Some of those policies
are policy on development of grassroots
health care, health care fund for the poor,
Government Decree 63 on health insurance,
policy on free health care for children under
6 years old.

Relevance of the indicator for Vietnam
context: +++

Formulation of evidence-based health care
policies has gradually been implemented in
Vietnam in general. The Vietnamese health
care system has, over the past many years,
develop a system to collect and process most
important health data. In the process of
making major health policies, undertaking of
research to get evidence for policy
formulation became compulsory.

Current HSA tools still lack that indicator.
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Criteria

Sustainability

HSA indicator

Indicator 10. The allocation and
utilization of resources is regularly
tracked and information on results
is available for review by the public
and concerned stakeholders.

Suggested
indicator for VN

Proposed new
indicator: Quality
assurance system
or quality control
procedures have
been developed
and are
implemented
regularly.

Indictor 6: Health
services are
organized and
financed in ways
that offer
incentives to
public, NGO, and
private providers
to improve
performance in the
delivery of health
services.

Discussion

This indicator has score of 2 points, both at
national and provincial level. Allocation and
utilization of resources is regularly tracked
(via the NHAs, annual financial report, living
standard surveys etc). Usage of information
on analysis and reviews of the data are just
starting, but the public and concerned stake
holders are more and more interested in
getting those information.

New reform in hospital management and
piloting of payment methods to providers
offer incentives to providers to use resources
more efficiently, contributing to sustainability.
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Criteria

Equity

Efficiency

HSA indicator Suggested indicator
for VN

Percent of governmen
health budget spent or
outpatient/inpatient
care

Percent of governmen
health budget
allocation in
rural/urban areas

Percent of government
health budget spent on
curative/ preventive care

Percent of government
health budget allocation
by levels: central,
province, district, and
commune

Percents of vulnerable
groups are covered by
government health
budget

Incentive and
performance-based
financing scheme

Discussion

According to HAS indicators: there is no dat
available in Vietnam for these two indicators

There is difference in terms of percentage of
government health budget spent on
curative/preventive care between two
provinces. Ninh Binh spent with high
adequate amount for preventive care
(accounts for 28-31%). In contrast, the
allocation of funds for health in Can Tho
province focuses more on the curative-care
and the proportion allocated to preventive
care is typically low, which accounts for 4.3-
6.2% only. Preventive care is a vital part of
the health care system. Therefore, in order
to ensure that every people is able to access
preventive care, the health budget allocation
for preventive care should accounts for at
least 30% according to the Resolusion |8.

There is big difference in terms of allocating
government health budget by levels. Out of
government health budget, budget allocating
for commune level accounts for about 2.8-59
only. In Vietham, Commune Health Stations
are mainly responsible for primary health
care. In addition, this the first contact for
people to seek health care especially in the
disadvantaged areas. In order to make qualit)
health services are accessible for every
people, it is necessary to increase budget for
the operations of the commune health
stations.

In Vietnam, this indicator is assessed as a
good policy which ensure that every poor
people and other vulnerable groups are
provided free health care services in order tc
achieve equity in health care for people.

The assessment guideline is not in line with
questions and indicator. Therefore, it is
impossible to fill the information for this
indicator at both national and provincial
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Criteria

Access

Quality

Sustainability

HSA indicator Suggested indicator

for VN

OOP spending as % of
total expenditure on

health

Local level spending m
authority

Central and local m

government budget
allocations for health in
decentrilized systems

Discussion

levels. Due to that, we can not have
discussion on this criteria.

At national level as well as in both two
provinces, OOP expenses account for high
proportion and represent a barrier to health
care for certain groups such as the poor and
near poor in terms of indirect costs. It can be
seen that the accessibility to health care
services of certain groups in the society is still
low due to financial difficulties.

In both two provinces, local levels have
authority to formulate their own budgets
based on line-item expenditure which is due
to implementation of hospital autonomy.
Both of them have systems to track and audit
expenditures in every 6 month or yearly. This
will make sure health financing function of the
health system is improved.

Local governments have responsibilities for
health financing according to the
decentralized system, therefore, local
governments have to find the means to add
resources for health. This will help to have
commitment from local government so that it
will make the budget allocation is sustainable
in decentrilized systems.
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Criteria

Equity

HSA indicator

Indicator 16. Existence
of user fee exemptions
and waivers

Indicator 15.
Household expenditures
on health care and
financial access

Suggested indicator for
VN

Discussion

It is a very good indicator for assessment of
equity in health care in Vietnam.

Score: 2.7 points for national level, 2.6 for Ninh
Binh and 2.4 for Can Tho province.

One of the priorities of the Vietnam
Government is to ensure equity in health care.
There is strong evidence that poverty is a
barrier to utilization of health services in
Vietnam.

In order to support the poor in an active,
comprehensive and effective manner, in 2002
the Prime Minister issued Decision No.
139/2002/QLI-TTg on health care for the poor.
The Decision clearly identified eligible target
population, which included: Poor people; People
living in communes under especially difficult
socio-economic conditions and People of ethnic
minorities.

In 2007, 17.2% of total population has received
Health Insurance card for the poor.
Consequently, every poor people and other
vulnerable groups are provided free health care
services. Vietnam is in process to achieve equity
in health care for people.

Score: 2 points for national level, 2.3 for Ninh
Binh and 2.3 for Can Tho province.

Household health expenditure constitutes an
important indicator for assessing equity of a
health system. It is not easy to estimate
Household expenditures on health care at
provincial level. At national level, according to
some estimates and different sources of data, it
ranges from 60% to 66% of total health
expenditure.

Reports of the MOH introduce that household
health expenditure accounts for a large
proportion of the total health expenditure. As
assessed by WHO, this percentage indicates
inequity in health care.
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Criteria

Efficiency

Access

HSA indicator

Indicator 20.
Awvailability of integrated
primary health care
services (immunizations,
TB, prenatal care, family
planning, malaria,
nutritional services)

Indicator 10. Number
of primary care facilities
in health system per
10,000 population

Suggested indicator for
VN

Indicator ##. Rate of
poor people having health
insurance card

Indicator ##. Household
expenditures on health
care of poor and near
poor people

Discussion

However, after decision 139 TTg, most of poor
people in Vietnam has received health care for
the poor card. Therefore, they can access to
health care service much easier, compared with
the period before 2002. Following results of
several surveys recently, financial is not the
main barrier of the poor people when they
need to seek health care service.

In conclusion, with the support of Health care
for the poor program, Equity in health in
Vietnam is much better than the indicator of
household expenditures on health care.

This indicator is a basic indicator for assessment
of equity in health care in Vietnam, but need to
included health care expenditure of poor
people.

This indicator will assess real situation of
financial access and equity in health care. In
order to ensure that every people are able to
access health care service, Government should
support for vulnerable group.

This indicator will evaluate burden of health
expenditures of poor people, so the equity
indicator will be reflected deeply.

Score: 2 points for national level, 2 for Ninh
Binh and 2.1 for Can Tho province.

This is good indicator to evaluate efficiency of
health care system. In Vietnam, there are 10
national target programs for health. Most
program are implementing at grass-root level,
such as immunizations, TB, HIV/AIDS, prenatal
care, family planning, malaria.v.v. Some
programs are integrating, such as TB and
HIV/AIDS, EPI and nutrition program.v.v.
However, in general context, these programs
are not really close integrated.

Score: 3 points for national level, 3 for Ninh
Binh and 3 for Can Tho province.

It is a good indicator to evaluate accessibility of
health care system.

In Vietnam, primary care facilities network is
considered as grass root level included all
districts and communes. By the end of 2006,
Vietnam had 671 districts and 10 876
communes/wards serving a population of more
than 83 million people. Up to now, 98% of
communes had a CHS. In the average, each
commune has 3,000 to 10,000 inhabitants.
Therefore, each 10,000 population has at least |
to 3 primary care facilities.
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Criteria

Quality

Sustainability

HSA indicator Suggested indicator for

VN

Indicator ##f. Number of
primary care facilities in
health system has medical
doctor and enough basic
equipments per 10,000
population

Indicator ##. Number of
primary care facilities in
health system has reached
National Benchmark

Indicator 12.

Availability of updated

clinical standards for

MOH priority areas,

high burden diseases

areas, and/or areas

responsible for high

morbidity and mortality

Indicator ##. Availability
of standard treatment
guideline for common
diseases at certain
treatment level.

Indicator 18.

Utilization of private

providers for health

services in rural vs.

urban areas per type of

provider

Discussion

So people can access to health care service
nearby their household.

In Vietnam there are 65% of CHS have medical
doctor. The rate of CHS have enough basic
equipments is about 60-70%.

It should be included this indicator to evaluate
accessibility, because the assessment will be
more comprehensive, in term of both quantity
and quality of primary care facilities.

Rate of CHS reach 10 National Benchmarks for
CHS is 39%.

This indicator should apply for Vietnam only.

Score: 2 points for national level, 2 for Ninh
Binh and 1.8 for Can Tho province.

In Vietnam, Therapeutic department, MOH
designed and provided clinical standards for
some priority areas, such as high burden
diseases, high morbidity and mortality or
emerging issues.v.v. In theory, these clinical
standards provided for both public and private
health facilities, but mainly for public sector.
Furthermore, some hospitals in both Ninh Binh
and Can Tho have developed treatment
guideline, based on guideline of MOH or others
official documents. This activity will improve
quality of care of health facilities.

However, clinical standards is not very well
designed and updated frequently.

This indicator is appropriate indicator for
assessment of quality of health care in Vietnam.
It should be included this indicator: Availability of
standard treatment guideline for common
diseases.

Score: |.8 points for national level, 1.6 for Ninh
Binh and 2.3 for Can Tho province.

This indicator is not a good indicator for
assessment of sustainability in health care in
Vietnam.

In Vietnam, the private health sector has seen
strong and diversified development.

The total number of beds in private hospitals
was 4547, accounting for 3% of the number of
public hospital beds. There are 65 000 private
health facilities had been recognized nationwide.

However, it is the fact that in Vietnam, the

private health sector generally performs
strongly in better-off regions. According to
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Criteria

HSA indicator

Suggested indicator for
VN

Discussion

VNHS 2002 report, private health sector were
responsible for 60% out patient care and only
4% of in patient care. However, it mainly
focuses investment in outpatient care and
performance of simple and easy-to-recover-cost
techniques. Moreover, there is an evident
imbalance in the distribution of private
practitioners; they are concentrated mainly in
better-off areas.

Therefore, this indicator is not good enough to
evaluate the sustainability of health system at
this time of period.

Any way, in the future, when private health
sectors are more develop as well as the ability
of Government in management and supervision
of service quality are better, this indicator will
be useful and appropriate for Vietnam situation.
Better indicators for assessment of sustainability
should be taken from health financing and/or
human resource section.
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Criteria

Equity

Efficiency

HSA indicator

The distribution of
health care
professionals by level of
care in urban and rural
areas

Linkages of links and
“feedback loops”
between the
organization and pre-
service training
institutions

Suggested indicator
for VN

Should add more:
Distribution of health
care professionals by
curative care,
preventive care, and
pharmaceutical service

Discussion

The equality of HR in provinces is not
relevance both by level of health care and by
urban/rural areas.

For distribution by level of care, the data
shown that the distribution of health care
professionals in commune level is always lower
than the distribution at district level (usually 17-
31.1% total health workforce). In other hand,
we can say that there have lest health
professionals working at commune level and
most of health staff who have higher knowledge
and skill working at district and provincial level.
The data shown that distribution of health care
professionals in Can Tho at commune level is
much lower than that compare to the national
data (17% vs. 23.1%), that mean Can Tho have
to face with serious situation of inequality of HR
at commune level.

This data also indirectly shown the inequality
of health care professional distribution between
rural and urban areas, in which the rural areas
have lest health care professionals both in
quantity and quality of health staffs. Due to of
both two provinces are located in delta regions
and only have very few communes in remote
areas, not in mountainous areas, so district and
provincial levels are may considered as urban
areas, therefore, most of health care
professionals working at district and provincial
are considered as working at urban areas.

The issue of inequality of RH by level of care
and by rural/urban areas not only occur in two
provinces particularity but also present in most
of provinces throughout the country and much
acute at provinces in mountainous areas.

Every year, Provincial health Bureau have to
make a plan for health insurance training base
on the need of province in HR and the plan of
training of MOH or medical colleges. The fact
that the plans of training from MOH or medical
college are not always sent to provinces on time
and in detail with training subject, program,
curriculum as well as the fee for each courses.
On the other hand, provinces also not actively
establish a good links with training institution in
order to exchange information of training plan
or program. Thus there is a difficulty in
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Criteria

Access

HSA indicator

The ratio of cadres of
health care
professionals to the
population

Suggested indicator
for VN

Discussion

harmonizing both the training plan of
MOH/medical colleges and the provincial HR
demand.

Another weakness is lack of relevance
mechanism to determine the real situation of
HR training both for number of health
professionals and type of staff in whole country
as well as in provinces. It lead to MOH, pre-
service training institution and provinces do not
have necessary information or data base for
making plan of training that fit the need of
country and provinces.

In Can Tho, Provincial health Bureau (PHB)
have a better relationship with local health
training institutions both for two sides compare
to Ninh Binh. Every year, PHB review the HR
demand of the local health system and actively
make a plan for training health staff both the
content of trainings, numbers of staff and
training budget, then PHB sign a contract with
Can Tho Institute or University of medicine and
pharmacy in Ho Chi Minh city to organize
training courses or send staff to attend the
available training courses. Ninh Binh also have a
good relationship with local Primary medical
college but only for short training courses and
lower level staffs. For the training coursed at
higher level, Ninh Binh still have irrelevance
linkage with higher education institution such as
Hanoi Medical colleges, Thai Binh medical
college etc.

In the overall, in order to ensure the
efficiency of HR management in both national
and local levels, both MOH and PHB need to
have a plan to strengthen and improve the
linkage between health organization and training
institutions in order to exchange the
information of HR training demand, content and
plan of training courses etc.

Consider to this indicator, two provinces still
have a shortage of health workers, the present
workforce is not reasonably structured and the
shortage of health workers will be more serious
in the coming year. This phenomenon is being
presented in both the ratio per population,
distribution and the loosing of high skill health
staff.

In two provinces, the ratio of health
professional per populations is not high enough
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Criteria

HSA indicator

Suggested indicator
for VN

Discussion

to ensure the accessibility of NR, although the
ratio of health workers to 10,000 people in two
provinces is equal to the data in whole country
and the ratio of doctor to 10,000 population of
both Ninh Binh and Can Tho are equal ratio to
those in their regions but this ratio is still lower
than the ratio of whole country (Figure I).
Other type of health professional staff such as
pharmacist, nurse, asst. doctor etc. also in the
same situation. In another hand, There have the
fact that the under-utilization of high skill
professional in provinces, because of the
shortage of HR in field of administrative
management, a number of staff, who are very
good skill the clinical work, have to move to
administrative work at higher position, thus they
don’t have chance to dedicate or provide good
quality of service to the community. This
problem is not only available in the provinces
but also very common in whole country and
need to have a reasonable measure to solve that
problem. In addition, loss of skilled professionals
from the public sector is also being a hot issue
of provinces. In the progression of private health
sector development, private health clinics can
offer much higher salaries, there is a tendency
for more and higher quality health workers to
leave the public sector to work in private,
serving the wealthier people in society. This
issue is more serious in big cities including Can
Tho.

Another importance indicator is the
existence of a functioning HR planning system.
In nationwide, the functioning HR planning
system is available for all levels including a
system of data collection forms, recording
sheets, format of report and the procedure of
HR planning etc. Periodically, each level of
health system have to collect the information,
data and report on HR in order to review the
HR situation as well as using as a database for
HR planning. The weakness of the system are
lack of applying high tech in HR management
systematically (computer and software); lack of
resources for implementation of HR
development.

In conclusion, the accessibility of HR is still
limited not only for local health sectors but also
for whole country and need to have both
relevance national and local strategy and policy
to improve.
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Criteria HSA indicator

Quality

Registration,
certification, or
licensing is required for
categories of staff in
order to practice

Suggested indicator
for VN

Add more:
Awvailability of a formal
in-service training
component for all
levels of staff

31 National Health Report 2006, MOH —Vietnam.
32 Circular No 07/2008/TT-BYT, dated 28/05/2008 by Minister of MOH -Vietnam

Discussion

As well as the national situation of health
quality management, the limitation of health
workers quality, as related to their formal
qualifications, has not improved due to lack of
relevance policy and mechanism in qualification,
registration, certification or licensing for
categories of staff both in public and private
health sector even the qualification, registration
and certification/ licensing system have been
already available for many years.

Up to now, the system for ensuring the
quality of reach staff has been evaluated that
inadequate because of many reasons such as:
distribution of high educated staffs (university
graduated, post graduated) is not appropriate
for rural and urban areas, curative and
preventive fields; In-training service system is
not strong enough; lack of budget for training;
weaknesses of examination supervision in
training institutions; Limitation of training
methods and documents, and the quality of
training staffs.3! There are differences in the
professional quality of health workers, which is
closely related to the differences in the
economic development of different regions and
areas, manifesting the risk of inequality in the
distribution of high quality human resources for
health. Right now, many district hospitals could
not conduct some essential medical techniques
or services that assigned by technical level due
to the lack of quality doctors. There are a
certain numbers of doctor who trained to
upgrade their knowledge and skill but they still
could not conduct some of technical services as
expected after comeback to work at their
hospitals.

Limited quality of health workers not only
due to lack of official training but also lack of
skill-based re-training. In two provinces, there
have the situation that the hospitals at lower
level (district, inter — district hospitals) become
lack of high skill staff and also lack of staff for
skill-based re-training so the hospital could not
provide many essential services that assigned to
the hospital lead to wasting the resource at
lower levels. In public sector, there have no
relevance policy to force health staff to have re-
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Criteria

Sustainability

HSA indicator

Availability of a
functioning
management and
leadership development
program that have been
implementing in this
two provinces

Suggested indicator
for VN

Discussion

training or skill upgrade at certain time. The

new policy on re-training health staff have just
launched since May 2008 by MOH.32

According to the activities in term of
program for developing and strengthening
management capacity of health organization
leaders, PHB in the provinces have already
organized some short courses as well as sent
their staff to attend the training courses at
central level. However, both two provinces have
not been established a long term program as
well as plan for management and leadership
development.

In nationwide, there is no National program
or specific courses for developing and
strengthening management capacity in health.
Most of the courses for this objective are
usually organized not systematically by some
National health programs/projects or some
departments from MOH. In addition, most of
the courses are usually in short period of time
and the content only focus on certain aspects of
the health management.

In the training institutions (both for health
sector and other sectors), the curriculum and
training program for long term training in health
management are also not formally available,
therefore most of leaders in health sector have
not been specialized and qualified in health
management skill, thus they have many difficulty
in managing the health facilities in the recent
situation of social-economy transition. This
problem is especially more acute in provincial
levels.

In the future, in order to adopt the demands
of health system in the context of social —
economic development of the country, it is
necessary to develop a consistence program for
management and leadership development of
health sector, and this program should be
applied through out health system at all levels.
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Criteria

Equity

Efficiency

Access

Quality

HSA indicator

Existence of licensing
provisions or
incentives that increase
geographic access by
consumers/patients to
quality products and
services through
private wholesalers and
retailers

Use of generic of
nonpropriety names
(INN) for MOH
procurements

Percentage of MOH
pharmaceuticals
procured through
competitive bid

Population per licensed
pharmacist or
pharmacy technician

Existence of
functioning
mechanisms/tools to
improve the use of
medicines in hospitals
and health facilities

Suggested indicator
for VN

Out of pocket
expenses for
medicines by income
groups for all drugs

Value of loss inventory

Average population per
licensed retail outlet

Discussion

HAS indicators is not appropriate in Vietnam
context: there is no data available in Vietnam
for these two indicators

There is a considerable disparity in drug
consumption across income groups in Vietnam.

It was found that in drug procurement generic
names were not consistently used but trade
names.

This indicator got high adequate as almost drugs
are purchased through competitive bidding

This indicator got high adequate with very low
value of inventory loss reported at national as
well as province level.

There is decreasing tendency in average number
of population per licensed pharmacist.

There is difference in concept of quality in
pharmaceutical management presented in this
health system assessment approach and in
regular report delivered by DAV. From DAV
perspective, quality assurance is aiming at
providing good drug for people based on
standards and guidelines for drug production,
quality control, storage, and distribution.
Meanwhile, from HSA guidelines, quality is
associated with two key indicators including: (1)
Existence of functional mechanism/tools to
improve the use of medicines in hospitals and
health facilities; and (2) existence of system for
the collection of data regarding the efficacy,
quality and safety marketed pharmaceutical
products.

Vietnam has several functional mechanism to
improve rational use of drugs at hospitals such
as: Committee for drug and therapeutic,
regulation for medical record review, improving
clinical pharmacy in hospital...
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Criteria

Sustainability

HSA indicator

Existence of a system
for the collection of
data regarding the
efficacy, quality, and/or
safety of marketed
pharmaceutical
products (post-
marketing surveillance)
Existence of a
National Essential
Medicines Policy
(NMP) or other
government document
that sets objectives and
strategies for the
pharmaceutical sector
based on priority
health problems

Suggested indicator
for VN

Discussion

Vietnam has got routine system for data
collection regarding the efficacy, quality and
safety marketed pharmaceutical products

Promoting the use of essential drug through
existence of a National Essential Medicines
Policy indicated sustainability of pharmaceutical
management. In Vietnam, this policy has been
adopted quite early. The list of ED has been
updated regularly. However, the
implementation of this policy is facing challenges
due to impacts of market forces, especially from
trading and producing companies.
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