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Introduction

Purpose of the JAHR report

As agreed upon by the Health Partnership Group (HPG) since 20Jgitthé\nnual
Health ReviewW(JAHR) has the overall objective of a situation assessment and determination
of priority issues of the health sector, in order to support annual planning of the Ministry of
Health, and at the same time to serve as the basis for choosing focafesstesperaton
and dialogue between the Vietnamese health sector and international partners

Specific goals of the JAHR includie following (i) an ypdateon the health sector
situation, includingnew policies,assessment of progress implementation oftasks and
achievement of health sector targéssd out in the hedlit sector plansand progress
implementing MDGsand (ii) in-depth analysisand evaluabn of one aspect of the health
system, or one important topic thathe focus of policymakerattention.

Contents and structure of JAHR 2013

Depending on the situation in each year, the JAHR report varies the contents and
structure to satisfy the goals and concrete requirements of health sector planning and choice
of focal areas for cooperation and dialogue betw#e Vietnamese health sector and
international development partners

In 2007, the first JAHR report was compiled, providing a comprehensive update of
the major building blocks of the Vietnamese health system, incladenpllowing topics (i)
health status and determinant@) organization and management of the health sys{ein
human resources for healifiv) health financingandv) health service provision

The 2008 and 2009 JAHR reports, in addition to the health system update section,
coveed the specific topics ddealth financingandHuman resources for Healtiespectively

The 2010 JAHR report was developed duringfthal year of implementing the five
year health sector plan for the period 20B®l0, and the focus was placed on a
compehensive update of health system building blocks, in dodsupport development of
the fiveyear health sector plan for 202D15.

The 2011 JAHR was developed in thest year of inplementing the fiveyear plan
for the period 201112015, and had the gk of updating th@ew orientationthat was deided
upon in the Eleventh N@onal Party Congress, and in the fiyear ®cio-economic
development plan, in order to promote implementation ef sbhcieeconomic planand
support development of the 2012 anrfuahlth sector plan

The 2012 JAHR was developed in the second year ofitheyear planning cycle,
with the task of supporting development of the 2013 annual health sector plan, through
updates on new policies and assessment of progress in implenteskadn each of the six
building blocks of the health system anddepth analysis of medical service quality with
related policy recommendatians

The 2013 JAHRwas deviped in the third year of the fiwgear planning cycle, with
a tasksimilar to the 212 JAHR, but with the kdlepth analysis focused dmniversalhealth
coveraggUHC), a topic that isurrentlyreceiving global attention

PART ONE: Update on the Situation of the Health System, has the following
contents
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A Major tasks of the health sector 2013 and healtrelated policies newly issued in
2012 and 2013.

A Assessment of progregmplementing keytasks of thefive-year planfor the period
2017 2015, coveringthe following contents(i) health sector governanc@i) human
resources for dmlthh (iii) health fnancing iv) pharmaceuticals and medical
equipment (v) health information systems (vi) primary care, preventive medicine,
national health target progranmgproductive healttand populatioffamily planning
services; and (vii) mdicalservice delivery

A Assessment of rpgress in implementindive-year plantargets and MDGs for
Vietnam.

PART TWO: In-depth @aalysis of the topidiTowards mi ver s al heal th <c
including three chapters

Chapterll: Theoretical framework and concepttated toUHC.
Chapterlll: Health care service coverage
ChapterlV: Financial protection imniversal coverage

PART THREE of the report consists of tHeonclusionsi a synthesis of the main
findings on Vietnamdés health systeimandnd th
Recommendatiors T proposedsolutions to priority problems for the 2014 annual health
sector plan and for subsequent years

The Appendix to the repd includes a summary table of monitoring and evaluation
indicators covering various aspects of the health system.

Implementation methods

The process of developing the JAHR 2013 report relied on specific methodological
approaches and general requirementdudingthe following

A Consideration ofhe socieeconomic context and specific attributes of the Viethamese
health systemat its current stage ofeform and developmentAssessment of
performance, progress, difficulties and shortcomings with relation to the health
system goals of equity and efficien@ndspecifically ofthe tasks that have been set
outin health sectoplans and strategieBroposal of appropriasolutions

A Identification and application dappropriate theoretical frameworks for each health
system building block, and for the focal topic of the report coveredspeaificyear,
to ensurescientific objectivity in terms of perspectives and approachelnanwith
on-goingmodernization.

A Giving particular attentiorio discussions with government officials and experts in
departments and administrations related to the Ministry of Haaltbrder to clarify
where attention needs to be focuse@nsurgrogessin implementingfive-year plan
tasksthat have been assigned ¢ach department and administratiéxchange of
information andtimely dissemination ofiraft reports to th®epartment of Planning
and Financgéeam developing the annuaalth sectoplan

Specific methods are used to develop the report includiige following
(i) compiling and synthesizing available references, including policy documents, legislation,
reseach studies, surveys; and (iiptipeing andresponding to feedback frostakehdders
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particularly experts and officials from the health sector, other ministries and agencies and
international and foreign organizations.

Compiling and synthesizing availableeferences includes documents of the
Communist Party, National Assembly, Government, Ministry of Health and otiméstries
research studies amsdrveys; reports of ministries asdctoral agencies; specialized reviews;
and materials from international dnforeign agencies. The coordinatasarch forand
regularly provide relevant referencesand statistical datdao supplement the information
sources available toational experts

Gatheing andresponding tofeedback from stakeholdassimplemented as flows:

A Organiation of eightroundtable discussions for brainstorming with experts (mainly
domestic experts), and three workshops with the HPG.

A Posting draft chapters on the JAHR webgitevw.JAHR.org.vn)to get feedback
from domestic and international @erts

A Requestingcommentson draft chaptersrom departments, administrations and
relevant units of the Ministry of Health and other ministries and sectors

A Sending out drafts to gdeedbackfrom peer reviewers recruited by the JAHR
(managemenifficials and experjsduring the process of drafting chapters.

Organization of implementation

Similar to previous years, the JAHR 2013 was developed under the coordination and
leadership of the Ministry of Health and the HPG. The organizational strdoturenning
thereport compilatiorprocessncluded the following

Coordinators consisting of representatives of the Ministry of Health (Department of
Planning and Financedne international coordinator, one national coordinator, and several
support stedf who have the responsibility to resolve dayday issues fomanagement and
administration; organize workshopgympile feedback gathered from various soyreasure
that the process of writing the report has the participation of many stakeholdersgnddit
finalize the report

National expertsgonsist of national experts with knowledgedexperience related to
various components of the health system, who are tasked with drafting chapters of the report,
gathering feedback from stakeholders and fimadizheir chapters by taking all comments
and feedback into account to ttpeatesextent possible.
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PART ONE: UPDATE ON THE SITUATION OF THE HEALTH
SYSTEM
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Chapter I: Update on the situation of the health system

The JAHR consists of two main parts:an update orthe health systensituation ii)
in-depth analysis of selectdoealth systentopics. Both parts are intended to assist
development ofhealth sector plans for the subsequent year and outline the key issues in
cooperation and dialogue between the Vietagrhealth sector and international partners.

Update on thénealth systensituationis considered tservethe mainpurposeof the
JAHR and has received special attention from tf&GHPartOne of JAHR 2013 Update on
the situation of the health systeimevaluates(i) implementation ofctivities and processes
of the health systemincluding updags onnew policies progressin implementation of
assignedasksaccording tathe sixbuilding blocks ofthe health systertbased orthe five-
year health sectgulan) and(ii) results of implementindpealth system activities measured
throughmonitoring indicators and performance assessment

1. Major tasks of the health sector in 2013

Government Resolution No. 01/NQP dated 7 January 2013 on key solutions for
directing implementation of the soeawonomic development plan and estimating the state
budget for 203 has assigned the Ministry blealth leadership inmplementingpopulation
and health care tasks in collaboratisith ministries, agencies and locadsi. Based on
Government Resolution 0ihe Minister of Health ira Conference on 2012 health sector
performance revievand 2013initiation of tasks, identified and presented the major tasks of
the health sector in 2013 including the following

A Strengtherhealth sector governanceapacity Continue to developnd complete legal
documents in th€013 health sectompolicy-making agenda Implement important
strategiespolicies andprojects which havealreadybeen approved.

A Focus onimplemening the Prime Mnisterial approvedoroject to reducehospital
overcrowding Continue implementation ofProject 1816 and projects orsatellite
hospitals family doctoss, etc.

A Improve the quality of medical examination and treatment, dndreasepatient
satisfaction. Implement Directive 05. Strengthmmedical ethicsreduceprocedural
hassle for people usingnedical care services Reducewaiting time Minimize
adverse events

A Urgently carry outthe Project on implementation of the roadmeywardsuniversal
health insuranceRevise, amend and supplementthe Law onHealth Insurance
Strengtherthe organizational structis®f the health insuranceystem Reformthe
health nsurancescheme Develop mechanismsand policiesto expand health
insurancecoverage

A Implementremuneratiorpoliciesfor governmenhealth workers andfficials. Deploy
medical doctors to lower levels particularly the grassroots level Implement
temporary secondment of medical practitiongwswork at lower level medical
facilities. Pilot and implementthe project sending young volunteer doctorgo
mountainousand remote areawith priority placed orthe 62 poorestdistricts

A Actively implement epidemiological surveillancéo detect promptly prevent and
control major disease outbreak particularly outbreaks of emerging diseaseg.
Effectively implementthe national targeprograms on health carpopulationfamily
planning HIV/AIDS, andfood safety.
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A Strongly pomote healthenvironmentaimanagement activitiesmplementand scale
up the campaigon "Promotin of hygienic practices for better pubhealt.

A Coordinate with other ministries, agenciesand localitiesto strictly implement
mechanismsand policies on contrabf food hygiene and safetgnd environmental
protectionfor imported goods

A Continueto consolidate andtabilize theorganization ofpopulation and family
planningat the district levelFocus orreducing fertilityin regionswith high fertility,
while maintainng reasonablyow birth ratesandreduéng the rate of increase isex
ratio at birth Expand antenatal screening neonatal screening counseling and
premaritalhealth careReduce the risk gbopulation qualitydecline

A Reformthe operationakndfinancial mechanissapplied irstatehospitals introduce
new user fees linked with improvementin service quality promote social
mobilization improve quality, efficiency and effectivenes®f health servicesand
strengtherperformance of thbealth sector.

A Ensure adequatsupply ofessential medicinefor medicaltreatment stebilize drug
prices Regulate competitivéenderingfor procurement of druggjrug prescription
prices, and qualitylnitiate the Projecton "Prioritizing use of domestically produced
pharmaceuticals Developa decree on managemisof medicalequipment

A Improwe the effectiveness dfiealthinformation educationand communicatiorior
healthrelatedbehavioral changeiversify information andcommunicationrmethods
and messagesspeciallyin mountainousreasvhere many ethniminorities live

A Reformadministrative procedureda licensing medical and pharmaceutical practice
and pharmaceutical prodsgdor distribution Promotethe applicatiorof information
technologyin healthmanagemenDisseminate andpaly auniform ISO process.

Specific lealth policies whiclwere promulgatedin 2012 and 2013vill be presented
in therelevant sections below.

2. Implementation of the Plan for the protection, care and promotion of the
peopl eds healt R011iI@G15t he peri od

This setion analyzes and evaluatesplementatiorof thefive-yearhealth sector plan
for the period 201112015 in relation toeach key task laid out in thelap, including
achievementsas well adifficulties and shortcomings, in order to have a basis for @iogo
supplementary solutions fothe coming period. In addition, Section 3 assesses
implementationof the targets set out in the fiyear pan for the period 2012015 and
Section 4 assesses the implementation oMDES.

2.1. Health sector governance

2.1.1. Implementation status

1) Improve capacity to developand quality of health strategies, policies, and master
plans

Implementation results

Developing health strategies and policisd issuing legal documents is one of the
most important functions diealth sector governance. The Ministry of Hea#th the focal
point for the health sector, has developledft policies and submitted theto the National
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Assembly, the Garnment andthe Prime Ministerfor promulgation ofa number of
important policies ad legal documents the past two years #isted below

A TheTobacco ControLaw:

A Decree No. 85/2012/NIZP on the operationaind financialmechanisma in state
sector health service facilities;

A Prime MinisterialDecision No. 92/2013/QOTg approving the Project on reducing
hospital overcrowding fathe2013 2020 period;

A Prime MinisterialDecision No. 317/2013/QDTg approving the Project ohealth
development for islands and coasteasy 2020

A Prime Ministerial Decision No. 538/2013/QDTg approving the Project on
implementation ofa roadmap towards ungvsal health insurance féine 2012 2015
period ando 2020;

A Prime MinisterialDecision No. 319/QBEITg dated February 7 2013 approving the
Project "Encouraging training and developing human resourcesddicalspecialties
including tuberculosiseprosy, mental iliness, foremsmedicine and surgery fone
2013 2020 period™;

A Prime Ministerial Decision No.14/2013/QBTTg dated 20 February 20131 dhe
implementation of temporaigecondment of practithers at medical facilities

The Prime Minister issued Decision No. 1QD-TTg dated 10 Januarg013

approving theNational Strategy forthe protection, care and promotiontdiep e op |l eds he al

for the period 20102020, with a vision to 2030This is a very important strategy of the
health sector withts orientation for the operatn of the health sector ovére next 1020
years. The Prime Minister has also approved strategiespecific subsecbrs such as
HIV/AIDS (Decision No. 608/2012/QBO'Tg), food safety (Decision N&®0/2012/QDTTg)
and population and reproductive health (Decision No. 2013/20111Q§). Currently, the
Ministry of Health is actively developing the Master plan for improvenwnthe health
system for 201112020, with a vision to 2030 in order to operationalizeevantcontens
outlined in the health sectarrategy this documenis scheduled to beubmittedto the Prime
Minister for approvaht the end 02013.

On the basis foa 2012 review on implementation of heattdlated MDGs, the
Ministry of Healthis currently developing drafti Gov er nment Resol uti on
implementation of health e | at ed MD Gws shbyitte?l GoPditburo approval a
Resolution onstrengthening primary health ca(PHC) and is preparinga decree on
functions and human resources for commune health stations to submit to the Prime Minister
in 2013.

The Ministry of Health continieeto develop and refindegal documents on the
implementationof the Law on Examination and Treatment, the LawTassue and @an
Transplantation, théaw on Health Insurance, the Law on the Elderly, the LawPeaple
with Disabilities the Law on Food &ety, etc.The Ministry isinitiating legislaton guiding
implementation of the Law odudicial Expertiseand related documenend continues its
work in refining legal documents in the area of professional medical procethe&schnical
referral network indicating where different medical interv@méi should be available;
assignment of responsibility for mentoring lower level facilities and refeml&gnosis and
treatment guidelinesprofessionalcertification and quality managementhe Ministry of
Health is in the process of revising the Lawtdealth Insurance (see Chapter &c8on 2.3)
and the Lawon Pharmaceuticals (Chapter kclion 2.4);and drafting a €ecree regulating
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standards and proceduresfioo mi nat i ng practitioners for HAPe
ADi stingui slaedi méedhealdo mpwards.

Difficulties, shortcomings

The systenof health sectotegslation suffers from inconsistenciemddoes notyet
meet therequirementsfor good governance Some documents havéeen reformed quite
slowly with prolonged developmeptocesses, thus not meetiactual needs of health sector
governance For example, thenaster plan for the health system hpse through several
drafts since it began development in 20L2 hasstill not yet been approved. Sevepabject
in the lawmakng agendaof the Ministry of Health have been delayed requiring
postponement of dates of submission to the Government

The volume of policies and policy documemégjuiredin the health sector is very
large whilethe capacity of policymaking units of thdinistry of Health remains limitedn
addition, financial resources for implementing strategies and plans are not always secured,
thusimpeding implementation.

2) Consolidate, refine and stabilize the organization of the health sector from the central
to local levels

Implementation results

Regarding the organizational structusd the central levelthe Government issued
Decree No. 63/2012/NHZP dated 31 August 2012 on the functions, taslthorityand the
organizational structure of the Ministry of HemlAccording to this decredhe Ministry of
Health isauthorizedto performstate governance functions in health, including in the areas
of: preventive medicine, medical examination and treatment, rehabilitamedical
jurisprudence,forensics, andpsychiatric forensic examination, traditional medicine and
pharmaceuticals, reproductive health, medical equipment, pharmaceuticals, cosmetics, food
safety, health insurance, population and family planning, madagement o$tate service
providerswithin the jurisdiction of the Ministry.

Some noteworthy changeshave occurred in the Ministry of Health organizational
structure including: establishingf the Information Technology Aministration and the
Department of CommunicatisrandEmulatiorf; transformng the Department of Traditional
Medicine intothe Traditional Medicine Adminisation, and thédepartment of Science and
Education intothe Science,Technology and EducatioAdministration renaming the Food
Safety and Hygienddministrationthe Food Saty Administration and reorganizing the
Department of Legal Affairs to focus on taskpecifiedin Governmental Decree No.
55/2010/NDCP dated 4 July 201egulating functions, tasks, authority and organization of
legislative organizations

In 2013, the BAme Minister appointed Professor [Qriang Cuong, PhD and Associate
Professor Pham Le TuafhD to hold the positions ofié& Minister of Health. Decision No.
1518/QDBYT, dated 6 May 2013 and Notice No. 537/BB'T dated 16 July 2013 assigned
specificrespnsibility for different subsectors to the Minister and Vice Ministers (Figure 1).
Currently, to implement Decree No. 63/2013A0P the Ministry of Health is developing a
list of service units directly managed by the Ministry of Health to present to thee Pr
Minister for approval.

'Peopleds medical practitioner and Distinguished medical pr
assistant doctors, traditionadactitioners, producers of pharmaceuticals, medical researchers and health sector managers

2 This is also translated as socialist competition to encourage better performance between units through material and moral
awards.
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Figure 1: Division of responsibility of the Minister and Vice Ministers of Health, 2013

Minister of Health
Nguyen Thi Kim Tien

Vice Minister
Nguyen Thi Xuyen

Vice Minister
Nguyen Viet Tien

Vice Minister
Nguyen Thanh Long

Vice Minister Le
Quang Cuong
(appointed
25 March 2013)

Vice Minister
Pham Le Tuan
(appointed
25 May 2013)

—

—

Direction and supervision

Organization and manpower
dept.
Planning and finance dept.

MOH Inspectorate

Drug Administration

Medical equipment and
infrastructure dept.

Administration of Medical
Services

Administration of Traditional

Medicine

General Office of Population

and Family Planning
Ministry of Health Cabinet
Maternal and Child Health
dept.

Preventive Medicine Admin.

Health Environmental
Management

Administration for HIV/AIDS
Control

Food Safety Administration

Communications and
Emulation Dept.

Science, technology and
training Admin.

Information Technology
Admin.

International cooperation dept.

Legal dept.
Health insurance dept.

Supervision

Health sector in 63 provinces
Health and Life newspaper

25 central hospitals; National
Institute of Hematology and Blood
Transfusion; University hospitals

9 central hospitals;

Organ Transplant Center

Medical disability assessment and
forensics institute

General pharmaceutical and
medical equipment corporations

Institutes in fields of preventive
medicine

Medicine testing, vaccine and
biological testing institutes

Vaccine and biologicals research
and manufacturing units

National health education and
communication center

Some research institutes

Medical and pharmaceutical
universities, junior colleges;
medical equipment college

Pharmacy journal, Practical
medicine journal

Development of health economics
and financing policies,
development of infrastructure,
health statistics, reforms and

development of state enterprises;

Supervision of General
corporations, Center for
international cooperation of
medical experts

Source: Decision No. 1518/QD-BYT dated 6 May 2013; Ministry of Health Announcement No. 537/TB-BYT dated

16 July 2013.

Organization of the local health systesncurrently being implemented @earding to
Decres No. 13 and 14/2008/NHZP,andJoint Circular No. 03/2008/TTL-BNT-BYT dated

25 April 2008. District health centers are still directly managed by the provincial health
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bureaus, but in some districtsvith inadequateconditions,a singledistrict health center
implements both preventive medicine and curative care send@agsmune health stations
are now directly managed laystrict health centers. The Ministry of Health is developing a
draft decree on the organization of personnel actimemune level to replace Decision No.
58/QD-TTg from 1994

Difficulties and shortcomings

The network of preventive medicine facilities at the provinaiad districtlevels is
fragmented, lackBnkages for management and provision of services

The orgarzational structure and regulat® on functions and tasks miedical service
facilities, especially at the grassroots leasdinadequateMorbidity patterns and healttare
needsof peoplehave changeaver the yearshowever,the organization functionsand
obligations oftommune health statiomsve not been updated.

3) Strengthen the capacity for health system management and planning
Implementation results

Strengthening health management and planning is one of the priority tasks of the
health sectorCurrently, this task is gaining increasing attention and support of development
partners. The Technical Working Gro(ipWG) on planning and financanderthe HPG was
set up in 2012. The Project to strengthen capacity of the health sector funded by the European
Commission has facilitated the development and application of funding fransemoitkree
provinces including Ha Nam, Bac Giang and Bac Nifte project on hd#n system reform
funded by the Rockefeller Foundation has supported developmenteathiled framework
for health planning and funding at the provincial level, and of assessment tools for provincial
health plans, and has organized a number of trainingsee on health sector planning and
monitoring. These activities have also received attention and support from other development
partners such as World Bank, Asian Development B@ikB), UNICEF, UNFPA, and
Global Fund for AIDS, tuberculosis and malari@yention and control, an@AVI through
projects and programs to improve health system capacity. Through training courses, health
managersat the Ministry of Health angrovincial health lureaus have begun tmderstand
and apply the sibuilding blocks ofthe health system recommended by the World Health
Organization(WHO) andthe control knobs framework for health sector reforms, and have
gained access to updated information and knowledge on health finap@ngler payment
methods health insurancedevdopment; pharmaceutical medical equipment antluman
resourcesnanagementnd medical activity monitoring and supervising

To continue improvinghe quality and efficiency of healtsectormanagement and
planning, the Ministry of Health is consideringngorehensively reforming health sector
planning througtiive majoractivities

A Develop an annual provincial health planning framewodfke Ministry of Health is
developingan annual health planning and budget estimating frameworktHer
provinces, as welds for theMinistry of Health to overcome inconsistencies in how
different provinces and units develop their plans and budget docuriéioids are
being made tamore tightly link hudget estimates with situaticsssessmestand
determination of priorigs Total fund demand, availability anghortfalls will be
estimated and synthesiz&dm differentsourcesand precedence given fianding for
priority objectives and activities

3 Cities directly under centrglovernment control will be included in the term province for purposes of this report.
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A Developcriteria for health planevaluaton: On the basis of JANSvaluatim criteria
of IHP+, the Ministry of Health will adjust modify, andapply these criteridor
annual health plaassessment. The assessmenli be done on the contents the
plan and a number of criteriawill be used toevaluate each component of the plan
Agencies and localitiesvill implementselfassessmenidentify shortcomings and
limitations, and therebygraduallyimprove the quality ohealth plans

A Strengthen the Healtilinistryd s heal t h s togprovids informasioranch p a c i t
data for planningThis will be explained more clearly in the section on the health
information system below.

A After completing thehealthplanning and budget estimating framework and criteria
the Ministry of Healthwill develop doements guiding healthlanningand will use
these as training materiats reference materiaker planningand other relevarstaff.

A Organize taining courses on health management and planni@gganizetraining
coursesimproveskills for health care activitplanning andnonitoringat all levelsof
the health system

The above contents will continue to be impénted actively in 2013 arslibsequent
years.

Difficulties and shortcomings

Planning at the provincial level lacks initiativand is constrained by many local
factors.

Information and healtdataarestill lacking and not updateid atimely fashion. Cata
reliability is low thus weakeningvidenceinformedpolicy formulation.

4) Strengthen inspections, verification andsupervision
Implementation results

The Ministry of Health has directed the implementation of the Governmental Decree
regulatingsanctionsfor administrative violatios in five areas pharmaceuticals, cosmetics
and medical equipmen preventive medicin@and HIV/AIDS prevention; health insurance;
medical examination and treatmgrand food safety.The Ministry of Health has also
organized professional training courses on health inspection for the mrspeftprovincial
health lureaus in 63 provincgsand has guided the implementation of Decree No.
07/2012/NDCP dated 9 February 2012 regulating agencies assigned to perform the function
of professionaimedicalinspection and stipulating operation of professional inspection.

The Ministry of Health has alsglaced special attention onand directed
implementation oinspection and verificationProvincial health bureaus have implemented
inspection and verification of private traditional medicine facilitéispensingcold/flu
medicines that caused lead poisanin children; dealt with facilities producing traditional
medicinesthat actually containednodern medicinesundertookfood safety and hygiene
inspectionsduring the Tet holiday anilid-Autumn Moon Festival andduring the Food
Safety and Hygiene Montlinspeced production and sales dlietary supplementshecled
on school health programsssied practice licensesand certificatesof compliance with
conditions to sell pharmaceuticals; isswedtificates for achievingGDP and GPRtandards
andinspeced implementation of professional regulations and regulations on management of
drug prices, etc.

Corruption fighting has beeamplemented through activities such as developing anti
corruption strategies for the health sector by 2020, launchingstiec&alst emulation
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campaignthroughoutthe health sector linked with education and dissemination ¢ime
AnticorruptionLaw and the Law oRracticingThrift and Gmbdting Waste.

Difficulties and shortcomings

Medical and pharmaceutical inspection faces diffiesltdue to weak organizational
structure and a shortage of health manpower; there areadely health inspectors in each
province; the district level does not have inspection functions. There are not yet standards and
evidencebasedcriteria which reflectiquality and efficiency of health services. Inspecti®n
normally conducted aftancidents have happened due to a lack of a preventive monitoring
system.

Monitoring and evaluation of the process of implementing the-y@ae plan is not
yet considered eegular task of Ministry of Health departments and administrations. Fhe bi
annual reports of departments and administratgerserallylack any assessment gbal
attainment or progress in implementtagks of the Fivgear plan related to the given unit

5) Strengthen participation of stakeholders in the process of policy formulationplan
development and implementation

Implementation results

The Ministry of Health is striving to improve the quality of policies and legal
documentst issues To achievehis goal, in the process of developing strategies and jrhan
the health sector, the Ministry of Health has focused irrolving participation of
stakeholders, gathering evidence, assessing, and widely consulting ministries, sectors,
provincial people'scommittees, pvincial health bureaus, development partners, and the
people. Draft policies and legal documents of the Ministry of Health are posted on the
websiteof the Government to consultith stakeholders. The Ministry of Health has also
organized coferences and workshops seek feedback fromministries, sectors and experts
directly andin written form.

For example, theéNational Strategy for the protection, care and promotion of the
peopl ebs heal t h2020pwith a& visen t 208Giasoddafte@ D1 ltihes after
receiving many comments sfakeholders and befobeingsubmited to the Prime Minister
Government for approval. The development partners are actively involved in providing
technical support for the development of the health sestrategy through conferences,
seminars and direct contribution of opinion throtigéh WHO office, which is the focal point
for development partnerdhe Master planhas alreadybeendrafted seventimes and the
Ministry of Health is proposing developmepartners to provide technical assistance for
improvement of the content and quality of the master plan.

Difficulties and shortcomings

Despite much effort, the involvement of stakeholders in the patiaking process,
and in the development and implemelstatof health care activities is limited; some channels
used forsoliciting commentsare ineffective due to their complicated procedures. Information
published on the website of the Ministry of Health, and the electronic portal of the
Government does nottteact much attention fromgovernmentagencies,other sectors,
organizationsor the people.

The policy onreforming health sector planning hasenapprovedand has begun to
be deployed However, the involvement of local governmememains limiteddue to
demandingregulations orplanning andudget estimatianThe budgebf mostprovincesis
pre-determined especiallyfor provinceswith inadequate local revenues balancetheir
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budget This makes it difficult to allocate additional resourdes priority annual health
objectives andhctivities There are still shortcomings in thecentivedor localities to reform
health system planning

6) Promote appropriate measures of social mobilization; Encourage all economic sectors
to invest in developmenbf health services

Implementation results

The financial solutions and investment section of Megtional Strategy for the
protection, care and promoti on 7T200Q visibneto pe o p |
2030 states: ".Continueto mobilize resourcedrom society forinvestmentin health and
appropriatelyadjustpoliciesto limit undesirableeffectsof health sector social mobilization
onthe people ... ". The Draft diie Vietham health systedasterplanto the yea2020 also
mentions theolicy on "...promat socialmobilization for health andevelop both public and
private health sectors”

The Ministry of Health is collaborating with the Ministry of Finance and other
relevant agencies to develop a circular guiding the implementatiolDearee No.
69/2008/NDCP dated 30 May 2008 on policies to promote social mobilization for education,
vocational training, health, cultgrsports, and environmental activities. The draft includes
social mobilizationin the areas oimedical examination @h treatment, and preventive
medicine However, the process developing this circulanas been difficult due tdiffering
opinions about contenincluding: regulations onvaluation of land and medical facility
trademarksfund contribution mechanisms, aimvolvement of the private health sector. The
Ministry of Health is striving to complete the Draft Circular to iskveards the end of 2013.

The Ministry of Health is also promoting the participation of privetéities in the
health sectorThe Ministy of Health held a workshop on "Pubkrivate PartnershiPPP)
in the health sector" in December 2012. Currently, there are ov@®@rivate clinics, and
more than 150 private hospitals with over 9600 patient beds (accounting more tipeen 4.8
cent of patient beds nationallgnd equivalent to 1.1 beds per Q@ people Increasing
healthcareneeds of the people requiresjorinvestment in the health sector. Collaboration
between public and private health sestigrbeingimplemented according to Cirlar No.
15/2007/TFBYT. This collaboration is common in state hospitalthe form ofmobilization
of financial resources through jointentures and business partnershipvolving installing
medical equipment at public hospitals in prefiaringarrangements or installing equipment
with exclusive contracts for provision of necessary chemicals and matéyala. result,
many hightech servicesire being provideduch as diagnostic imaging (MRI, CT scan, and
ultrasound), lab testsand diagnostic ad intervention endoscop, which have aided
technology development in hospitals.

In addition, the role of professional associations in health sector management has
begun to receive attention. The Minister of Health has issued Decision No. 5248 dated 28
Decmber 2013 on establishing a consultative committee on issuing -&sxlirgy practice
licenses by the Ministry of Health, involving participation of various professional
associations (Vietnam Medical Association, Vietn&tandards an@onsumes Associatia,

Vietnam Association of Traditional Medicine, Vietham Association of Midwives, Vietnam
Pediatric Association, é). Il n the provinces,
health bureaus have also been established with similar membership.
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Difficulties and shortcomings

Incentive policies to attract investment fprivate health sectodevelopmentare
inadequate tonaximize mobilization of social resources for health dasspite the existence
of some incentive policies, impediments still hindaplementation of these policies (e.g.
specificprovincial policieson land, taxes, efc.Social mobilization, pomotingprivate sector
invesmentin state health facilities, under conditions of inadequate regulation, has led to
some undesirable effects, shicaslack of aclear separationbetween publicand private
sectorsand increasegrovisionof unnecessary services.

2.1.2. Recommendations on additional solutions to fulfill the tasks assigned in the
five-year plan

1) Improve capacity and quality of heath strategies, policies, and master plans

A Recommend the Ministry of Health, with support from development partners, review
30 yearsof health system reformend proposen orientation and major solutions to
continue reforms and devel mphendooumetsoof Vi et
the Xllth National Party Congress and the Seemwonomic development plan for the
period 20162020

A Complete the draftLaw revising and amending Articles in the Law on
Pharmaceuticals and the draft Law revising and amending articles in the Law on
Health Insurance to submit to the National Assembly for promulgation; submit to the
Prime Minister the revised National Druglieg for the period to 2020with a vision
to 2030.

A Strengtherpolicy formulationcapacity ofgovernmenstaff and officialsresponsible
for policy formulation and legal documentdrafting in the health sectothrough
various methodsspecifically in the sortrun throughnational and international
education and training programs.

A Ensure clear identification of budget sources in plans/strategies, along with
appropriate mobilization approaches, to ensure sufficient financial resources for
implementation.

2) Consolidate, complete and stabilize the organizational structure of the health sector
from the central to local levek

A Initiate areview and evaluation of the provincial health systeganizatioal model
in order to adjust the organization, functiomad tasks assigned to different units
appropriate with the actual situation in the locality.

A Urgently complete development of legal documents related to organization of the
health system (Health systeMaster plan to 2020, Development strateggr the
preventive medicinenetwork Decree onlocal healthorganizations etc.) towards
focusing on improving the quality ofmedical service providers rather than
developing new facilities (with the exception beisgme central hospitals building
secondary facilitiesin order toreduce the number @ftermediary unit@and increase
investment.

3) Strengthen the capacity for health system management and planning

A Develop mechanisms to encourage planning and budgénating reform across
localities,including officially approved formats for health plangidterentlevels and
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for subsectors, strengthened monitoring and evaluation of plan implementation, and
improved financial budgeting for plan implementation.

A Pilot and scale upesultsbased financing initiativefor health and other financial
allocation mechanisms to efficiently utilize resources.

A Improve timeliness anguality of statistical data to serve planning at all levels.

A Strengthen application ofnformation technology for operational management
including: developng electronic Governmentunctions reformng administrative
procedures, impramg capacity of the medical systeracilitating health insurance
reimbursements and other activities of tlealth sector.

4) Strengthen inspections, verification, supervision

A Strengtherinspection, verification and supervision to monitoe implementation of
health policies at central and local levels. Develop a mechanism for receiving
feedback from stakehdérs €.g. policy implementation agenciga the provinces
general populatioand enterprisegboutimplementation of policies.

A Propose that the Ministry of Health assign albaigments and administrations under
its jurisdiction responsibility to include assessent of Fiveyear plan goal
achievement and taskplementationn bi-annual reports.

5) Strengthen participation of important stakeholders in the process of policy
formulation and plan development and implementation

A Strengthen policy dialogubetween policymaking agencies, policy implementing
agencies, researchers and the people through conferences, workshops, seminars,
forums, and on websites. Enhance evidentamed policy formulation. Widely
disseminate the findings of scientific reseanshorder to serve the policy making
process.

6) Promote appropriate measures of social mobilization; Encourage all economic sectors
to invest in development of health services

A Completeformulationand promulgat the Circular on social mobilizatiospecifc to
the health sectorin order to guide implementation of Governmental Decree
No0.692008/NDCP dated 30 May 2008. Develop a detailed and efficient legal
framework to promotePPPin the health sector. Develop a list afeas where
investment is needed fropublic and private partnership the areas oivestment
and management of hospitals, medical equipment, management and development of
pharmaceutical products, and clinical testing.

A Implement effectively Circular No. 19/2013/7BYT on management afuaity of
examination and treatment services at hospitals.

16



Chapter I: Update on the situation of the health system

2.2. Human resources for health

2.2.1. Implementation status

1) Prioritiz e investment inupgrading of health worker training institutions, improving
quality of instruction, reforming the curricul um, training materials training methods

Implementation results

According to the health sector human resources training institutapacity
assessmenteport in Viet Nam, all the available curriculdbeing used in training
establishmentaere developed bad on the frameworkurriculumissued by the Ministry of
Education and Training. These curricdlave undergonemendmerst and update®n an
almost annual basisMost recently a fougyear trainingcurriculum on midwifery at the
bachel or 6s d ea foceie on Icampeatehcy and tinhline with internationally
recommended standardss being developed and is expected to be approved in 2014.
However, most adjustmenteing made are simplselated tothe organization of training,
while updates or changes @ontents and structure of the curriculane few in numbej].

Difficulties andshortcomings

In relation to he objective of improving quality of trainingp farno training quality
accreditation or qualitycontrol system has been set up for medical training institutions.
Improvements in training quality are not keeping up with tetdgical development and
growing need for improved quality of care in the community. According to the observations
of students and former students of medical doctor and nursing specialtiéacilities in
training institutionds inadequatée.qg. libray, lecture halls, labs, etc.)

The curricula for training new medical workers and for continuing medical education
have received inadequate attentibeedback on the curriculadicate the need to set aside
more time for skill practice sessions agoldce more emphasison improving clinical skills,
public health skills as well as soft skills for undergraduates. Time for clinical study only
accounted for onthird of the entire curricula. The most common training method in the
academy wastill theoretical pesentation in the classrodd].

2) Develophuman resources for the health sector iterms of sufficient quantity,
balanced structure and distribution. Continue to implement projects to train health
workers to meet the need irrural, mountainous and disadvantaged areas

Implementation results

The quantity of human resourcein the healthsector continueto improve. The
number of doctors and assistant doctors peélQDpeople continued to grow to reach 13.4 by
2011; the number of doctors per Q00 people increased from ©.;h 2010 to 746 in 2012
(which achieved the012 targetn the Five-year plafn; the number buniversity pharmacists
per 10000 people reached9® in 2011(exceeding the goal for 2015 in theve-year plan,
the numbenf nurses per 1000 people alsoose(to reach 10.02 in 20112]. The increased
quantity and quality of health workers at the grassroots level was remarkable. In 2011, as
compared with 2010, manpower fordit at the commune level increased by 3549 persons
(of whom 346 were doctors) and at the district level increased by 6878 persons (of whom 585
were doctors)ln 2012 76.0per centof commune health statiomed doctorsa 6 percentage
point increasecompared to 20103.4 per centof commune health stations habistetrics
pediatric assistant doctoos midwives (a reductiorthus not meetinghe plan target)The
proportion of rural villages with village health workesss maintained above 96 per cent
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from 2009 to 2012, but there was a reduction in the proportion of urban blocks with a health
worker to 81.2 per cent

In order to diversify theypes of training to developuman resources for grassroots
healthcardacilities, the Ministry of Health issueDocumentNo. 1915/BYTFK2DT dated 8
April 2013 guiding health sector training institutions to implement Circular No. 55/2012/TT
BGDDT dated 25December2012 of the Ministry of Education and Training regulating
continuty between junior college and univetyslevels Nationally there are 7 universities
currently providing training to upgradegualificationsfor 1488 doctors and 24 nursds.
addition, there are 13 universities nationwide providiragning of medical studentaho
have committedo return towork in their originlocalities with 2000 studentsecruited in
2009 meeting 72er cenbf provincialdemand fotraining of medical staffl].

The Prime Minister enacted Decision No. 31BADTg approving the Project on
"Encouragemet of training and development dfealth human resourcespecializing in
tuberculosisjeprosy, mental hdth, forensics and pathology for the period 202@&0" to
enhancethe ability to attract human resources for training, recruitment and deployment in
these less attractive specialtialides stipulating priority salary supplements for thealth
sector Decision No. 73 and Decree No. 56) will contribtdeesolng part of the manpower
shortage in theskelds. Projectsprovidingtrainingto raisequalificationsof grassroots health
workers andecruting students in disadvantaged loca#iwho committo return towork in
their origin localities arecurrently being implemented. Project 1816 has been adjusted
towards an orientation of technology transfer from higher to lower levels according to
Ministry of Health DecisiomNo. 5068/QDBYT dated 21 Decemb@012.

The Ministry of Health continigeto implement the policy on stafecondmentin
2013, the Prime Minister issued Decisidwo. 14/2013/@-TTg regulating thetemporary
staff secondment for medical practitionars health facilities to increase quality of health
services at the grassroots level and disadvantaged areas. The Ministry of iskadth
Decision No. 585/Q-BYT approvingtheP r o j e cing thésernidihgoftvoluntary young
doctors to remote,mountainous island, border and especially socieeconomially
di sadvant aith ¢hd aineof peomiding sufficient number and quality of doctors to
enhance quality of healthcare services at the grassroots healthcare level.

To enhancehuman resources to meet tmeed for basic, comprehensive and
continuous healthcareto improve qudity of primary healthcareand to contribue to
mitigating hospital overrowding the Ministry of Health issued Decision No. 935/GEBYT
approvingthe Project onfiSetting up andlevelopng the family doctor clinic modeb . The
Project: Health develpment for islands and coastal ardas 2020 approvedin Prime
Ministerial Decision No. 317/Q-TTg dated 7February2013 specifed the objective of
developingsufficient health human resoursén terms of quantity and quality to meet the
need for health protection and care for the peopigland and coastareas.

Difficulties and shortcomings

Despite positiveesultsin terms ofanincreased number of health workers in general
particularly for the grassroots healthcare level, in reality, the health sectofast@émany
difficulties in terms of human resource developmehite general [ortage of human
resources, particularly of doctors at the grassroots level spedialistsin preventive
medicine, is still aproblem A recent study conducted ifour provinces indicated that
movement of health workers out of district and commune levels is a concern. The number of
health workers retiring or moving away from district health facilities (disbospitals and
health centers) was equal to about 50 per cent of the total number of new recruits, while at the
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commune level departureseve equivalent to about 30 per cent of new recr{@s Many
district hospitals and health centé@ve not been able tecruit any doctors for many years
while the mgrationof doctors to other localities continues. The main reason for movement of
health workers away from the commune level was promotion to work at the district level.

The findings ofa number oftudies[3-5] also pointed out certaiconditionsmaking
work at the grassroots levigss attractiveparticularlytwo main factors low income and
poor working conditions due to lack of medical equipmiefibtund to bethe main reason
health workers, particully doctors, avoid working at the district and commune levels.
Research on factors attracting health workers to rural areas was implemented through discrete
choice experimentsThis researchndicated that factors positively influencing job choice
were urlan location, adequate medical equipment at the workplace, high income,
opportunities to develop skills (through shtatm or longterm specialist training) and free
housing. For doctors, workplacenditions werghe most important factor; while for medic
students about to graduate, opportunities for {emm training vere the most important
factor[4].

Effectivenesof policies related to training, attracting and retaining health workers is
limited becausef a number of factors including: inconsistencies between policies; lack of
funding for implementation; inadequate intersectoral cooperation intg@eof candidées
for training; poor organization of implementation; inadequatitoring and evaluation of
results of implementing Decision No. 1544/JDG on training to upgrade qualifications of
existing medical staff3].

Quality of health human resources is also a probighose resolution needs
prioritizationin the coming years. The proportion of commune health workers with correct
knowledge and skills for first aid, diagnosis and treatrad illnesses and knowledge for
dealing with epidemics is limited according to a recent sunayy (L7.3per cent of doctors
and assistant doctors have correct knowledge and skills for first aid; 17 per cent of doctors
and assistant doctors could identifgk factorsduring pregnancy; 50.5 per cent of health
workers knew how to diagnosis hypertension; 156 gent knew how to deal with an
epidemic) [3]. Results from another survey also showed that commune health worker
knowledge of neonatal care reached only 60 per cent of national benclBjark4.3 per
cent ofdoctors had correct knowledge abdisagnosis and treatment for dehydration due to
diarrhed7].

3) Developstandards of necessary skills andompetenciedor each type of health
worker

Implementation results

The Ministry of Health issued Circular No. 07/2013FBNT stipulating standards,
functions and tasks ofillage health workersand village-based ethnic minority midwives
(providing mother and child healthcardjhis circular included regulations on appropriate
relationships betweenvillage health workersand the relevant units in the respective
communen order to overcome a shortage in human resources at the village level, especially
in remote and mountainous region¥he Ministry is currently developing national
competencies for midwives in Vietnarollowing standards recommended in 2010 by the
International Confederation for Midwives, to submit for approval in 20t& Ministry of
Healthis alsodeveloping a Decree regulatingmuneration, functions and taskssigned to
commune health stationsy amendingthe outdatedDecree No. 58/TTg dated Bebruary
1994 regulating certain issues related to organization rantuneration atgrassroots
healthcare facilities.
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Difficulties and shortcomings

It is commonfor newly graduated doctorsto lackpractical skills. The medical training
currently has been assessed as lacking professional practice opportunities, particularly
clinical skills. According to seldssessments by recent medical graduates, only 45 per cent
knew low to make an early diagnosis and provide appropriate initial treatment for
communicable disease, 50.9 per cent knew how to implement some simple technical
procedures, only 37.6 per cent had the ability to implement monitoring and management of
chronic digase in the communifyt].

4) Effectively manageand usehealth human resources
Implementation results

In order toersure effectiveness of the implementation of the policreattracting and
retaininghealth manpower, the Ministry of Health collaborated with the Ministry of Home
Affairs and Ministry of Finance tessueJoint Circular N0.02/2012/TTLTFBYT-BNV-BTC
guiding the implementation of Deme No. 56/2011/NECP of the Government on
occupatiorbased incentives for workers in public health facilities. The Department of
Organization and Personnel of the Ministry of Health is now deirgjop system of
statisticalformsto gather informatiomn human resources in the health sector to dezath
manpower planning

Difficulties and shortcomings

There is still nodatabase system on health human resources covering traiming
deployment in the public and private sectoraitbin health human resourcesanagement

The policy regulatingsalary supplements intended to reward and to attract health
workers to disadvantaged are@s@dng to Decision No. 64/2009/NECP has hadoostive
impacts in terms of attracting ancktaining health workers to work in extremely
disadvantaged areds], butt h e p cdveragy vas relatively modest (only 2112
communes in 62 extremely disadvantaged districts of the totals numbef®?2 Tbmmunes
nationwide).In addition, firancial resources to pay incentives and allowances for services
provided at the commune health station and for outreach activities at the commune level are
insufficient,which hashindeed effective implementation of human resources policies.

There is no bdget line to supplememévenuesdr health facilitiesunable tobalance
their revenues and expenditur@s order to implement Decre&lo. 56/2011/NDCP
stipulating salary supplements for medical personnel at state health facilitieBriamel
Ministerial Decision No. 73/2011/QDBTTg stipulatingsurgical, orcall duty and epidemic
controlsalary supplements for health workers in state health facilities

2.2.2. Recommendations

1) Prioritize investment and upgrading of training institutions, improving quality of
training, renovating curricula, documents and training methods

A It is necessaryo develop a longerm master plafior comprehensive ferm of the
health sectotraining system baseon a systematic approach tosere sustainable
development of human resources for health.

A Develop a qualityaccreditationsystem and qualitpccreditationcriteria for health
worker trainingand aquality control system for graduated medical training
Organize training obfficials responsible for traininguality control.
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A Organize effective implementation of Circular No. 22/2013/BYT on continuing

medical education tmeet requirements farpdating knowledge for health workers as
specified under the Law on Medical Examination and Treatment. Priority should be
given to developing plans and implementing contigumedical educatioto update
knowledge of district and commune health workers with an orientation towards
ensuring skills and knowledge needed to meet current health care needs of the
population.

2) Develop human resources for the health sector in terms of sufficient quani
balanced structure and distribution. Continue to implementprojects training health
human resources forrural, mountainous and disadvantaged areas

A Undertake an evaluation of theffectiveness of methods aimed at strengthening

human resource®r remoe and mountainous areas ahe impact of thee policies
on attracting andetaining human resources to seras evidence foappropriate
policy revisions

Strengthen training to update knowledge among existing health workers through
detailedpractice guiélinesfor health workers in extremely disadvantaged areas.

Implement remuneration policies and create favorable conditions to attract health
workers to serve disadvantaged areas, éwample through salary supplements,
increased salary, housing conditipngansportation assistance, conditions for
improving qualifications and skills, meriwvards etc.along with the other policies.

3) Develop standards of necessary skills and competencies for each type of health
worker

A

-

A

Undertake a national revieto propse necessary competencies and standards for
training curricula of general practitioners, public health workers and nurses
appropriate with the morbidity patterns and current need for health care of the people
to ensure that trainees, after completingrth@ining, have effective knowledge and
practical skills

Develop standards and performance appraisal procedures based on actual worker
capacity, performance, effectiveness and productivity.

Set up standards arsandard operating procedures human resource assessment
based on actual capacity, performance, effectiveness and productivity.

4) Effective management and use of health manpower

A

Continte to consolidate théduman resourcemformation system related to training
deployment and theelationship between training and deployment of human
resources. The information system shaaldude coverage diuman resourcdseing
trained at privatéraining facilities in order to more effectively plan for health human
resources

Strengthermonitaring and oversight othe implementatiorof existinghealth human
resourcegolicies to improveeffectiveness and make timely policy adjustmefris
particular, develop an effective mechanism to ensure sufficient budget to cover
incentives and allowancesrflocal health workers at the commune health station and
involved inoutreach activities.
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2.3. Health financing

Health financings thearea thahasreceivel the most attention within arzkyondthe
health sector in 2013. Thee&ion below presents achievements from the past year in the area
of health financing imelation tothe priority tasks of the health sector

2.3.1. Implementation status

1) Increase public spending on health through increasing statbudget on health and
expanding health insurance coverage

Implementation results

On 10 January 2013 the Prime Minister approved Niational Strategy for the
protection, care and promot i o ri2080fwith ewesionpe opl e
to 2030which specifieshe objective ofir api dl'y i ncreasing opublic
Solutions and indicators tachieve this objective includé&i ncr easi ng annual
spending on health, ensuring highate ofincrease of state budgkealthspending than the
averagerate ofincreaseof overall state budget spending. Spending at leagbe80centof
state budgehealth spending on preventive medicine, ensuring adequate funds for recurrent
spending of commune health stations and for salary supplements for villaigje Wwerkers.

Striving to achieve a minimum of p@r centof total state budget spendirigr healtho [§].
This shows a consisteperspectiveand commitment of the Government to increasing public
spending on health. It also layise foundation for the health sector pvopose and defend
proposas for increasing annual state budget spendiog health and serves as a basic
indicator for monitomg and supervising increasinpublic spending on health.

In 2013,the Prime Ministemapproved Decision No. 705[3TTg on increasinghe
insurance subsidy fapecific groups of the near podts stipulated in this Decision, théase
budget will subsidie 100 per centof the healthnsurancecontributionfor the near poowho
meet the following conditions(i) members of near poor households that hesmently
escapegboverty,with support to last for five years from this eveiiff members of near poor
households living inhe poorestdistricts[9].

According to our estimates based on Ministry of Finarstate budget spending
figures for 2012, the share of statdudget recurrent spending for health reacB&&8B per
cent[1Q]. This shareremans almost unchanged compared w81 per centin 2011
Neverthelessthis represents a substantial increase over the level in 200®2per cent
Total state spending on health tbe period2008 2013 increase@4.2 per cent, higher than
the average increase total recurrent state spending in the same periocp€2@en) [10].
Nevertheless, the growth ratesthte budget spendirigr health in 2012epresents a decline
compared withgrowth rates irprevious years, only frer centhigher than thgrowth ratein
overall state spending.

The policy prioritizing state budget allocations for preventive medicine continues to
be implemented followingthe fwrget set out in the National Assembly Resolution
18/ 2008/ QH1 2 i Apel cenbfsstate budget sderediagson hedlt® to preventive
medi ci neo. The proportion of state budget s
time. In 2009, 31.3%ea centof state budget was spent on preventive mediglidg State
budget #ocatiors for national health programaeimplemented according to Decision No.
1222/QDBTC dated 17 May 201%hich stipulatedstate budgetlBcations for ministries,
sectors and localities. In 2012, the Ministry of Health \alscated a budgedf 1669.39
billion VND for national health target programshile the actual spendingfigure was
estimated at 1728.29 billion VNDndicating spendingf 101.7 per cent of the budget due to
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a surplus 0f28.91 billion VND carried over from 201112]. Spending on National health
target programs accounted for 3.2 per cenotad state recurrent spending on health

Attention is currently being paid to thele and significance of consolidating and
strengthening grassroots health careelation toimplementingPHC. In 2012, the Ministry
of Health has implemented a-y8ar review of implementing Directive NO6-CT/TW dated
22 January2002 of the Central Camittee of the Communist Party on consolidating and
refining the grassroots health netwofke Politburo has also directed the Ministry of Health
to develop a project AConsolidating grassrtr oc
examination andreéatment. Budget allocation norms for remote and isolated regions
currentlyconsist ofa priority codficient from 1.7 to 2.4 times higher than the normudoan
areas. According to a Ministry of Finance report, data on health services spending inr2012
all 63 provinces indicates that the two poorest regibnthe Northern midlands and
mountains and the Central Highlaridkave the highest state budget spending per capita of
all regions in the countryThe Ministry of Health is submitting to the PrinMinister a
project proposal for investing in commune health care and district preventive mediciise that
integratel into the Mational target progranon building a new countrysiderural health
development andprograms that integrate policies of the Minystof Health and the
Committee for ethnic minority affairthe Ministry of Health and Committee for ethnic
minority affairs have signed an implementation agreemevttich includes some priority
policies for investment in disadvantaged, remote, isolatedethnic minority region§l?].
The military-civilian medical cooperatioprogram has invested in militagpvilian medical
facilities including upgrading clinics and adding medical equipmeb? irborder area clinics
in remote, isolated and priority national security araadsupported investmeritinds for
medical equipmeni five priority areas includindg.y SonandPhu Quoc dland, Gia Laiand
Dak Nong province and Thai Nguyen province special zqAgd K).

State budget fursdvere allocated tsubsidiz insurance premiusfor the poon5757
billion VND) and children undeage six(3447 bllion VND). The insurance subsidy for the
poor and children under age six accounted for 18 per ceatabfrecurrent state spending on
health.

The strongrate of increase state spending on health in recent years is attributed to
govenment bond funsifor projects to upgrade health care facilities, including the project on
upgrading district hospitals according to Decision N6'2@08/(@-TTg and the project on
upgrading central and provincial hospitals according to Decision No. 930/KgD Total
approvecdcapital investment amounted @@ 280 billion VND, in which the government bond
fund accounted fod6 628 billion VND.Actual total government bond fus@llocated foithe
period 2008 2013 wasonly 23200 billion VND, with 12548 billion VND allocatd for
implementing Decisiod7 and10 652 billion VND for Decision 930Total government bond
fund disbursed from 2008 up through November 2012 wab2 P billion VND, achieving
disbursement rate of 92ger cen{13].

External assistance for health has increasedardmaintaired at a high level even
though Vietnam has become a lower middle income colibfly In 2012, the total number
of official development assistanc®DA) projects managed by the Ministry of Health was
52, with total fund of approximately 1.5 billiordSD. The World Bankand Global End are
currently the two organizations providing the largastount ofODA funds for the health
sector accounting for more than S@er centof total ODA fund. Regional health support
projects andHIV/AIDS control have received the most assistance from health development
partnersThe dsbursement rate of ODA projects has been improved in recent years, but only
achieved 6%er centin 2011, and isestimated tdave reached onl$1 per cenin 2012[15].
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According toMinistry of Healthreports, in addition to furedfrom ODA projects, there are
106 health mjects funded byongovernmental organizations (NGOsjth a btal of 256
million USD.

Difficulties and shortcomings

Macroeconomic difficulties affecthe ability toincreag state budget spending on
health. Thegrowth rate ofstate budget spending on health in the last three years has
decreased remarkably duen@acroeconomic difficulties and a tight fiscal policy according to
Government Resolution No. NQ-CP 0117 [16]. In 2012, state budget spending on health
decreased dramatically compared to 20112018 estimates indicate a continued decline
2012, herate of increase in state recurrent spending on health was only 1 per cent higher
than therate of increasef overall stateecurrentspendng, while 2013 estimates indicate that
the rate of increase of state budget spending on health may be lowdrehatetof increase
in overall state budget spending, thus not achiethegarget set forth iNational Assembly
Resolution No0.18 [17]. According to 2013 estimates, tlshareof state budget spent on
health fellslightly to 8.1 r cent,quite low comparedo the target of 10 per cent in the
National Srategy forthe protection, care and promotionttfepe op | eb6s BO20al t h 2
vision to 2030.

2) Sustainably develop universal health insurance, implement the roadmap towards
universal health insurance coverage

Implementation results

Sustainable development of universal health insurance constitutes one of the key
objectives of the health sector in 2012. Thalitburo issued Resolution No. 21 dated 22
November 2012 on strengtheni@@mmunistParty leadershijn social and health insurance
activitiesfor the period2012 202Q The issuing of this resolution mar&s important change
in leadership and direction of tharty at all levels forimplementation ofuniversalhealth
insurancecoverage. The role of local authorities in ensuring effective im@hgation of
health insurance has beemphasized. The Prime Minister issued Decision338/(D-TTg
dated 29 March 2013 approving the project on implementation of the roadmap towards
universal health insurance coverage in the period 22015 and 2020yith a target ohealth
insurance enrollmerior over80 per centf the population by 2020, and specifying solutions
andsources of fundfor each stage of implementation to ensure fedtsibil

Refinement of the policy and legislation system for health insurance is being
promoted with the main task being to revise and amend the Law on Health Insurance.
Research and review to revise the Law on Health Insurance is being implemented very
actively based on aimdependent assessmdytnational and international organizations and
examination ofnternationalexperience on content proposed for revision. Tée onHealth
Insurance is expected to be amended and supplementetievitlilowing orietatior

A Refine the legal policies on healthsuranceto implement thefollowing goals:
expandpopulation covered blealth insurance; improve quality of medical services;
reform the financing mechanism and reduce -ofHpocket spending ofiouseholds
implement the roadmap towards universal health insurance coverggementthe
goal ofsocial protection

A Ensure harmony of rights and benefits among three stakeholders including the
insured, service providers atite health insurance fund;

A Overcome inappropriate aspects of the policy identified during three years of
implementing the Law on Health Insurance, specificatiyope of adjustmerand
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application of the Lawhealth insurance groupsgope of rights antlealth insurance
benefitlevels, managemet and use of theealth insurance fun@nd organization and
implementation of health insurance;

A Reform existing regulations on health insurartceconform withrecent changes in
other related legislation

With regard to expansion of health insuranceecage, in 2012 the number of the
insured was estimated at 39.million, accounting for66.8 per centf the population[18§].
Among the insuredpartial or total subsidies cover at least 60 per cent, not yet including some
subsidized compulsory groupkéi the elderly angbeople with disabilitiesor whom data
cannot be separated q&igure 2).

Figure 2: Structure of the groups participating in health insurance, 2012

® Employees

= Children under age 6

9.0
14.4 ® Poor and ethnic minorities
= Near poor
l = Students, pupils
2.1

Other compulsory

Voluntary

Source: Health Insurance Department, Ministry of Health, 2013

Difficulties and shortcomings

The health insuranceeerage rate remains low among some target groups such as the
near poor (25 per centoverag® voluntary health insurance (26 per ceowerage and
workers in enterprises (51 per ceowerage ( Figure 3)[19].

Figure 3: Health insurance coverage rate by insured groups, 2011

Civil servants 100
Pensioners 100
The poor, ethnic minorities 98
Others receiving state subsidy 95
Children under age 6 81
Students, pupils 80
Employees 51
Voluntary 26
Near poor 25
0 20 40 60 80 100
Per cent

Source: Ministry of Health, 2013. Project for implementing the roadmap for universal health insurance for the
period 20127 2015 and 2020 [20].
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There remain manympediments tomplementingthe roadmap twards universal
health insurance coveragAssessment reports on implementation of the Law on Health
Insurancehave pointed outlimitations and shortcomings in implementation of health
insurance coverage. Thesmpediments are related to the inadequacysome legal
documents and policies, as well as shortcominggmiplementation of health insurance
policies. Specifically, regulations are inadequate for ensuring compliance with compulsory
enrollment in health insurance, and there are not yet regulatiomsrg theVietnam Social
Security ¥SS) to perform its role as a purchaser of health services that meet criteria of
service safety, effectiveness and quality at affordable prices. Management and use of the
health insurance fund remains limited in terms of sustainability and effectiveness, the
provider payment mechanism is inappropriate, thanagement capacity dhe health
insurance ageryadoes not yet meet requirements. Hiealth insurance information system is
quite limited. These shortcomings have affected three aspects of health insocsecage
including population coverage, service coverage and extent to whiebf-qatcket spending
on health services has declined.

Administrative procedures for buying health insurance and for health insurance
reimbursementfiave not yet been reformeéd enhanceconveniencdor the insured while
using health services.

3) Reform the operationaland financial mechanism in state sctor health service
facilities

Implementation results

After a long period of formulation and widespread consultatign®ecree No.
85/2012ZND-CP on the operationand financial mechanism for state sector health service
facilities and medical service prices in state medical facilities was issued on 5 October 2012.
Decree 85stipulates in great detail theperational and financiahechanism and medical
service prices in state medical facilitiessified into four groups based on the degree of
financial autonomy of the facilityWith regard to the operating mechanism, besides
regulatiors on development o$ervice provisiorplans and organization of health personnel,
Decree 85 has aarticle regulating joint ventur and business partnership, specifically,
ficapital contributiors and mobilization, and joint ventwsemust be accounted for
independently or an i ndepen dneterrhs ofatieedimancialt i n g
mechanism,the Decree separatethe financial mechanism for development investment
spending fronthat for recurrent spending. With regard to prices of medical aesyiDecree
85 stipulatesmplementatiorof the roadmap towards appropriate ageéquatealculation of
users feeby 2018 and stipulates gradual inclusion of salary and wages in medical service
prices. Obviously, Decreg5 has createdfandamentathangean the operating and financial
mechanisra of state health facilitieslmplementation of Decree 85 will certainly promote
further implementation of hospital autonomy and streng#ezial mobilization for health
care services.

Promulgationand implementation of InteCircular No. 04/2012/TTLIBYT-BTC of
the Ministry of Health and the Ministry of Finance on applyitige schedule of
administratively set service price cdios a large number of basimedical services in state
medical facilities is another importartighlight of health financing in 2012. Price adjustment
for more than 500 medical services (including 80 servidesse prices were satcording to
Circular N0.03/2006) othe basis of partial cost calculation of three out of sesx@nponents
of service cost has created a significant change in health financing reform in state medical
facilities through appropriate arsdlequatecalculationof service cost. Medical service prices
have mainly beeradjusted upwardssince only 5 out of 447 servicesexperienced a
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downward adjustment iprices. Up tll now, 62 out of 63provinceshave applied new
provincial medical price schedueccording to Circular Ndd4. The Ministry of Health, the
Ministry of Finance and 8S reviewedand approved medical service pricesdth35 central
hospitals.Following guidanceof the Government and the Ministry of Health, Ho Chi Minh
City has phased in implementation thie newmedical service pricachedule in ordeto
reduce impact on theonsumerprice indexin the same period

With the perspective that increases in medical serpitess should be linked to
improvements ilmedical service quality, the Minister of Health issued Directive0$¢CT-
BYT on strengthening implementation of me@suto improve quality of medical services
after adjusting medical services pricésr people covered by health insurance, adjustment of
medical service prices is expected to have a positive effect by increasing the benefits and
reducing ouof-pocket speding for theinsured.

Difficulties and shortcomings

Implementation othe new medicalservice price schedule accorditayCircular No.
04 hasled to problems with harmonization between a unified operating mechanism and
decentralization. According toegulations, keeping in mind the maximum price schedule
issued in the Joint Circular, the Provincial health bureaus are to collaborate with the
provincial social security office and the Provincial finance bureau to formulate an option for
adjusting medicaservice prices based on the proposal of hospitals managed by the Provincial
health bureau, then to submit this proposal
Council for approval. Decentralization medical service price setting expectedd bring
positive results ifthe price schedule that is approved is appropriate withspezific
conditions of each locality.

However, in realitythe results of medical service prices approved inldialities
according tcCircular04 lacks uniformity ircriteria to be considered in setting prices and the
actual methods for determining the prices across localitigs.til now, 62 out of 63
provinceshaveappliedthe new medical price schedule, however themre large disparitieis
the average service jme among provinces. According to survey resoits43 provincial
health bureauspf which 41 provinceshad alreadyappliedthe new service price schedule
priceswereset at an average @2.2 per cent ofhe maximumprice as regulateoh Circular
04. Vairation in medical service prisamong provinces was quite high, ranging from 56.4
per cent to 91 per cenf the maximum allowedwith the interquartile range from 60 per cent
to 82.3 pecent[21].

Vietnam is facing difficulty not only in mobilization of financial sowsci®r health
but also in using these resources effectively. Up till now there is no comprehensive research
on waste in the health sector, howethare is widespread acknowledgement of the existence
of inappropriate use of medicines, lab tests and mediealices results in increase in
unnecessary health spending such as using inmoaandinstead of generic medicines,
overuse of drugs, overprovision of antibiotiledy tests and diagntis imaging and rejection
of the validity of labtest resultsand diagnosescross medical facilities. Fedor-service
payments are stilividely usedwhile there is not yet efficient mechanism for management of
quantity and prices of medical services and medicines, which leads to an unavoidable
increase in health oa coss. Efficiency of investments in projects financed by the state
budget subsidies, particularly projects making investments through government bond funding
in recent yeardhas not yet been assessed adequately or comprehensively. Anecdotal evidence
from some localities, particularly in mountainous areas indicates that new district hospital
facilities that have received relatively comprehensive investments, have not been used
efficiently becausef a lack ofqualifiedhealth workers, particularly doctr
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The current financial mechanism does not yet encourage efficient performance of
preventive medicinefacilities. Only after an epidemic occurs are funds allocated, so
preventive medicine service facilities cannot be-gective inperforming epidemic preantion
before an outbreak occurbisteadthese facilitiesmake majorefforts to control outbreaks
when they occur, but afterwards go back to just waiting for the next outbreak. Methods for
budgeting and allocating funds currently do not ensure implenmmntaf a basic service
package. Funds f@rofessionahctivities in district hospitals amount to onlyi 20 per cent
of total state budget allocatioj22]. Many commune health stations receive operating
budgets that are below the legally stipulated amount (minimum of 10 million VND per year
according to Jiat Circular No. 119/2002/TTLIBYT-BTC guiding revenues, expenditures
and recurrent expenditures of commune health staf§a6k

4) Reform health service provider payments
Implementation results

Implementation of therovider payment reform moving awdsom feefor-service
towards capitation for insured patientshas led to a rapid increase the number and
proportion of medical facilities applying capitation. The roadnhap expanding use of
capitation hasiot only met, butactually exceeded théarget set out in Jointi@ular No.
09/20097TLT-BYT-BTC. In 2010, 28 out of 1750c¢ligible first level facilities (where
insured people register for care) were applymagitation (accounting for 13.@er ceny,
including 214out of 1190 districtor equivalent levefacilities (accounting for 1@er cen),
exceedingoy 8 percenfage pointcompared to the targsetby VSSfor 2010. In 2011, 768
out of 1951 eligible facilities applied this payment method, accounting for 4@ centof
facilities that signed contracto provide medical servicesimbursed by the health insurance
fund, exceedindoy 10.2 percenage pointghetarget set out in thepadmap in Circular 9n
2012, capitatiorwas applied iM2 per centof first level facilities The number oprovinces
implementing capitation has ineased ovetime, according to VSS by 2012 only five
provinces had not yet applied capitation payments.

Generally, thecapitation mechanism haled hospitals to take the initiative in
managinghospital financesand strengthesd accountabilityof variousstakeholderdor the
management and effective usettod health insurance fund. Leaders of the Ministry of Health
are actively guidingeview and adjustment ajuidelinesfor implementationof capitation
paymentsfor health insurance reimbursement of meditzilities in order to deal with
various problems that have arisefhe Department of Planningnd Finance under the
Ministry of Health is the focal point for thieview and policy adjustmenin March 2013,
The Minister of Health decided to set apdrafting committee to develo@ circular on
capitation payments for insurance reimbursement of medical care seAve@ses of studies
directly servingthe development othis circular includean assessment survey on provider
payments, calculation of medical service costs at the district and commune level, assessment
of the impact of proposal$or adjusing capitationpayments findings of these studies are
being consultedoy the drafting committee. In addition,there has been aexchange of
experience withother countries that haveuccessfully applied¢apitation such as Thailand
andEstona

A case mix paymennechanisms being studied in a pilot as part of the ADB funded
Health human resourceevelopment Progranmvolving extendingcase mixpayments to 26
common diseasdsund at district and provincial hospitals. Care pathways for 24 diagnostic
groups have been developed and are being assessed by hospitals and experts before
finalization. Atthe same time, program staff are gathering clinical and financial information
on components of the care pathway in order to calculate the payment levels for each
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diagnosisThe Ministry of Health is discussing options and a roadmap for implemerasey
mix payments in Vietnam with experts from the World Bank, World Health Organization,
Thailand,and theJoint Learning Network.

State budget allocation through resuitssed financings being piloted in Nghe An as
part of theCentral North Region HealtBupport Project. Up till now, resultsmsed financing
has been implemented in 2 district hospitals, 2 districitthnegnters and 4 commune health
stations[24]. It is expected that the currently approvedultsbased financing projeatill
improve efficiency of performance of the health services peavietvork. The handbook
guiding implementation of the piloesultsbased financingnodel has been approved by the
Ministry of Health and World Bank, includingdetailed description of the development and
implementation of the project, which is a very usefutument, especially for expanding this
model[25].

Difficulties and shortcomings

There is currently no concret@nd consistent strategy and roadmap roedical
service proider payment reformA mixed setof provider payment methods is being used
Vietnam, yet they were not actuallgesignedfor congruency,to reinforce rather than
undermine each other in achieving a coherent set of policy déadt. method of provider
payment has both strengths and weaknesses.

Feefor-service payments arestill widely used. Capitatiopayments as applied in
Vietnam have many limitations and shortcomings in terms of policy design and
implementation. Many problems between service providers and health insurance agencies
have arisen during implementation of itapon. Deficits in capitation funds and pressures of
fund management discourage many medical facilities from implementing capitation. There is
a need for capitation payments to be redesigneconform to international standards and
satisfy thepolicy oljectives Case mix paymestaregradually being implemented. However,
efforts to reform provider payment methodsvleaiot yet been effectively coordinated and
implemented witm a comprehensive plawith a concreteand cowgruent strategy and
roadmap. Refaon of service provider payments methods needs impemented withirthe
context of the health systerwith mechanisms and health information systems to permit
guality management and encouragatinuousjuality improvement.

Design and implementation oiew provider payment mechanisms requires specific
conditions in terms of technical capacity, ability of information system databases to meet
requirementands uppor ti ng r esear csituation tihese\tonditiomsanad s c u
very limited.

2.3.2. Recommendations and supplementary solutions

1) Increase public spending on health through increasing state budget spending and
health insurance coverage

A Maintain the goal of ensuring that the rate of increase in state health spending for
health is higher thrathe rate of increase in overall state budgending
2) Develop sustainable universal health insurance coverage, implement the roadmap
towards universal health insurance

A Revise the Law on Health Insurance to remove policy impediments towards
expanding health insurance coverage, eresuhe rights of the insure@nd the
responsibility of the health insurance agency as a purchasing agency.
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A Strengthen capacity of the health insurance agency: consolidate the organizational
structures, ensure adequate skilled manpower to implement the main function of
health insurancegndstrengthen information management systems.

3) Reform the operational andfinancing mechanisms in state health care facilities

A Ministry of Health develop monitoring and evaluation indicators on implementation
of reforms in the operating and financing mechanism of public sector health service
facilities.

A Improve the capacity gbublic sector health facilities in managemeotlifications
including methods for costing and strengthening hospital management information
systems.

A Increase efficiency of resource utilization and aasttrol: implement a consistent set

of measures that includes prioritization, beginning with reviewing drugs and services
paid by healthinsurancein comparison to cosffectiveness criteria, promoting
rational use of drugs at state health facilities, overcoming the imbalance and
fragmentation between differetavels of the health system andbetween treatment

and prevention at the same level of care.

4) Reform medical service provider payment mechanism

A Develop a project on reforming medical service provider payments avitlear
roadmap and comprehensive plan. Prioritize adjustmetiteafapitationmechanism
at the district and commune level in the intermediate future

A Develop patientevel databaseshat combine information on costs with clinical
information in order to create a basis for developing and refining new provider
payment mechanisms.

2.4. Pharmaceuticals and medical equipment

2.4.1 Implementation status

1) Ensure adequate essential medicing® serve treatment needs
Implementation results

In the pasfew years.the need has basically been satisfmdessential medicines and
vaccines for preventive and curative caflealth facilities esured sufficient medicinesere
available for each technical level of cdwe prevent medicine shortage at the community
level

The value of domestically producédugsin 2012 was estimated to readt® billion
USD, anincreag of 5.3 per centcompared t®011 Domestic productiorovers 234 out of
314 active pharmaceutical ingredients the Viet Nam Essential Medicine List of all 29
therapeutic categories as recommended by WH®e forum on Viethamesepeople
prioritizing use of Vietnames esuppatdsus@inable s 0
development othe domestigopharmaceutical sectoto ersure stable supply of medicines and
to reduce reliance on impert

Besides standarticensingfor the export and import gbharmaceuticals, the Drug
Administration also resolvednportation of rare drugsnd specific drugs requested for
hospitals to meet their treatment needs, ditogsupply GPP pharmacy chains and parallel
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imports of madicines thus ensuringhe needs for drug®r preventive and curative caaee
met

Coverageof the medicine supply network hasntinued to expand, with less than
2000 persons per pharmaceuticaltlet. Investment in developing the medicine supply
network on islands, remote arsblatedareashas alsaeceived attentian

Ministry of Health Circudr No. 10/2012/TIBYT dated 8 June 2012 revised and
amended some articles of Ministry of Health Circular No. 31/201-BYT on the List of
drugs available for use at different medical facilities (major drug list), which expanded the
scope of facilities atiwed to use some drugs. The Ministry of Health is in the process of
drafting and preparing to issue the list of drugs that are reimbursable by health insurance to
replace the major drug list used in the past.

The Vietnamese health sector has graduallyeghthe capacity to supply all vaccines
in the ex@nded program on immunizationhdre are six domestfecilities that produce 10
out of the 10 vaccines in the immunization program and meet 80 per ceftcche
requirements

Difficulties and shortcomirgy

The share ofdomestically produced drugs remains iaiwe value ofdomestically
produced drugas a portion of the total value dfugs usedhas not increase@8 per cent in
2010 and 2011), and in 2012 actualscreased compared with 2011 (47 per cewiingit
is very difficult to achieve the stated goal (60 per centpiifsiderablefforts are not made.

The issuance of the™6Viet Nam Essential Medicine Lidtas been delayedrhe
generic drugpolicy hasonly begun to bemplementedso impact canrtoyet be assessed.
Local production ofintiretroviral drugsARV) is inadequate and there is a continued reliance
on foreign aid from international agencies for these drugs. The process of reviewing selection
of drugs for the health insurance reimbursenlisitis not yet based on cestfectiveness
criteria (see details in Chapter 1V, Section 5).

Access to medicines in remote areas, islandscaadtalareagemains limiteddue to
a low number of medicine outlets, insufficient drugs available, substandagd or high
drug prices.

There are still problems in ensuring an adequate sufpisiccines for the ERh the
face ofsuddermadversesvens (such as suspension thie use of Quinvaxem aftarine deaths
and manyadverse vaccine reactionsyhich affectd the implementation of the panded
program on immunizations

2) Tightly control drug prices
Implementation results

The Ministry of Health has directed the provincial health bureaus, medical facilities
and pharmaceutical manufacturers to consolidate mesaso stabilize drug prices. With the
strong involvement of the health sector aother related sectors and agencies, many
consistent measures have been implemented. As a result, the pharmaceutical market has
remained generally stable, no sudden and widesl drug price increases have been
observed. According to statistical data, in 2012 the pharmaceutical products price index
showed an increase of 5.27 per cent, lower than the general consumer price index increase of
6.81 per cent.

Medicines supplied tpublic health facilitieausing state budget or health insurance
fundswere procured through competititenderingwith information made publicly available
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according tothe guidance of Joint circular No. 01/2012/TFB¥YT-BTC dated 1Qanuary

2012 and Join€Circular No. 11/2012/TIBYT dated 28June2012.These regulations require

that medical facilitiesplan their competitivetenderingat least one per year, each drug
category is allowed to have one bid winner that meets technical requirements, all drugs are
classified into categories based on technical standards and technologies in order for hospitals
to select the drug that meets specifications with the lowest bid price. The winning price for
each drug cannot be higher than the price in the approved cowetetnderingplan.

By the end ofApril 2013, 10 provinces/municipalitielsad completedheir drug
procurement through competititenderingaccording to Circular No. 01 and 7 provinces
were still developing theircompetitive tenderingplan. A preliminary Ministry of Health
assessmertf the results indicated that procurement through competgivéeringunder the
new circular from the beginning of 2013 had contributed to redwipgnditures odrugsin
medical facilities by 20'30 per centThe pricesof ten drugs that were procured through
competitivetenderingin different health facilities in 2018ompared with prices from 2012
indicated a decline in price from 5.6 to 34.6 per cent depending on th¢2@u&esults of
an early survey indicate that winning bid prices for drugkdspitals in Vietnam are lower
than drugs of the santeade name, activgpharmaceuticaingredient, strength and amount
procured irhospitals in China and Thailap#7].

Price controlceilings are being applied on a pilot basis winolesale mankps for
medicines reimbursethroughthe Government budget atide socialhealth insurancéund
according to Circular No. 06/2013/1BYT. Since 1 April 2013, nindnstitutions are
involved in the piloincluding: Bach Mai hospital, Cho Ray hospital, Hospital C in Da Nang,
Bac Ninh provincial Health Bureau, Hai Phong provinciabth Bureau, Da Nang municipal
Heal th Bureau, Peopl edbs Hospi t abspitdl hBHanoin Ho
and Phu Tho @éneral hospitalThe Ministry of Health has selected a2tive pharmaceutical
ingredientsfor the pilot, including medicinewith large consumption value and largece
difference between itemith the samective pharmaceutical ingrediestrengtranddosage
form such as: Amoxicillin, Cefepiep Cefoperazom Cefuroxime, Levofloxacin,
Omeprazad, and Oxaliplatin.

VSS has also published the common pricdived active pharmaceutical ingredients
including: Cefoperazone sulbactam, Ceftriazen Levofloxacin, Cefuroxine, and Methyl
prednisolonewhich are sold undeapproximately 30@lifferent medicine names Vietnam
These arewidely used medicinesaccounting for a high share of total VSS insurance
reimbursemento hospitals. The common price of these medicines getsrminedafter
reviewinghundreds ofvinning bids for drug procuremeirt hospitals It is used as the basis
for drug procurement committees to approve the winning bids in ordenirtimize the
situation ofhigh-priced medicine®eingsupplied to hospitaJcausing difficulties to patients
as well as to the health insurance f(iad|.

Inspectionand checking to impose sanctions on drug price management onslati
have also been strengthenad accordance with Decree No. 84/201DACP dated 20
SeptembeR011 onsanctions foradministrativeviolationsrelated to priceand Decree No.
93/2011/ND-CP dated 18 Octob@011 onsanctions foadministrativeviolations n the area
of pharmaceuticals, cosmetics and medical devices.

Policies on genericinnovator brand medicines and bioequivalent medicihese
begun to beimplemented. Generic drugwe prioritized inassessing the winning bids in
accordance with Circular No. 11/2012FBIYT. The Ministry of Healthhas also issued a
temporary regulation on documents to be provideatder topublish lists ofinnovator brand
drugs andbioequivalentmedicines (Decisions No. 1545/Q-BYT and 2962/@-BYT).
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There have already been slists of innovator brandmedicines and bioequivalewlirugs
published in VietnanfDecisions No. 115/Q-BYT; 344/QD-BYT; 896/QD-BYT; 1087/(D-
BYT; 1546/QD-BYT; 1738/(D-BYT; 1739/D-BYT and 3977/@-BYT).

Difficulties and shortcoimgs

Tight control of medicine prices faces many difficulties. Application of Circular 01 on
competitive tendering for drug procurement has exposed shortcomings such as paying
inordinate attention to price criteria, lack of balance betwemrsideration ofprice and
quality; in the price criteria there is also concprimarily aboutthe price of each drug type,
rather tharthe costs of the entire treatmextdcording toprotocok, and therapeutic dosage;
classification of drugs into groups by technical stiamds lacks clarity and could be
understood and appliginbiguously

For imported medicines, especially drugs for specific diseases and brand name drugs,
it has not yet been possible to apply the wholesale markup ceilings widely. For domestically
produceddrugs, pharmaceutical ingredients are largely imported (90 per cent) making it
difficult to be proeactive in controlling drug prices. The differential in price between brand
name drugs sold in Vietham compared to international reference prices remaifj2&pigh
(Figure 4). Results of a VSS survey of winning bid drug prices in public hospitals showed
that for the same drug, same active ingredient, and same manufacturer and distributor, each
hospital had a different price. The variation in the winning bid prieeged from 2050
percent, and for some drugs it was even hifp€r

Figure 4: Gap in prices between brand name and generic drugs by type of
pharmaceutical outlet, 2011
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Source: Report assessing implementation of the National Drug Policy 19961 2010 [28]

3) Strengtheningmanagement of drugquality and safe andrational use of drugs
Implementation results

Medicine quality assurance activities continued to be implemented as pkuuteds
implementing Circular No. 09/2010/TIBBYT guiding the medicine quality management
issued by théinistry of Healthon 18 April2010.

Implementation of the good practicemndardgelated to manufacture, supply and
distribution continues to bestrengthenedThe Ministry of Healthalso issued Circular No.
14/2012/TFBYT dated 31August 2012 guiding the implementationf grinciples and

standards of i g o o d fonmpharmateatical packagp g Bry a d thiec eesn d
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2011, 100per centof modern (norraditional) medicine manufacturers had complied with
good manufacturing practic&MP) and 100per centof drug quaity control laboratories had
complied withgood laboratory practice5LP). By the end of 2012, more than ldtdern
medicine manufacturers had complied with GMP (86 cen}, 116 of drug quality control
laboratories had complied with GLP, includitige National Institute for Drug Quality
Control and Ho Chi Minh City Institute for DrugQuality Control and 112 laboratories of
manufacturers Some 161 units complied with GSP. Basically, pharmacies hastarted
compling with GPP in accordance with the roadmapecified under Circular No.
43/2011/TT-BYT of the Ministry of Health The GPP compliancate by the end of August
2012 was39 per centin addition,sevencompanies have been grangedertificate for GPP
compliant pharmacy chaif$2).

Sampling medicines for quality testing amtkaling with substandard medicine
producton lots have beenstrengthened. Decisions on recalling and withdrawingsviga
substandard medicine batches have been promptly made. Inspeatidrsanctions for
violationsof medicine advertising and information regulastiave beerstrengthead.

The National Plan of Action on Drug Resistance Control for the period IZ02D
has been finalized and submitted to the lestdprof the Ministry of Healthfor approval by
the Vietham Administration of Medical Servicedhis Plan of Action will hopefully
contibute toensuringsupply of quality medicines and consolidation of rational and safe use
of medicines for not only preventive and curative care, butfatagse inaquaculture.

The National Center of Drug Information aAdverse Drug ReactioMonitoring is
functioning well. The number addverse drug reactiorports in 2012 increased by Bér
centagainst 2011. Th€enter haset upa database fosearchingdrug information, drafted
and provided comments on many monographs and incthéeain theMEDLIB system

Difficulties and shortcomings

Solutions on promoting rational use of medicines have not been systematically
implementedso progresshas beenmodest. Sale of medicines without prescriptremains
common; the consumption rate of antibiotissvery high; many of the 30 medicingsost
commonlyusedhave little or no clinical efficacy.

Violations in the areaof medicine information and advertising in 2012 did not
decrease against 201

4) Promote development of herbal medicine and drugs manufaured from medicinal
materials

Implementation results

The Ministry of Health continues to amend and refine policiesl@relopnent of
herbal medicines and drugs manufactured frommedicinal materials. The Drug
Administration of Viet Nam has drafted and Mglbmit some legal documents in this field
for approval, including (i@ drcular on issuance of list ggoisonous compounds imerbal
materials used for production of medicines in Viet Nam,&ifroject on conservation and
development of precious and rare medicinal herbs; and (mipjectfor developing anaster
plan of medicinalmaterial development to 202@d vision to 230 [27]. A Master Plan on
developing medicine production and distributialevelopment of medicinal materials and
herbal and traditional nagcines.

By the end of 2012, themgere more tha80 manufacturers of herbal medicines and
more than 300 manufacturers of traditional medicifiesnover obtained from locdlerbal
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medicines has climbesharply in the past two years (2011: by®8 cent 2010: by 25per
centcompared with the previous year). It wiasecastthat in 2012, the turnover from local
herbal medicines would reach more tt3&00 billion VND. The value of importethedicinal
materials and herbal medicines increasesientimes between 2007 and 2012 (from.B
million USDto 54 million USD) [27].

Directive No. 03/CIBYT dated 24February2012 of the Minister of Health on
consolidating management of supply and usenetlicinalmaterias$, traditional and herbal
medicines in health facilities gviding traditional remedies hdmeen enfored. As reported
by 44 provincial/municipal Health Bureaus, 872 wholesalers and retailers had been granted
certificates of compliance with conditions for business which three have been granted
GSP ertificates for starage of herbal materials and 22 héeen granted GDRedificates for
wholesalesalesof medicinalmateriab. In 2012 and 2013, the Administration of Traditional
Medicine has collaborated with stakeholders to implement checking on quality of medicinal
materials and traditional medicinesnmedical facilities, results show that about 60 per cent
of samples taken do not meet quality standards.

Difficulties and shortcomings

Herbal medicines only accounted for a modest portion of the total amount of
medicines adtotal value ofmedicines consumed

Management over herbal medicines ameldicinalmaterial was poofThe aigin and
guality of herbal medicines amdedicinalmaterias on the market and in health facilities was
not closelyregulated The recent quality testing result$ the National Institute for Drug
Quiality Control conductedn over 400 samples ahedicinalmaterial obtainedfrom state
health facilities showed that 60 per cent of the samples failed tostaeelardsof which 20
per cent was mixewith waste such asand, cement or oth@npurities, f&e or soaked in
hazardous chemicall80].

5) Promote domestigproduction of medical equipment anddevices
Implementation results

The Ministry of Health has collaborated with théMinistry of Financeto conduct
checks and study to propossolutions for a supportive tax policy for domestic medical
equipment manufacturing enterprises. Training to guide the implementation of legal
documents related to medical devices manufacture and trade has been organized.

The Ministry of Health has finisted formulating theCircular regulating marketing
authorization and é€rtificate of Free Sale (CFS) for lobaproducedmedical devices

Difficulties and shortcomings

Difficulties and shortcomingsas well as solutions recommended by JAHR in the
previous yars have notall been addresseat fully implemented, such assituationanalysis
and need assessment, review and updating of avail@ojeipmentlists, development o&
database of medical devices for all technical levels, conducting health technology
assessment....

Regulatory capacity related to medieuipment(in terms of manpower, quality
calibration, price control...)silimited andimproved only slowly Capacityof local medical
device manufacturerssi poor and information was unavailable for assesiegability to
achieve the goal of meeting 60 per cent of l@cplipment requiremenbsy 2015 aset out in
the targets
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6) Improve infrastructure of health service facilities
Implementation results

Government bondunded investments imfrastructuran 757 healthfacilities through
Projects 47 and 93@uring the period 200012 inclued 591 district hospitals, district
health centers and regional polyclinics, pllovincial general hospitals, 46 specialized
tuberculosis hospitaB3 mentalhealthhospitals, 24 pediatric/obstetqediatric hospitals, 3
oncologyhospitals and centers irariousprovinces andlO hospitals under th#linistry of
Healthand Can Tho Medal and Pharmaceutical Univers[t§2]. Regarding projects under
Decision47, only a few hospitals/zerenewly constructed, while the majority were renovated,
expanded, upgraded or received new equipment. By December 2012, work on 235 district
hospitals and 46 polyclinics and 3Mpincial and central hospitals had been completed, and
the facilities put into operation.

Medical wastetreatment: As reported, by the end of 201Q0 per centof solid and
hazardous medical waste and 9get centof medicalwaste water imational and eégional
hospitalshas been treated. Sor@8.6per centof solid and hazardous medical waste and 61.5
per cent of medical waste waterdischarged fromvarious national and regional
institutes/training institutions ar@R.4per cenpf solid and hazardous medl wasteand 66.6
per centof medical wastevaterin provincial and district health facilities &l provinces have
beentreated 12).

Difficulties and shortcomings

Funding was iadequatefor investing in infrastructure and installing medical
equipmenin disadvantaged provincial and district health facilities.

2.4.2. Recommendations on additional solutions to implement and achieve the stated
tasks and goals in the Five-year plan

1) Ensure sufficient essential medicines fomedical examination and treatment

A Consider amending stipulations in the Law on Pharmaceuticals redagederic drug
policy, essential medicines policgnsuringmedicine availability, developing the
pharmaceuticadistributionnetworkand support to the people for access to drugs.

A Develop the Master plan for the development of domestic pharmaceutical
manufacturing and distribution. Develop a strategy for pharmaceutical industry
development to the year 2020.

A Promptlyapprovethe 8" essential medicine listnd list of medicines reimbursable by
the health insurandend to replace the major medicinestlis

A Enhane production capacity for local pharmaceutical and mediealipment
manufacturers to increagthe domestically manufacturgaroportion of medicines,
vaccines and medica&quipmentto bdter ensure availability omedicines, vaccines
and medicakquipmentfor preventive and curative care.

2) Close control over medicine price

A Consider mendingAtrticle 5 in the Law on Pharmaceuticals related to management of
drug prices towardglearerassigment of responsibilityto either the Ministry of
Finance or the Ministry of Health as the focal point for managing griges in
collaboration with the Ministry of Trade and Industry and other relevant;units
stipulate more concretelyrug price control methods such as drug pdeelaration
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reduced fagmenation incompetitivetenderingfor pharmaceuticals by provincend
public posting of drug prices.

A ReviseCircular No. @/2012/TTLTBYT-BTC dated 19 Janua@012 by the Nhistry
of Healthand Mnistry of Financeon collectivdy organizedcompetitive tendering for
drugprocurementn order to pomot balance between price and qualigth afocus
on the cost of the entire protocol and more specific guidance for categonizatio
medicines by specification

3) Promote medicinequality control and rational and safe use of medicines

A Enhane control over rational and safe use of medicines in health facilitiesugh
the role ofdrug and therapy committeesd promoting clinical pharmaa@ctivitieg
and at the community level (miboring of prescriptiordrug sales, communication to
improve communitiknowledge and awaren@ss

A Develop indicators for assessing rational and safe use of medicines, especially
antibiotics.

A Consider revisions in regulations in the Law on Pharmaceutiekated to quality of
drugs, advertisements, and drug prescription.
4) Promote development of herbal medicines and herbal material
A Enhance ranagement over origin and quality of herbal medicines raedicinal
materials in all manufacturers and distributors
5) Promote local production of medicalequipment anddevices

A Review and assess thigustion and need famedicalequipmenin health facilities at
all levels Update the list of essential medical equipment at different medical
facilities.

A Develop adatdase on medicabquipmentto facilitate rational procurement of
appropriate medicabquipmentin health facilities set up amedical equipment
statistics network anduilda A Heal t h Technol ogy Assessmer

A In addition to encouragindomesticproductia, give priority to procurement and use
of domestically producenhedicalequipmenin policies.
6) Enhance infrastructure for health facilities
A Speed updisbursementof budget funds for projectsupporting development of
infrastructure in provincial andistrict hospitals.

2.5. Health management information systems

2.5.1. Implementation status
1) Complete the set of policies and plans for development of health information systems
to the year 2015 with a vision to 2020

Implementation results

The Health Mimstry hasincreased attention tetrengtheningthe organization of
statistical activitiedo ensure implementation of functions and tasks set forth in the Law on
Statistics.In 2009, the Ministry of Health set up the Health Statistics Office under the
Plaming and Finance Department with the functions of state management of health statistics
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information and facilitating the sectoral statistical organizations and agencies to effectively
serve socieeconomic management and monitorimgleaders of the Partytate, Ministry of
Health andocalities. In 2012, the Ministry of Health issuadecision on establishing the
Department of Information Technology whose functions are advising and assisting the
Minister of Health in unifying management of application and development of information
technology in the health sector in general, includieglth statistics.

The Ministry of Health has developed Circular NG@/2012/TFBYT dated October
24 2012 stipulating the provision and utilization of birth certifis@eorder to improve the
quality of information about childbirth; the Minister of Hémalhas issued drective on
strengtheninghealth statistics activities in order to overcome shortcomings and limitations
and to meet requirements of management in the new situation. The Directive on issuing
statistical registers and reporting templdted do not comply with the Law on Statistics has
also been promulgated, and the Planning and Finance Department is assigned to be the only
unit of contact responsible for issuisttisticalreporting templates at each level of the health
system

The Ministy of Health has approved the Decision on functions, obligations and
organizational structure dhe Data Integration Center and Center for Health Information
Technology Application[31]. Decision No. 04/QEBYT dated January 2, 2013 of the
Ministry of Health issues regulations on evaluation, accreditation atidgeof projects on
application ofhealth information technology. Regulations on evaluation, accreditation and
testing of projects with a view tesupportinformation technology application (partly or
totally) in the health sector and funded by state budgel ODA, have also been
promulgated.

Difficulties and shortcomings

Compared with the goal for development, the health information system remains
inconsistent and is still lacking some key policies such as: (i) Plan for developing the health
informationsystem by 2020 with a vision to 2030, (ii) the policy on coordinating and sharing
information among units in the health sector and between the health sector with the relevant
ministries, and (iii) dissemination of information. Major causes of these shorigs are: (i)

A number of documents relating to statistical information are being amended or in the
development phase, such as the Law on Statistics, regulations on statistics dissemination, (ii)
new health statistics indicators are incomplete, (iii) tltliand unstable investment funds and
manpower for health statistics.

Some legal documents haveebeissued such a€ircular No. 41/2011/TIBYT
guiding the issuing of practice certificates to practitioners and operational licenses to medical
facilities, lowever they have not yet stipulated responsibility and obligation for information
collection and provision.In addition, lack of funds for investment in information
infrastructure and payment of health information staff has impeded implementation of
policies and plans in this area.

2) Complete a system of health indicators, gastersand health statistics reports; Issuea
Decision on the health indicator systeno standardize the system of basic health
indicators

Implementation results*

The Ministry ofHealth is reviewing and updating key health indicators for reporting
to the Government32], for achievingthe MDGs evaluating fiveyear plans of the health
sector, and completing annual reports to international organizations, with the objective of
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serving management and making of health pdidrethe health sector and improving the
basic health indicator systef83]. The Ministry of Health is finalizing basic indicators for

the health sector and health indicators for the provincial, district and commune levels. Basing
on the list of basic indicators, the Ministry bfealth will review and issue the original
reporting templates and the reporting system for all levels. These activities will be integrated
with the participation and coordination of departments, national target programs, and the
development partners toeate consensus and reduce the excessive number of reporting
forms, especially at the grassroots level. The list of health indicators, original reporting
templates system, and reporting system are scheduled to be submitted to the Ministry leaders
for approwal in late 2013.

Along with enhancing information collection through the periodic reporting system,
the Ministry of Health has proposed a number of surveys and some of those been approved
by the Government. These are favorable conditions to increase dgetbior the health
information system. The implementation of approved surveys not only meets the needs of
information, improves data quality, but also strengthens the capacity for health workers
performing statistical information tasks at the provincial aentral levels.

Difficulties and shortcomings

The quality of the information has not markedly improved. Some health indicators
announced by the health sector are not consistent with data from other sourcése(e.qg.
General Statistics OfficeGSO) due to inconsistencies in the reporting period, concepts,
methods, etc., causing a lack of trust in general statistics and affecting data publishing.
Information is not provided timely and is still incomplete; there is a shortage of information
from privae health facilities, and other health facilities under other ministries.

Two out of five surveys assigned by the Government for the health sector were on
HIV/ AIDS and national health and were planned to be conducted in 2012. However, these
approved surys have not yet been carried out due to limited funds.

3) Issueofficial statistical reporting forms for private health facilities
Implementation results

In the implementation of the Circular No. 41/2011/BYT guiding certification for
the practitiones and licensing for medical care facilities, the Ministry of Health has
organized conferences and workshops on guidésging of medical and pharmaceutical
practice certificabn and has grantedoperational licenses tover 10 000 facilities. This
Circular stipulates the responsibilities mrbvincial healthbureaus fomperformingstatistical
tasks and posting on the websites of the provincial health bureaus a list of practitioners and
medical facilities that have been issued, reissued akeslpracticing certificatedicenses)
or suspended professional activities at their locality.

Difficulties and shortcomings

The management of private health statistics of the Ministry of Health is still at the
stage of synthesizing the number of privédeilities which have been licensed up to the
reporting period. Statistics on private facilities which stop operating are not collected and
updated. Therefore, basic information on facilities, patient beds, personnel, etc. does not
guarantee reliabilityA few private hospitals have reported on medical service delivery . This
is due to an absence of specific regulations on obligations and responsibilities for updating
and reporting in legal documents on management of private health facilities. A system of
reporting templates for these facilities has not been issued.
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4) Strengthen the ability to meet needs of information and data users
Implementation results

In recent years, the health information systems has compiled a number of key
statistics products itieding: (1) Health statistics yearbooks (2) Leaflets summarizing health
statistics (3) Joint annual health reports (4) Report on implementation of the MDGs of the
health sector (5) Reports on-depth topics: Journal of Practice Medicine, Medicine and
Phamaceuticals Magazine (6) Survey results of nutrition and HIV/AIDS, (7) National health
accounts, (8) Yearbook of infectious communicable diseases, (9) Data on health insurance,
(10) Data on expended immunization programs, (11) Summary report on medieal car
activities based on annual hospital surveys, (12) data on prices of medicine posted on the
website of the Drug Administration of Vietnam, etc.

Developing statistical database and national database is mentioned in the Decision on
approving the overall sitegy for the development and applications of information
technology by the Ministry of Health for 2012015, which is intended to facilitate
management and monitoring of the sector, and to serve the people and enterprises. Recently,
the Data Integratio@enter of the Ministry of Health has been established and standardizing
management of national database through database components such as database for medical
care management, insurance database, pharmaceuticals management, etc. is being developed.

Difficulties and shortcomings

Information collection methods are inefficient and inadequate in the context of market
economy. Collecting statistical information through the periodic reporting system with an
excessive number of reporting forms is not justifi€lrrently, gathering most of the
statistical indicators through periodic reports, statistical surveys and administrative
registration records has been applied but on a limited scale. Collected data for synthesis
according to the health statistics indicasystem are incomplete. Data are not accurate or
available because information is collected through a periodic reporting system. A number of
equity evaluation indicators needs to be disaggregated by gender, age, ethnicity and, needs to
be piloted or expleed from administrative records, however this has not yet been
implemented due to a lack of funding. Health indicators are collected through surveys of the
GSO but only estimated at the national and regional levels; therefore difficulties in
management anglanning of health services at each level are still evident.

In general, needs of information and data users are only met within the scale of
sectoral departments; there is not yet a system of information connection, sharing, and clear
division of respoasibilities among agencies and organizations (Figure 5).

Implementation of policies on general statistical information and health statistical
information is not strictly managed, there is an absence of legal enforcement and fines for
facilities which do noteport or report in an incomplete and inaccurate way.

Investment funding for the operation of the system is limited and not comparable with
the assigned workload, therefore some activities are not done, such as surveys approved by
the Prime Minister havaot been conducted due to lack of funds. Active monitoring of the
system has not been done regularly. Lack of funds for equipment upgrading and procurement
for the system.
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Figure 5: Operating units in the health management information system
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5) Improve the ability to synthesize, analyze and process data
Implementation results

In 2012, with the support of theelegation of the European Union to Vietnatne
Planning and Finance Department, Ministry of Health conducted a situation assessment of
health statistics workforce and their training needs. According to the survey régstt o
provinces: 64.5Qper centof respondents confirmed a shortage and instability of health
statistics workforce, approximately §er centare not trained, especially health workers
doing statistical tasks in hospitals (aboutg#¥ cent. Regarding traiing demand, 64.per
centhave training needs of basic knowledge of statistics, nearfyeb@entneeds training
courses on synthesis and interpretation of data, (x€.Zenton data utilization for analysis
and 44.8per centon using data for planning@asing on direct needs and situation of human
resources, the Ministry of Health is developing and standardizing training materials for staff
whose job is to deal with health statistical information. The itrgircourses will be
conducted aeach level. Th first course is for class instructors. The participants in this class
are those responsible for syeslizing reports in 63 provinceParticipants who attend the
training course fully will be certified by the Ministry of Health in 2013. These partigpant
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will become instructors for classes at lower levels. Training courses on the use, analysis and
forecasts of health statistics for staff dealing with planning and health statistical information
will be organized at the central level.

Monitoring the datacollection and reporting will be regularly implemented in some
national target programs and in departments of the Ministry of Health.

Difficulties and shortcomings

Human resources of the health information system are insufficientnnoer weakin
professonal capacity andinstableat all levels The rumber ofhealth workers concurrently
responsible fostatistical workis high accounting folover 50per cen{34].

6) Strengthen health information dissemination through diverse and appropriate forms
Implementation results

Along with strengthening the compilation of information products, improving and
diversifying dissemination of information through many different forms such as printed
format, distribution of publications, websites, or through mass media such as television,
radio, and newspapers, providing information via-ROM or through press confmnces and
general conferences have been continued.

In general, dissemination of information has been strengthened nationally.
Information is provided for the Party, the State, the managers of all levels to meet their
requirements, and is also widely disseated to the people.

The Vietnam health information system has joined global integration, provided
statistics and disseminated information on the website of th#OVdnd several other
international organizations.

Difficulties and shortcomings

Sharing ofinformation in the health sector and between the health sector with the
relevant ministries has not been done regularly and scientifically.

Currently, dataon theWeb site of the Ministry of Healthis very limitedcompared
with available information(Heath Statistical YearbogkNational HealthAccounts annual
hospital survey data, preventive medicine datad data of pharmaceutical units achieving
GMP). Healthstatisticson thewebsiteof CHITI are available up t@009andhave not been
updated These result from ambsence of policyon information dissemination wth
regulates agencies and unmigsponsible for selectirand publishingt different levels.

Long delays in disseminating annual health statistics leads to difficulties in utilizing
up-to-date health information for planning and monitoring purposes.

7) Gradually modernize and apply information technology to the health information
system

Implementation results

The application of information technology is one of the priority issuabhehealth
sector. Software has been applied to specialized areas such as hospital management,
management of HIV/AIDS programs, tuberculosis and malaria programs, etc. The websites
of the Ministry of Health, the national target programs, departments, msthaiions, General
Office for Population and Family Planning and of localities have been gradually improved.
Many information technologyprojects have been approved by the Ministry of Health and
implemented in hospitals and national institutes.
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The Ministy of Health is designing an online registration and certification system to
shorten certification time boundary and reduce inconvenience to subscribers. This system is
currently in the testing and completing process.

Difficulties and shortcomings

Application of information technology to processing, analyzing dmbeminating
information is limited. So much software is applied to the same unit or agency and does not
connect to each other, impeding synthesizing and analyzing information.

Database at eactevel of the health system is inadequate and does not include
relevant data from different sources, causing difficulty in analyzing and using data.

The basic contents of websites directly managed by units and agencies under the
Ministry of Health and theprovincial health lureaus have neither been standardized nor
regularly updated.

2.5.2. Recommendations on additional solutions to implement and achieve the stated
tasks and goals in the Five-year plan

1) Complete the set of policies and plans for development of health information systems
to the year 2015 with a vision to 2020

A Complete the overall architecture of the health information system and the
comprehensive plaior the health information system

A Ensure sufficient funds are budgeted for investment in information infrastructure and
capacity building for health information system workers.

2) Complete a system of health indicators, registers and health statistics reports; Issue a
Decision on the healthindicator system to standardize the system of basic health
indicators

A Issue a list of basic health sector indicators, lists of badicatorsfor the provincial,
district and commune levels.

A Issue the statistical reporting mechanism for provincesjalssand communes

3) Issue reporting forms for private health facilities

A Develop a circular stipulating the statistical forms, the responsibility for reporting on
health facilities, health workers and health service provision of private health
facilities.

4) Strengthen the ability to meet needs of information and data users

A Study and develop a system for information collectiomontality and cause of death
that is integrated into the health management information system

A Strengthen the network of nmommunicable disease information collection.

5) Improve the ability to synthesize, analyze and process data

A Develop comprehensive statistical reporting software for all levels of the health
system.

A Identify a research group and source of fundingirtpplement disease burden
estimates and National Health Accounts on a regular basis as part of the strategy and
comprehensive plan for development of the health information system.
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6) Strengthen health information dissemination through diverse and approprite forms
A Develop a circular on dissemination of health sector information.
A Widely disseminate informatioproductsin different forms.

7) Gradually modernize and apply information technology to the health information
system

A Standardize and digitalize statistical forms, apply information technology to develop
the online statistical reporting system.

A Develop statistical information databases and national health databases.

A Consistently implement coding using I€ID and ICD9 classifications in medical
facilities.

2.6. PHC, preventive medicine, national health target programs,
reproductive health and population-family planning services

2.6.1. Implementation status

1) Consolidate and strengthen the preventive medicine system andagsroots health
network

Achievement

Almost all localities have all the service units implementing preventive medicine
functions (See details in Chapter Ill, Section 2.2.1). In recent year$etith sector has
focused on strengthening the health network in marine and island areas.

Through implementing the Project on controlling population in marine, island and
coastal areas for the period 20@920[35], up till now 169district healthfamily planning
teams and 19rovincialmobile teams of th€enter for advising and Center for Reproductive
Health have been set {B6)].

In 2013, the Government issued Decision No. 317#KJQ approving the Project on
health devedlpment for islands and coastal arégs202Q with obectives of strengthening
capacityof the healtlbare network, developing health human resources both in quantity and
gual ity for i mplementing activiti,emergesnuaych as
medicalcare andransportin coastalandisland areagsandenhancing knowledge and skills
for residents in these areas to protheir ownhealth,apply firstaid, andransporipatients to
the nearest medical facilities. The project specifies targets such as ensuripgr @htof
preventive medicine centers in coastal provincesraleyantsectoal medical facilities have
units with adequate capacity fgroviding preventive and curativeare services and
counselingto preventoccupationaldisease and otherommon health probms of marine
areas. The project providasining courses to improve knowledge about marine medicine for
doctos in 70per centof hospitalsandhealth centers in coastal districts and islands; essur
that 100 per centof independent island communes Baemmune health stations and é€r
centof these achieystandardsetfor island and coastal areaseates conditions fat0 per
centof hospitals and island health centerdecomecapable ofapplyingsurgical techniques
equivalent tograde Ilhospitds; develog2 t el emedi ci ne model s and
centerg appropriate for island and coastal settiafgngwith 6 medical centers toeceive
and provide treatment for patieritem island and coastal areandeducated.00 per cent of
workers n coastal and island arets know how to protect their own health and call for
assisance from healthcare faciliti¢37].
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Difficulties and shortcomings

Preventive medicine units at the district level do not yet have a unified organizational
structure and are subject to direction from too many central and provincial level units.
Limitations in the efforts at investment, implementation and supervisionpémentation of
infrastructure investment projects, medical equipment and human resources in preventive
medicine facilities and grassroots healthcare facilities has resulted in commune health
stations, district health centers and provinteakel preventie medicine centers have
received insufficient investments and faced difficulties in achieving targets on national
standards (national benchmarks for commune health, provincial preventive medicine center
standards, etc])38]. This has led to limitations in the ability of grassroots health units to
provide services in both required uales and quality.

2) Strengthen preventive medicine anaffectively implement the projects otthe national
health target programs

Implementation results

Implementation ofcommunicabledisease prevention activities

Communicable disease prevention projectsThe health sector has achieved
remarkable results in disease control through implementing thtordl strategy for
development of preventive medicine to 20289], the National strateg for HIV/AIDS
control up to 2@0 with a vision to 2G0 [4(], the Ran for potection, care and promotion of
peopl eds heal t hi20l5 dratefies for ppeeventiondof sdiel dangerous
communicable diseases such as malgid, and the national health target program tfoe
period 2012 2015 according to Prime Ministerial Decision No. 1208/QDg issued in
2012[42]). The health sector has maintained effective control over dangamtectious
diseasegovered inProject 1land the expanded program on immunization coverdtopect
2 of the National health target programs for the period PBAP5.No cass of choleraor
plague hase been reported; incidence amidaths due to rubella, malaria, rabies, and
streptococcusuisin humanshave been reduced and no epidemic outlsréakeoccured
typhoid fever, viral enceph#is, meningitis, and anthrax have beeffectively controlled
with fewer cases thaim previous yea. Some newly emerging diseases such as inflammatory
palmoplantar hyperkeratosis syndromeBa To district, Quang Ngai provindeave been
quickly controlled,preventing infection spreading within the community

The health sector has continued to maintain achievements of eradicating polio and
neonatal tetanusand reduced incidence of diseapesventable through vaccination in the
national expanded immunization program (including tuberculosis, diphtheria, pertussis,
tetanus, plio, hepatitis B and measles) implemented the expanded program on
immunization to achieve immunization rates of 098@mer cent(includingimmunizationof
children under one year of age), and limiting side effects from immunizatidvesh&alth
sector has also collaborated with the Ministry of Agriculture and Rural Development to
control influenza A (H5N1) and influenza (HLN1) and avoid outbreaks; and effectively
operated théorder quarantine system (health quarantine, animal quarantine).

The Preventive Medicine Administration assesses performance on 39 indicators
covering various areas like epidemic control, bordeargntine, vaccine and biological
management and biosafety. For the group of indicators on epidemic control, qudy &t
of targets were achieved, witinderachievement in 2012 in the areas of control of -fiaotel
mount disease (Figure 6) and dengeeef (Figure 7), which both had high incidence and
prevalence over a wide arptg].
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Figure 6: Morbidity and mortality from hand, foot and mouth disease, 2012
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Figure 7: Dengue fever morbidity, 2012
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The National tuberculosis control prograrhas achievedmany positive results in
controlling tuberculosis in Vietnanceording to the plans. Notably, tuberculosis prevalence
hasfallen to 225/10@00 in2011, compared to 375/1000 people in 2000. Each year the
program detects about 1000 tuberculosis patients and successfully treats over 90 per cent
of these cases; thigberculosis detection rate (AFB+) per 100 000 populdiemdeclined by
1.7 percentage points per yeandthe number ofll types oftuberculosis patientsas fallen
by 0.8 percentage points per year

The national tuberculosis control progratno v er s 100 per cent (o
territory; detection activities have improved through a focus on diagnosing AFB+ pulmonary
tuberculosis through direct sputum examination and implementing diagnosis of pediatric
tuberculosis. The program applies an 8 month D{digctly observed treatment short
course) approach with the first protocol for newly detected tuberculosis patients with a cure
rate of 91.2 per cent for AFB+ patients, and the second protocol for recurrences and treatment
failure, achieving an 80 per cent treatment success rate.

46



Chapter I: Update on the situation of the health system

The HIV/AIDS control program: The HIV/AIDs control program has reduced the
incidence and deaths from HIV/AIDS starting in 2008 (Figurdr8012, 14127 new HIV
cases were detecte®l734new AIDS cases arell49deaths due taIDS.

ARV treatmentBy 30 September 20189882 people nationwide were benefitting
from ARV treatment, of whom 6667 were adults and 3715 were children. Just 10 provinces
account for 4867 cases, accounting for 69.21 per cent of all cases receiving treatment
nationwide).

Support for HIV/AIDS treatment and preventing motkerchild HIV transmission
was provided to some @O0 mothers and treatment of addiction through methadone
replacement therapy is being provided in 14 provinces (exceeding the targets for 2013) for
some 11000 people in acedance with Decree No. 96/2012/NCP dated 15 November
2012 stipulating treatment of addiction through methadone replacement therapy.

Figure 8: HIV/AIDS morbidity and mortality, 20001 2012
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Risk reduction interventionsthe free condom distribution programs have been
implemented irall 63 provinces and the needle exchange program has been implemented in
88 per @ntof provinces.

HIV voluntary counseling and testinms beerexpanded tal85 counseling units in
63 provinces, with 84 HIV testing labs officially allowed to confirm HIV diagnosis in 54
provinces. In total, around 2 million people have been providdd kiV related counseling
and free HIV testing.

Prevention of HIV transmission from mother to chikl being implemented
nationwidewith the new orientation for interventions in prevention of HIV transmissian fro
mother to child as follows: Xiearly HIV counseling and testing for pregnant womaer), (
providing ARV treatment for pregnant women from the 14th week of pregnancy (instead of
the 28th week of pregnancy previousl@urrently there are 226 service delivery points
providing services for thg@reventionof HIV transmission frommother to child two at the
central level, 92 at the provincial level and 132 at the district level, accounting for about 25
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per cent of all districts in the countrigy the end of 20121 025852 pregnantwomen had
beentested for HIV (accounting fo#2 per cenbf pregnant womenationwidg. Among all
pregnant women coming for voluntary counseling and test8y Were detected to be HIV
positive. Some 872 children were born to women infected with HIV,aamoingthese613
children were give prophylactic Cotrimoxazole treatment for the first 2 months after birth
(70.3per cenk.

Results of mplemening the non-communicable disease prevention programs

The ltypertension control prograjalthough it has only been implemeshtier 2 years
and is not yet scaled up nationwide, has nevertheless exceeded its targetsniomication
for prevention and control of hypertension and effective supervision of the project from the
central to provincial levels. The project has providaihing of 510 central level and 586
provincial or district level health worker§Some 41984 hypertensie patientsare being
managed58.3per centagainst the target of 5fer cenf out of the 71972 patients screened
since 2010with blood pressurefd7 613 of thesepatientscontrolled to the target level46)].

The diabetes control program being implemented nationwid&€he organizational
network has been established from the national to the commune health station level and focal
points linking the provincial to the district levels have been set up. Commbaggd
screening and prdiabetes and diabetes surveillance has primarily been undertaken
effectively since 2010Screening has been implemented @83 communes (18%er centof
all commures in the country) for a total f443438 p@ple (1.6 per centof the population)
of whom 668476 haveaeceived bloodjlucose testing. Nevertheless, filannediarges have
not yet been achievedr{cluding behavior change of target groups,-gdiabetesand diabetes
screening and managemejaty].

Blindness control programin 2009 the Ministry of Health issued Decision No.
4322/QDBYT on the National Plan foBlindness Control in the period 20013. One of
the key objectives of the Plan is to control preventable diseases that reeytiadness such
as catarast trachoma, vitamin A deficiency relateérophthalmiarefractive problem with
specifictargetssuch as cataract surgery at a minimum rate of 2000 pasesllion people
by 2013, entropion surgery at 30 0d0 000peryear and eradication gkvereentropionby
the end of 2014yision screening angrovision ofeyeglasses for pupils (age$ 1b) starting
with a pilot in 20 provinces that previously hadernationalassistance, then scaling up
nationwide. The resuls up to 2012 showthat performance on these targets has been
inadequate, withcataract surgerperformed ononly 1764 caseger year,only 10 000
entropion operations each year (in 2011), with backlog of entropion casesstimated at
more thar200 000 case=1g].

Chronic obstructive pulmonary disea§@OPD) ard asthmaprevention programs:
Decision N0.595/QDBYT dated 2 March 2011 appred the activity plan for 2011 othe
COPD prevention programslt has been implemented with the following objectives and
targets:(i) improving the quality of diagnosis, treatment, preventiol©OPD ateach level;

(i) raising awareness of people ab@®PD and risk factors; (iii) developing policies and
network for management c€OPD nationwide.The main activities implemented inde
developing a network of project management units at all levels, training program staff at all
levels, implementing screening for asthma and COPD at health facilities, developing
diagnosis and treatment protocols and implementing IEC activigig2012,the program

had only been implemented in Jfrovinces from Nghe An on north including establishment

of project management uniis these 10 provinces; all other goals have not yet been achieved
for 2012.The planned target for 2012 inclutlescreening taletect 4000 cases, so far only
3575 cases have been detected through screening 3§54Bdividuals. The project has
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organized 92 skills training courses for 5106 health worker trainees who participation in the
program. inplementation of the program facdidficultiesand was inefctivedue todelays

in funding (normallynot received tillthe third quarter of each year), ineffective screening
program high cost for screening drugdelayedprocurementof equipment, and limited
advisingactivities providedy the central project management unit for lower lef43%.

National food safety progransome 61 out of 63 provinces hagauedaction plans
to implement the National strategy for food safety for the periodiZIPD with a vision to
The national strategy for food safety in the peri2@ll 2020 and vision to 203
accordance with Prime Ministerial Decision No. 20/2012/Q0y. Up till now, food safety
management regulations have basically been completed, creating an adequately strong legal
basis for food safety regulation in Vietham.2012,additionalnational technical standards
and regulations were developedgcluding 50 national technical regulations on food safety
Some 25 food safety laboratories have met ISO/IEC 17025:2005 standards, and the goal has
been set for 8Per cenof food safety labs to meet these standards by 2020nt&rdectoral
Food SafetysteeringCommitteehas beerset up at 3 levels: Provincial (1@@r cen}, district
and commune levels (over §@r centof districts and communeshternational proficiency
testing programs for central, regional and provincial laborattwe® beerorganized. fie
certification system was developed fonplementation by the Center for Foodf&y
Application andthe National Institute forFood Control Massfood poisoning was reduced
and the number of poisoning cases was better controlledrtipaevious yeaf50].

Health environmental management and occupational hedltte communication
plan for theNational Target Program for rural water supply and sanitafmmthe period
2012 2015andcommunication activities for the Patriotic sanitation campaign to promote the
peopl e b sare lbang|implemented. The Ministry of health is directing the
implementation othe Master project on treatment of medical waste for the periodi 2011
2015 with a orientationto 2020 according to Prime Ministerial Decision No. 2038/QLy
dated 15 November 201ije plan for the National Program on labor safety layglenefor
the period 201112015;surveys and statisticalperts on accidents and injurigbe Prgect on
control of occupational dease and healthcare of workettse Plan formanagement of
chemicals, insecticides, disinfectants used for household and felities in the period
2012 2015, issuing of permits for transpoof these dangerous goobg roads(Circular No.
08/2012/TFBYT). The Ministry of Health igleveloping a circular tguidethe checking and
monitoring of the quality of drinking and household water circular regulating the
monitoring of environmentampact from hospital activiiess; aProject investing in building
medical waste treatment systems for state health facilities in order to implement Decision No.
2038/QDTTG dated 15 November 201and the draft Project on rural sanitation in the
National target program on rural waserpply and sanitation for the period 202@15.

In 2012, the Health Environmental Management Administration has focused on fully
resolving environmental pollution dacilities that cause severe environmental pollution
af fecting the c dmendof Déecgniber 2002 40 lout bff8dilitRs/(58.3
per cent of the total) were certified to have resolved environmental pollution problems, 23 out
of 84 facilities (27.4 per cent of the total) are implementing procedures to receive their
certification for resolving environmental pollution, and 12 facilities (accounting for 14.3 per
cent) are preparing investments in construction of medical waste treatment f4diities

School healthCurrentlythere exists a clear legal basis for division of responsibility
and strengthening school health work, this is Directive No. 23/200®/grdated 12 July
2006 on strengthening health activities in schools; Joint Circular No. 03/2000/BYLT
BGDDT assignig responsibility and regulating the functions and tasks of each agency and
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unit of the health system, education system and ansetgoral coordination mechanism for
school health; Decision No. 73/2007/€B5DDT with concrete stipulations on contents,
conditions to ensure and assign responsibility for school health activities; Joint Circular No.
35/2006/TTLT-BGDDT-BNV on staffing in state sector general education facilities, which
includes norms for school health worker; Circular No. 46/2014BYT on natbnal technical
standards for hygiene and prevention of infection at education facilities belonging to the
national education system.

Other health promotion interventionk 2012 the Ministry of ldalth submittedhe
draft and theNational Assembly approved theaw on Tobacco @ntrol [51], which came
into effect on 1 May 2013. Currently the Ministry of Health is drafting sublegal documents
including a draft decree on implementation of articles in the Law such as treatment for
addiction,sanctionsfor violations, etc. The Ministry of Health isalso completing the draft
Law on Alcohol AbuseControl to include irthelegislation agenda of the National Assembly

Difficulties and shortcomings

Programs of infectious disease prevention basically have maintained aediecxche
targets compared to previous years, however tuberculosis, dengue fever, arfdokand
mouth disease has still not been controlled particular, tuberculosis control is a major
challenge and Vietnam is ranked™aut of 22 countries with highuberculosiselated
disease burden and 4mong 27 countries wita heavy burden of mukilrug resistant
tuberculosis. The main difficulty is that control has not yet been achieved in relation to the
living environment and understanding of preventiod eontrol among the people.

Programs of nomommunicable disease prevention has not reached the majority of
the set targets including targets for detection and screening, patient management at primary
care facilities, and criteria for building organiza@bmetworks and human resources training
for the programs. This results from inadequate investment in programs foer non
communicable disease prevention and absence of standardization in organization and
management of service providers network, especialbydivation and integration of service
provision activities at the grassroots health facilities and among preventive medicine and
medical care facilities.

Food safety programs has achieved initial results, but remain unsustainable, especially
in achievemenof food hygiene and safetgrgetsand control of food poisoning. This is due
to limitations in implementation of responsibilities of sectors and-ggetoral coordination
in management and control of food safety and hygiene in a consistent way thuotigho
food chain.

School health: School health activities remain weak. A national evaluation
implemented during the period 202011 showed that only 6 per cent of middle schools and
38.3 per cent of high schools had infirmaries, 40.5 per cent of priscagols and 19.4 per
cent of middle schools had dedicated school health staff. At the same time there are still 15.5
per cent of primary schools and 61.5 per cent of middle schools have no staff person assigned
to school health activities. Among staff parhing school health activities only 53 per cent
have professional medical training, while only 0.4 per cent are doctors, the remainder being
nurses. Only 5060 per cent of classrooms meet school hygiene and safety standards
including lighting, ventilationand size of chairs and desks appropriate with the pupils. On
average only 61.1 per cent of middle schools and 75 per cent of primary schools have
restrooms meeting hygiene standgsij.

Programs to i mprove peopleds health thro
tobacco and alcohol abuse are still in the process of completion and promulgation of legal
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and sublegal documents; guidelines and policies are not adequate and consgefoteth
these interventions are not yet specifically implemented. There is a lack of cooperation and
commitment from the authorities, sectors and the participation of the community. Activities
to improve physical fithess of the people has received littenton, especially among
school pupils in schools and among the workforce.

3) Complete the system of policies, consolidate the network and implement effectively
activities in the areas of population, family planning and reproductive health

Implementatiomesults

Vietnam has made much progress towards achieving reproductive -itetaléu
MDGS over the years , and continues to see progress in the past year in relation to targets.
Plan targets for the number of mothers given antenatal screening and raimbearhborns
receiving neonatal screening have been exceededal number of new users of
contraception achieved 100 per cent of the planned target. Provision of contraceptives and
family planning services has been timely and parallel with integrated medipaigns to
provide knowledge and skills for the target groups. Starting in 2009, Project No. 52 on
controlling population in marine, island and coastal areas for the period ZIXID[35]
began to be implemented in 151 districts and commune®8irtoastal province§3f],
including tasks to provide sufficient, timely and accurate information on data about
population and family planning of the marine, island and coastal areas to meet the
requirements for management and direction of pihegram on population and family
pl anning, in order to contribute to i mpl eme
the year 2020.

After two years of implementing the Project on reproductive health and improving
child nutrition, which is part of the National Health Target Progfamthe period 201i1
2015, because of limitations in resources the activities on reproductive health of this project
have only been implemented in 37 focal provinces, mambuntainous disadvantaged
areas, and focused on the main contents of reprodutteadth work, particularly
emphasizing safe motherhood and newborn care. Seventeen provinces only participate in
implementing reproductive health for youth and one province only supports special payments
to village midwives who have received training draming on obstetric emergency care for
health workers. In 2012, the Project achieved or exceeded targets including: the proportion of
women giving birth who have received antenatal care, specifically more than 3 visits over the
3 trimesters, the propooth of women who have received postnatal careatteeagenumber
of antenatal visits, the proportion of women giving birth who were assisted by a trained
health worker, the abortion ratj63]. The malnutrition rate (underweight) for children under
age 5in 2012 is estimated at 16.2 per cent, a reduction by 0,6 percentage points compared to
2011 ad exceeding the target set by tNational Assembly[54]. Currentlythe Ministry of
Health is completig and preparing to submit for approval plans for a pilot package of
maternal and child health services, includemgenatal care, delivery care, postnatal care,
newborn care and care of children up to age six.

Difficulties and shortcomings

The ontraceptie prevalenceatefell 2 percentage points from 2011 to 2012, down to
76.2 per cent. In many provinces implementation of clinical methods of ceptian such as
sterilization, intrauterine device (IUD)contraceptives implasthavenot achievedhe plan
targets. In some mountainous, island regions, the contraceptive prevalence rate has not yet
met plan goals, and fertility has not been controlfed. average between 2010 and 2012,
crude birth rates fel/l 0.1a per 12,suggestingf r om
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that goals for fertility reduction have been achieved. However, in 2012 compared to 2011 the
crude birth rate increadf r om 16. 6a ( 20 1 159. Theoppdlagion@rawth( 2 0 1 2 )
rate is higher than the goal by0®.percentage pointd.06 per centcompared to 0.9%er

cen), population size exceeds the 2012 goal by @D people and sex ratio at birth in 2012

has increased O@drom 111.9 to 112.3)This situation may be a result of a strong preference
for giving birth in the Dragon year (2012), leading to this variatiofeitility decline. There

are large regional differentials including for: maternal mortality r@uid/R), infant and

child mortality, malnutrition rates, sex ratio at birth. One important reasons for this is the lack
of commitment and active participatioof the local authorities, sectoral agencies in
collaboration and support to ensure child nutrition, and activities to control and improve the
quality of the population.

Socioeconomicinequalitiescontinue to persist iMMR (higher among illiterate,
ethnc minorities, farmers, disadvantaged districts), adolescent birth rates (higher in rural
mountainous areas, ethnic minority women, and low education), contraceptive prevalence
rate and unmet need for family planning (worse outcomes among unmarried pesple,
educated people, mountainous areas, but also the Red River Delta), percentage of births
attended by trained health personnel (lowest in mountainous, rural areas and for ethnic
minorities and the poor) and antenatal coverage (lower for mountainoaek,araas and
poorest districts)56].

2.6.2. Recommendations on additional solutions to implement and achieve the stated
tasks and goals in the Five-year plan

1) Consolidate and strengthen the preventive medicine system and grassroots health
network

A Speed up progress in using state budget to invest in upgrading provincial meventi
medicine centers, district health centers, maintaining and developing provincial
preventive medicine centers to meet national standards according to Ministry of
Health Decision No. 4696/QBYT and implement commune health benchmarks

A Reform theorganization of the preventive medicine system at the central, provincial
and district level towards concentrating and reducing the number of different units, in
order to strengthen quality and effectiveness of preventive medicine activities
Develop a codlination and integration mechanism between health units, health
programs to ensure continuity and comprehensiveness in surveillance, control of
communicable disease and in provision of preventive and curative care services.

A Implement effectively policiesn finance, human resources and set up a modern
healthinformation system for the preventive medicine network as discussed in the
sections above.

2) Strengthen preventive medicine and effectively implement the projects of the national
health target programs

A Strengthen active solutions to effectively control dengue fever andfbatthouth
disease

A Prioritize investments in necommunicable disease control, management and
surveillance of these diseases and their risk factors in a uniform and integrated way
with close coordination between levels of facilities and health authorities and between
preventive and curative care in service provision and management of chronic disease
patients.
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A Develop concrete solutions to raise the role and responsibility ofulieorities,
sectoral agencies at all levels in steering and cooperatimgplementactivities to
improve the environment, limit hazards, promote health and increase awareness and
responsibility of the community and the population in disease contrdieaith care.

A Develop and implement regulations on the role, responsibility of the education sector
in ensuring nutrition, education about avoiding risks of disease and implementing
activities to promote health of children and pupils in schools.

3) Complete the system of policies, consolidate the network and implement effectively
activities in the areas of population, family planning and reproductive health

A Expand towardsniversal access to sexual and reproductive health services in order to
reduce unmeteeds for these services through strengthening the overall six building
blocks of the health system.

A Reassess the organization of population, family planning and reproductive health
care service provision, to ensure an appropriate divisionresponsibility of
population agencies and health facilities in clinical and-cloncal professional
activities.

A Advocate for commitments and active participation of the authorities at all levels, of
the sectoral agencies in cooperation and support ieftess for control of population,
improvement in population quality, particularly in controlling growth in sex ratio at
birth.

2.7. Medical service delivery

2.7.1. Implementation status

1) Reduce hospital overcrowding
Implementation results

The Projectto reduce hospital overcrowdirigr the period 20132020 approved by
the Prime Minister iDecisionNo. 92/QD-TTg dated 9 January 20h&s theémmediate goal
of reduang overcrowding inoncology, surgrytrauma, cardilogy, obstérics and pediatric
specialies in a number of tertiary hospitals in Hanoi and Ho Chi Midity. It has the
complementary objective oimproving the quality ofmedical services in district and
provincial hospitals where bed occupancy rates are low, raising the ratepén 6éntby
2015 and 8@er centby 2020.Following approval of that policythe Ministry of Healthhas
approvedthe Project on &tellite hospitad in DecisionNo. 774/QDBYT dated 11March
2013andhas set u@m network of 50 satellites hospitaisked to 14 hub hospitak andadded
7150 beddor the aboveb overcrowdedspecialtes. The Ministry of Healtthasalsoapproved
the Project on Familydoctorin Decision No 935/QD-BYT dated22 March 2013aimedat
developinga modeland managememechanismand piloting famly doctorclinics in some
provinces.

The number of patient bed®specially actual bedat all levelshas increased
remarkably In 2012, there was an increase of 289 planned beds and 9248 actual beds
nationally (in the public sector)The ratio of actual bed$o 10000 people in 2012 was 22.4
(not including commune health stationgn increase of 1.4 beds compared to 20tk
additional beds are concentrated in hospitals at the district and provincial |Setdral
hospitals have added 1050 new patient bedsincluding at K Hospital (Oncology)
Endocrinology Hospital, Bach Mai Hospital, aQdiang NanCentral General Hospital
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In 2012, nedicalconsultations and inpatient admissiamsreased by 6.fer centand
6.0 per centrespectively compad to 2011. The averagength of stay for inpatients 2012
was 70, down slighty from 7.1 days in 2011. This figure at the central Iefedl from 8.5
days to 8.3 dayslhe ked occupancy ratat all levelsdecreasedrom 100.5per centin 2011
to 99.4per centin 2012 while at the central level thete fell from113.2per centto 112.5
per cent

Difficulties and shortcomings

The increase in the number of hospital beds in 2012 has not kept up with the growth
in the number of outpatient visits and atignt admissions, therefore hospital overcrowding
has not been improved to any clear extent. Bed occupancy rates (based on actual not planned
beds) have decreased slowly and bed occupancy rates in central hospitals continue to exceed
100 per cent. Overcvading in tertiary hospitals, particularly in some specialties such as
oncology, pediatrics, cardiology, gynecologgrthopedicsand endocrinology, remains
widespread.

The development of human resources for the grassroots level is currently facing many
difficulties in terms of both quantity and quality. Policies on salary supplements are not
appealing enough to attract medical staff to work at the grassroots level, especially in remote
and isolated areas (See details in Chapter |, Section 2.2. on healim hesources). The
projects to upgrade the provincial and district medical system have been implemented with
some delays due to difficulties in mobilizing government bonds or balancing budgets, even
though the projects were approved (Project 950, Profgct 4

Joint ventures and business partnerships between public and private hospitals have
had the benefit of technology development and convenience for patients, but it can easily lead
to side effects of over prescription of drugs, tests and-teigh servics, which could easily
lead to inequity in patient care. The policy allowing provision of medical examination and
treatment services of higher quality for a higher fee within public hospitals lacks clear
regulations, and therefore can easily lead to casflic

Regulations adjusting the referral system and assignment of technical services to
specific levels of the health system have not yet been issued. Some projects-on non
communicable disease in the National health target program are being implemented and
expanding disease management to the community (mental illness, hypertension and diabetes),
although implementation is only at a limited scale.

2) Improv e medical care serviceuality
Implementation results

The Minister of Health issued Directivdo. 05/CT-BYT dated9 October2012 on
improving the quality of medical services which focuses on a number of issclesling
upgradinghospital medical examinationclinics and improving several aspects of medical
care including: conditions for serving patients, interactions between medical staff and
patients, professional conduct, medical ethics and technical quMhtyy polices and legal
documents guidg the management ahedical service qualithave also been developed.
Several projects to upgradeedical facilities and equipmenand strengthen professional
competencie®f health workers have beemplemented anaontributel to improving the
quality of health care services, especiallythegrassrootsevel. The Minister of Health also
issued DecisionNo. 1313/QDBYT dated 22 April 2013 guiding medical examination
procaluresat the medical examinatiodinics in hospitak with specifictargets ananeasures
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to reduce waiting timeand otherwise improve convenience for patients seeking medical
examinations atdspitals.

The Ministry of Healthissuedand began implementation Gircular Na 01/2013/TF
BYT datedl11 January 2013 guidinguality management of medical laboratory testifgs
circular requires that medical facilities make public the results of external laboratory quality
assessments. This allows hospitals to have a basis for trustingdliey of lab test results
and recognize a ¢ h  oest hesultspamnd in this way timit duplication of laboratory tests
to some exteniThe Cengr for Standardization and Quality Control of Laboratory Teskiag
been implementingxternalquality assessment progranihe program to improve quality of
laboratory tests continues to ibeplemented, trainers on quality management for lab tests are
being trained. A set of indicators on hospital quality has been developed and preparations
being made for it to be piloted at several hospitals.

Ministry of Health Circular No. 19/2013/FBYT dated 12 July 2013 guiding
implementation of medical serviaguality management at hospitals has been issubd. T
National Action Programfor medical care quality improvemerdnd hospital quality
standardsare being developed anakviewed for promulgationThis will serve as the
instrument to measure hospitplality, concrete standards will help hospitals improve their
guality, and at the same serve as monitoring instruments for stage regulatory agencies and the
population.

The nedical quality improvement oderenceand the first national forum on hospital
quality organized by the Ministry of Health and the German international cooperation
organization (GlZ) was organized in December 2012 with experience shadny
international and foreign organizations darexperienced hospitals, thus creating a
transformation in awareness of hospital leaders and increased attention from leadership at all
levels and the community.

The quality of medical services at the commune leveblssreceived attentioMhe
National Target Program on Building a New Countryside imasuded activities tdocus on
investingto upgradecommune health stations to meet the national standards for commune
health[57]. Efforts to improve capacity of health workers is gradually receiving increased
attention (See details in ChapteiSection 2.2).

A rapid assessment carried out in 17 hospitals directly managed by the Ministry of
Health and 99 provincial hospitals after 3 montfsimplementing Ministry of Health
Directive Na 05 indicatesthat nearly 30per centof hospitals have repaireat renovated
inpdient wards, and arranged more patient beds to reduce doubling or tripling upeB5.7
centof hospitals under the Ministry of Health and Rdr centof provincial hospitals have
bought morechairs for patientvaiting areas atmedical examinatiormlinics, 14.3 per cent
have installed automatigueuenumber generators ardisplay screens64.3 per centhave
publicized price lists of medical services.

The poject 'Developing patient satisfactionassessmentnstruments forpublic
medicalcare facilitie$ is beingformulated

Difficulties and shortcomings

Many important legal documents have been developed, but not yet issued, such as the
National Action Program for medical care quality improvement; criteria and standards of
quality for hospitals and other medical care facilities.
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The Ministry of Healthhad r af t ed a Project on fADevel opi
patient satisfaction with medical services
developed.

No independent quality accreditation agency has yet been established as stipulated in
the Law on Examination and Treatment and Decree No. 87/201-OURDThere is no
independent agency responsible for medical service quality accreditation.

3) Completethe organizational structure at all levels of health care; effectively organize
master plan dezelopment for medical services

Implementation results

Adjustments to regulations related to the district health system continue to be studied.
Master planning of the hospital network is being implemented accordiPignie Ministerial
Decision No. 30/2008)D-TTg. Currently, The Ministry of Healtls developing and refining
a new master plafor the development othe health sector, includinthe system fomedical
examination and treatment.

Difficulties and shortcomings

The continuous shifts in organizatadnstructure and management mechanisms has
destabilized the organization, disrupted the health workforce and the capacity to provide
medical services throughout the grassroots health network and has negatively affected health
staff morale. Regulations ohé functions and obligations of the district health facilities are
still weak, and are hindering the performance of professional tasks. Adjustment to the
organization of the health sector at the district level has not yet been possible because it
requiresf i r st adjusting the Law on Organizati on
Committee.

PPPin medical services lacks clear regulations and controls, and involves the risk of
contributing to the increase in provision of unnecessary services for profit.

4) Complete the system of legal regulations for implemeintg the Law on Examination
and Treatment

Implementation results

In 2012, the Ministry of Health updated and added more than 1000 technical medical
procedures guidelines and is reviewing another 2860nical procedures for approval and
promulgation. Hundreds of medical care processes and guidelines at the commune level have
been developed, promulgated and are being piloted in three provinces in 2013. During the
year the Ministry of Health has issuecamy circulars, directives and decisions related to
professional regulations and standards like: Joint CirculadBI@.-TLT-BYT-BGTVT dated
5 November 2012 of the Ministry of Health and Ministry of Transport stipulating health
standards for airline employg@nd the facilities for health assessment of airline emplpyees
Ministry of Health Circular No13/2012/TFBYT dated 20 August 2012 guiding work in
anesthesia and pestirgical recoveryMinistry of Health Directive No. 5 dated 10 September
2012 on streripening implementation of solutions to improve medical service quality after
the adjustments to the medical service price schedule for state medical faMiitissry of
Health Decision N0o1548/(D-BYT dated 10 May 2012 guidingiagnosis and treatmeaof
lead poisoningMinistry of Health Decision N0o1454/(@-BYT dated 4 May 2012 guiding
diagnosis and treatment of inflammatory palmoplantar hyperkeratosis syndrome in Quang
Ngai province
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The Ministry of Health continues to implement Decree No. 87/20110WF2011)
on detailed regulations and guidance for implementing some articles of the Law on
Examinationand Treatment, Ministry of Health Circular No. 41/2011/BYT and Ministry
of Finance Circular No. 03/2013 related to granting practice certificatgsdotitioners and
operating licenses for medical facilities.

Difficulties and shortcomings

There s a lack of documents related the partial or overall suspensionand
revocation of operating licensesd practice certificatedssuing operatinglicenses and
practicecertificates once for a lifetime ammh the basis athe application dossieather than
on the basis ofqualifications and practical skill examinationsjthout a linkage with
continung medicaleducatioraffects the quality of healtlprofessionals

The legal document systefor medical care is still imdequateHospital regulations
were issued in 199@ndby now much of the content has been replaced by cirsidadnew
guidelines (infection control, nursing, nutrition, hospitaharma&etticals emergency,
recovery, waste management, etc..), howewsny of theseregulations still needo be
adjustedandaltered in order to conform with the Law &xamination andl'reatment ando
facilitate ther implementatiorin hospitas.

The systen of professional guideliness in the process obeing developed and
updated However,over 10000 technical serviseand thousands of clinical guidelines create
a massive burdeior the Ministry of Health, whilghere isnot yet amechanism foassigning
this task to professional medical associatiars thereforgrogress hadeen slower than
desired.

2.7.2. Recommendations on additional solutions to implement and achieve the stated
tasks and goals in the Five-year plan

1) Reduce hospital overcrowding

A Urgently issueguidance onthe technical referral systemand a circulars guiding
appropriate referral to reduce intermediariasd reduce hassledor patients
Strengthen referralith effective feedback from higher levels to lower levels

A Actively implemen projectson reducing hospital overcrowdingatellite hospital
projecs, concentrate on technology transfer, ggtban professionalcapacity for
lower levels(See Chapter I, Section 2.2).

A Focus on management of chronic and-sommunicable diseaseBting into play the
role, function andtasks of preventive medicine facilities fohealth information,
education and communicaticend health management and promotion and active
prevention.

A Strengthencontrol over service delivery quality, especiallythrough strengtheimg
outpatient treatmentontroling inpatientadmissions expandng day treatments and
day surgeriesAdd thesetypes into the basimedicalserviceprovider categoies in
the Law onExamination and reatment anddopt ser fee policieaccordingly.

2) Improve quality of medical services

A Develop and supplement documents regulating and guidipgovement ofservice
guality, developaction programs with specific projedts particular areas order to
design the national quality systeamd effectively implemenactivities Strengthen
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A

training and guidelines for application of quality management methods at medical
facilities.

Develop criteria, standards, tools and mechanisms for quality accreditation for
hospitals, commune health stats and other medical cafacilities. Developa
project to develop quality standards and criteria; Complete the set of hospital quality
indicators.

Establish an independent quality accreditation agency and implement an independent
guality accreditation mchanism to assess and recognize the quality for medical care
facilities; Develop a project on quality accreditation and another on open assessment
of hospital quality.

Develop guidelines foprovision ofmedical examination and treatmesrt demand,

and aljusted guidelines aimed at limiting negative effect®BPin public hospitals.
Develop and issue regulations on routine laboratory tests used for inpatients,
outpatients and medical examination visits.

Establish financial and noffinancial incentive mechanisma for quality certified
service providersStudy and develop a model for reimbursement by health insurance
for services provided at the commune level and introdeselts based financing
policies for commune health stations that achieve quaktydsirds.

Standardize medical treatmeathniques and strengthen techntcahsferto improve
professional and technicabmpetence ofower levels. Strengthen inspection and
checking ofprivate healthsector activities Set up inspectiorof medical care at
different levels ofpublic administrationin orderto closely manageprivate sector
professionahctivitiesand compliance with theaw.

Develop the Project to build a methodology for assessing patient satisfaction.

3) Complete the organiational structure at all levels of health care; effectively organize
master plan development for medical services

A

A

A
A

Study and proposa district health model suitable with different cemeconomic
areas.

Continue to study and introduce mecharssan close collaboratiobetweencurative
and preventive care, especially at the commune and district level.

Develop competency standards related to basic service provision at district hospitals.

Study forms ofPPPin the field of medical service delive(ee Details in Chapter I,
Section 2.1).

4) Complete the system of legal regulations for implemeintg the Law on Examination
and Treatment

A

Consider adjusting the Law on Examination and Treatment towards: licensing
practitioners on the basis of practicéillsexaminations, granting licenses that are
renewable after a set period of time, and linking renewdth requirements for
continuingmedical education.

Review and set priorities for drafting, developing and issuing professional guidelines,
first of all for common and widespread medical conditions.
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3. Status of implementing targets of the Five-year plan 20117 2015

ThePlanf or t he protecti on, care and promot i c
2017 2015 (Fiveyear plan) was @veloped based on majspciceconomic deglopment
orientations and tasks and tpelicies of theCommunistParty andGovernment towards the
health sectorBasedon theanalyticalframework ofhealth systemdeveloped by WHO, the
Five-year planidentified 19 health indicators fanonitoring and assessing objectives and
orientations of health development. Table 1 below sumnsapzegress towardachievng
these19 healthsectorindicators.

Regarding mput indicators, including those related to human resources and patient
beds,four out of six targets were met during the period 2@002.Specifically in 2012 the
number ofdoctors per 1000 people increased from33.to 7.46; the number of university
trainedpharmacists per 1000 peoplaose to 1,9 in 2011, exceeding the targgstfor 2015;
the proportion of communesith a doctor exceeded the goal for 2012; the ratio of beds to
10000 people (noincluding commune health stationsgiaased to 24.3 in 2012, compared
to 22.5 in 2011, exceeding the 2015 target. Nevertheledssigroup there are 2 targets that
were not met, including the proportion of villages served by a village health worker, which
has not met the target for the whole period (mainly because the proportion of urban blocks
with village health workers is low) dn the proportion of communes with an
obstetrics/pediatrics assistarttotor or midwife has fallen to 93gkr cent, thus falling short
of the target for 2012.

Among theprocessndicators two have met or exceeded the target for each yéar. T
proportion @ children under one year of age who have been fully vaccinated using 7 vaccines
in 2010 and 8 vaccines in 20Ahd 201Zhave exceeded the tardet each year. Similarly,
the proportion of the population covered by health insurance increased negplgrdeBitage
points to 66.8 per cent, higher than the target of 66 per cent (thigefareplan target was
adjusted in the Project for implementing the roadmap towards universal health insurance for
the period 20122015 and 2020 approved by the Prime Migish Decision No. 538/QD
TTg dated 29 March 2013). The proportion of communes achieving the national benchmarks
for commune health is much higher than the plan target. This is because data gathered for this
indicator includes some communes assessingdhebenchmarks for the period 202020
according to Ministry of Health Decision No. 3447/YT dated 22 September 2011 and
some making the assessment based on the old benchmarks. Therefore, achievement is high in
relation to old benchmarks but low accarglito the new benchmatks

Table 1: Status of implementing basic health targets in the Five-year plan, 2011i 2015

Indicators 2010 2011 2012 2015
target
Input indicators
Number of doctors per 10 000 population 7.20 7.33 7.46 (7.4) 8
Number of university-trained pharmacists 1.8 1.9 . (1.9) 1.8
per 10 000 population
3. Proportion of villages served by village 78.8 82.9 81.2 (87) 90
health workers (%)
4, Proportion of communes with a doctor 70.0 71.9 76.0 (74) 80
(%)
5. Proportion of communes with 95.6 95,3 93.4 (>95) >95

obstetrics/pediatrics assistant doctor or
midwife (%)
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Indicators 2010 2011 2012 2015
target
6. Number of hospital beds per 10 000 21.7 22.5 24.3 (21,5) 23

population (excluding CHS)*

Process indicators

7. Proportion of children under 1 year of age 94.6 96.0 95.9 (>90) >90
fully immunized (%) (7 vaccines in 2010
and 8 vaccines from 20117 2015)

8. Proportion of communes meeting national 80.1 (old 76.8 74.1 (45) 60
commune health benchmarks (Data for | benchmarks)
2011712012 include a mix of those
meeting old and new standards)

9. Proportion of the population covered by 60.3 65.0 66.8 (66*) 70*
health insurance (%)

Outcome indicators

10. | Average life expectancy (years) 72.9 73.0 73.0 (73.4) 74.0
11. | Maternal mortality ratio (per 100 000 live 69 (2009) . .. (66) 58.3
births)
12. (I nfant mortality ra 15.8 15.5 15.4 (15.3) 14.8
13. | Underfivemor t al ity rate 23.8 23.3 23.2 (23) 19.3
14. | Population size (million people) 86.9 87.8 88.77 (88.67) <92
15. | Annualreductioninfer t i I i ty ( 0.5 0.5 -0.3 (0.1*%) 0.1**
16. | Population growth rate (%) 1.05 1.04 1.06 (0.99) 0.93
17. | Sex ratio at birth (boys per 100 girls) 111.2 111.9 112.3 (112) <113
18. | Malnutrition rate of children under age 5 17.5 16.8 16.2 (16.6) 15.0
(%) (weight for age)
19 HIV/AIDS prevalence rate (%) 0.21 0.22 <0.24 (<0.3) <0.3

Note: Values in (') indicate the target for the year 2012 and the last column indicates the goals for 2015 in the

Plan for the protection, care andi mpr ovement of t he 7ip0&bodptedeDécembbre@lD.t*The 201 1
target for health insurance coverage for 2015 was adjusted downward from 80 per cent to 70 per cent according

to Prime Ministerial Decision No. 538/QD-TTg dated 29 March 2013 approving the Project for implementing the

roadmap for universal health insurance coverage 20127 2015 and 2020. **The indicator on fertility rate decrease

was adjusted downto 0.1a f or t he iR@ls accodling2tdOedsion No. 1199/QD-TTg dated 31 August

2012 approving the National target program for population and family planning for the period 20127 2015.

Attention to the 2012 figure indicating an increase (not decrease) of 0,3a , thus represented by
decrease. CHS=Commune health station

Sources: Indicators 1-8: Health Statistics Yearbook; Indicator 9: (20107 2011 Health Statistics Yearbook, 2012
Health Insurance Department, MOH; Indicators 10, 12-17: Survey of Population Change and Family Planning 1
April 2012 [55]; Indicator 11: Latest figure from Population and Housing Census 1 April 2009 [58], no source for
201071 2012; Indicator 18: National Institute of Nutrition [54]; Indicator 19: Vietnam Administration of HIV/AIDS
Control [45].

With regard tahe outomeindicatorstwo Fiveyear plan targets have been achieved
or exceeded. Notably among these indicators, the malnutrition rate for children under age five
(underweight in terms of height for age) and the HIV/AIDS prevalence in the community
indicate that the targets febeen more than achieved, particularly for 2012. This is a good
sign regarding the ability to achieve the MDGs by 2015. However, there are several
indicators that have not met the plan targets. Specifitladlynfant mortality rate (IMR) is
higher by 0.1deaths per 1000 live births andderfive mortality rate (USMR)s higher by
0.2 deaths per 1000 live birtlhtemparedto the 2012 plan target. Life expectancy in 2012
reached 73 years, thus falling short of the goals for 2011 and 2012 of 73.2 and 73.4 years.
With this pace of achievement, it will be difficult to achieve the 2015 life expectancy goal of
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74 years. Inaddiion the sex ratio at birth in 2012 increased to 112.3 boys per 100 girls,
slightly higher than the goal of constraining the ratio to 112 or below in 2612012

fertility increased so the goal of reducing fertility was not met, the population growth rate
reached 1.06 per cent (2012 target was 0.99 per cent) and population size reached 88.77
million people exceedindy 100000 peopleéhe 2012 goal of 88.67 million peopl€here is

no regular, reliable source of information to assessMNER. The latest @fmates indicate

that theMMR had fallen to 69 éaths per 10000 live births by2009 according to the
Population and Housing Cens{isg]. With these mieplan results, it is still possible to
achieve dlthe goals, but some areas will require substantially increased efforts.

4. Status of implementing the MDGs

Of the 8 MDGghatthe 198 WLhited Nationsmemberstatesagreed to strive to achieve
by 2015,five are closely related to health. Of these MDGs, some were targeted sblely
health and some others were related to hesigifically

MDG 1: Halve, between 1990 and 2015, the proportion of people who suffer from hunger
[Specific target used in Vietnans to halve the malnutrition ratéweight for age) among
childrenunderage fivebetween 1990 and 2015

MDG 4: Redue by two-thirds, between 1990 and 2015, tb&MR [Additional target used
in Vietnam isto reduce by twahirds thelIMR and increase the vacciman rate against
measledor children under one year of §ge

MDG 5: Redue by three quarters, between 1990 and 2015, MMR; and promote
universal access to reproductive health services.

MDG 6: Halt and begin toreversethe spread of HIV/AIDS;achieveby 2010 universal
access to treatment for HIV/AIDs for all who need it; halt by 2015 and begin to reverse the
incidence of malaria and other major diseases [major disease of importance in Vietham is
tuberculosis].

MDG 7: Halve, between 1990 and 2015, thegmortion of the population without sustainable
access to safe drinking water and basinitaryconditions [Specifically in Vietnanthe goal
is by 2015to ensure tha8 per cent of households have a sanitaifgt].

These MDGs were categorized by icator groups to facilitateassessment of
performance This Section of the eport will focus on the key points ahplementing these
five MDGs using readily availablbealth indicatodata

MDG 1: Halve the malnutrition rate (weight for age) among children under age five
between 1990 and 2015

Nationally, the malnutrition rate (weight for age) among children under age five has
decreased rapidlgnd sustainablgince 2000The malnutrition rate (weight for age) among
children under age five decreased by ZseBentage points, from 41 per cent in 1990 to 16.2
per cent in 201254], indicating a reduain by more than 60 per cent compared to 1990,
exceeding the goal of halving malnutritionhi§ goal was achieved 4 yeaesrly.
Nevertheless, in some regions such as the Central Highlarelshtld malnutritionrate
remains high a5 per centin 2012, ompared to the regional goal of 23.5 per cent by 2015,
requiring an additional decline of 1.5 percentage points in the remaining 3 years2@08)3
in order to meet the regional goal (Table 2)
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Table 2: Malnutrition rate (underweight) of children under age 5 by region, 1990, 2012
and 2015 goal

1990 2012 2015 goal Results
National 41.0% 16.2% 20.5% Achieved
Red River Delta 44.0% 11.8% 22.0% Achieved
mﬁt‘]‘;{‘n?'d'a”ds and 50.5% 20.9% 25.3% Achieved
North and South Central Coast| 46.0% 19.5% 23.0% Achieved
Central Highlands 47.0% 25.0% 23.5% Not achieved
Southeast 36.0% 11.3% 18.0% Achieved
Mekong River Delta 40.0% 14.8% 20.0% Achieved

Source: National Institute of Nutrition

MDG 4: Reduce bytwo-thirds, between 1990 and 2015, thd5MR and IMR ; increase
the vaccimation rate against measles for children under one year of age

The IMR has decreased from 44.4 per 1000 live births in 1990 to [Eayby 2012.
Hence, a reduction asnly 0.6 per thousand live births is requiredatchieve the 14.8 per
1000 lve birthgoalby 2015, and it is psible to achieve this goal on time.

The USMR has decreased from 5ger thousand live births in 1990 to 2762005.
Howeverfrom 2010 to 2012, thisate fell only slightly, from2 3. 8 a t d552T®. 2 a
achievet he goal o f alréductdoa of B.§leatl@sQolchildreninderagefive pe
1000 live births is requiredverthe next3 years Thus achievement athis goal will require
substantial effort, focusing aegions with hignJ5MRsand causes of death in children such
as accidents and perinatal death (Figure 9).

Figure 9: Trends in infant and USMR, 1990~2012 and goal by 2015
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Source: GSO [55]

The proportion of children under age one vaccinated against méasies5per cent
in 1990 t095.6 per centin 2008 and maintained above pér cent through 2012Vith the
goal of greater than 90 per cent immunization covertgstop the spread of measles, this
goal will be achieved. However, according to MICS 2011, the rate of infants vaccinated

against measless reported based on mot hewadamly &@nowl ed
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per cent[56]. Thi s suggests that child i mmunizati ol
awareness about immunization neede¢ strengthened.

MDG 5: Reduce by three quarters, between 1990 and 2015, the matermabrtality ratio
(5A) and promoteuniversal accesdo reproductive health services (B).

The MMR per100000 live births decreaseambnsiderablyfrom 233 in 2000 to 8i
2005 and 8in 2009 [58]. This means that to reach the goal of 58.3 perQl@Dlive births, it
will be necessary to achieve a reduction of more than 10 maternal deaths Pé0 1@
births by 2015.Many interventions such as training ethnic minority village midwives,
supporting the establishment of commusbsed referral groups, training to strengthen
health worker capacity to deal with obstetric emergencies, implementserti©ons and
blood trasfusion at the district hospital have been and continue to be implemented.
However, effective interventions like these have not yet been scaled up nationwide and have
not yet achieved the desired results due to limited resources invested in reprodwaitive he
In addition, there is a lack of reliable data to monitor implementation progress and
effectiveness the interventions aimed at achieving this dgaabstantial soci@conomic
disparities exist wittMMR highest among illiterate women, ethnic minorities, farmers, and
disadvantaged regioiS6].

The percentage of pregnant women receiving at leasttéhatalkcare visits reflects
qguality of antenatalcare and constitutes an important facfor reducing obstetrics
complicationsgnsuring safelelivery and redung maternaland neonatanortality. Between
2005 and 2009, thproportionof pregnant women receiving at leasa@enatalkarevisits
increased gradually over time, from 84ér centin 2005 to 87.7per centin 2009. Since
2010, thisndicator (and normhas been replaced byetproportionof women receiving more
than 3antenatatarevisits over the three trimesters of the pregnancy, in order to evaluate the
guality of pregnancy management, detect in a timely fashion any risk factors that could
influence the mother or the bab¥yhis proportion reached 89.4 per cent in 2d@wever,
antenatal care use l@west in mountainous and rural areas and undgyes@entfor the 25
poorest districts. Coverage of recommendeténatainterventions is suboptimal.

The proportion ofwomen giving birth who were assisted by a medical worker
increased from 55 per cent to 97.9 per cent in 2005 and has been maintained at above 97 per
cent since 20102]). Nevertheless, according to MICS, this rate was only B2racent56],
andwomen inmountainous and rural areas, ethnic minority and poor women aiaveer
proportionwhose deliveries were attended by trained personnel

The contraceptive prevalence ramong married woen in reproductive agbas
increasednly 4.3 percentage points oved years (20012011), thus Vietnam will require
substantial efforts to reach the goal of @ centby 2015 particularly among unmarried
people Contraceptive prevalence rates have eased over the last three years in the Red
River Delta and in mountainous areas, and are significantly lower for women with lower
educational attainmentn 2011, the proportion of marrieddomen with unmet need for
family planning was 4.®er cen{56]. There has been an increase in unmet need for family
planning between 2002 an2010, and disparities of higher unmet need among ethnic
minority and poor women, but especially among unmarried, sexually active wameret
need for modern contraception is similar between married women and those living in a union
(29.1per centand 30.3er cen}, but much higher among single sexually active women

Adolescent birth ragehave fluctuated ovdrme, with a slight increase in the last few
years. Rates are significantly higher in rural mountainous areas, 10 times higher for ethnic
minority women, and over 3 times higher among women with low educational status.
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MDG 6: Halt and begin to reverse the spread of HIVAIDS, malaria and tuberculosis

MDG 6A. Halt and begin to reverse the spread of HIV by 2015

From the detection of the firgstase ofHIV infecton case in December 199@p
through 2001, the prevalence of HIV infection inesed by 4310 cases (55.17/1@W0O
persons)By 2005 thenumberof people infected with HI\hationwideincreasedo 104111
(126/100000 people). By 2012 the cumulative number of people infected with HIV increased
to 210703 peopld45]. This means that Vietham has managed to control the prevalence rate
of HIV/AIDS below 0.3 percent of thepopulation achieving the target of the National
strategy on HIV/AIDS control to thgear2020. Amongmost at risk populations (MARP),
HIV prevalenceamonginjecting drug users has fallen to 13p&r centin 2011, back to the
level of 199759]. However, the HIV prevalence among men haviexywith men appears to
be increasind60]. In 2011, the number of new infections was95@ (incidence rate at
13.9/100000), by 2007 it had reached a peak aB&6 new cases per year, but since 2008 it
has seem downward trend, reachirigy 780 new cases in 2011 and 1102 new cases in the
first 11 months of 2012.

Regardng condomuse results ofthe Behavioralsurvey in 20124t surveillancefocal
pointg indicatedthat the percentage of female sex workers wéedcondoms in their latest
sexual intercourse with their clients was @ cent Quang Ninh province had the highest
percentage of female sex workeisingcondoms in their latest sexual intercourse with their
clients (96.8per ceny, followed by the povinces of Thua ThieRue, Thai Binh and Bac
Giang (96.7per cen}, Thanh Hoa (9¢er cen), Da Nang, Nam Dinh, Binh Dinloyer95 per
cen). If this figure is maintained, the goal offer 80 percent condom use in last high risk
sex can be considered aehed

MDG 6.B. Achieve by 2010 universal access to treatment for HIV/AIDs for all who need
it

The ARV treatment program in Viet Nam was initiated in 2080d has been
expandedo the entire country in 2005. By September 20128&Bpeople infected by M
were being treated with ARV, includirgp 167 adults and BL5 children an increase of 26
times compared to the end of 20052012, the treatment program met about 68.3 per cent of
the need for adults and 81.3 per cent of the need for pediatric cheses ®D4 count has
fallen below the threshold (250 cells per mm3) identifying need for treaf@@nSustaining
this result $ a major challenge as donors cut assistptiie

MDG 6C: Halt, by 2015 and begin toreducethe incidence of malaria

With efforts made by the health sector in general and the malaria coetwabrkin
particular in the past decades, with the strong commitments of the riaoetr of Viet Nam
and support fronvarious international organizationscadevelopment partners, the Malaria
Control Program has made significant achievements in termgavéasingmorbidity and
mortality from malaria. Compared with the ye2@00when the MDGs were developed, by
2012 malariamorbidity had fallen by49 per cem and malarianortality had fallen by 8 per
cent, with the number of malaria patients falling each y@@ar2011, the malarianorbidity
rate haddeclined to49/100000 persons and the malaria redity rate hadfallen to
0.01/100000 persons.

MDG 6D: Tuberculosis control

According to a Ministry of Health Repd®1], the global MDG to reduce tuberculosis
prevalence and mortality by 50 peent from 1990 to 201%has been exceeded with an
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estimated62 per cent reduction in prevalence and mayalompared to 1990Che goal of

the Western Pacific Regioto halve prevalence and mortality from tuberculosis between
2000 and2015has not yet been achieved according to this report girealence hasnly
fallen by 40 per cent and mortality by 38 per degtiveen 2000 and 2011

However, according ttnited Nations Statisticdy 2011 Vietnam had only reduced
prevalence by 20 peent and mortality by 28 per cd2] compared to 199@vhile the goal
was a 50 per cent reduction compared to 1990 (Tabld8refore it is necessary to
continueto strongly reduce tuberlnsis prevalence andhortality over the next3 years
(2013 2015).

Table 3: Tuberculosis control situation (MDG 6), 2011

Goal Performance by 2011
MDG-STP* | Reduce 50% between 1990 | 403/100 000 in 1990, declined
Prevalence and 2015 to 323/100 000 in 2011 (20%
reduction)
MDG-STP | Reduce 50% between 1990 | 43/100 000 in 1990, declined
Mortality and 2015 to 33/100 000 in 2011 (28%
reduction)

Note: *STP=Stop TB Strategy

Source: United Nations [62]

MDG 7: Halve, between 1990 and 2015, the proportion of the population without
sustainable access to safe drinking water and basic sanitation; by 2015 ensure that 68
per cent of households have access to a sanitary toilet

In order toassess the progress of MDG 7 performance, thieetdNationsmember
countries, including Vietnam, agreed to use the results of WHO/UNICEF Joint Monitoring
Program for Water Supply and Sanitation (JMP). In Vietnéa®,Joint Monitoring Program
(JMP) was canducted by WHO/UNICEF in collaboration with the GSO. In accordance with
the published JMP Report, ViethamstaechievedMDG 7 in terms of botltlean water and
sanitation Yet, 19.5 million persons stitlo not use a sanitary toilet and 7.1 million people do
not yet use safe drinking water
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Table 4: Progress towards achieving MDGs in Vietnam, 1990, 2012

Indicator 1C:

Halve the
proportion of
people suffering
from hunger
between 1990
and 2015

Indicator 4A:
Reduce under-
five mortality by
two-thirds
between 1990
and 2015

1.8 Malnutrition
rate for children
under age 5

(weight for age)

41% (1990)

16.2%

20.5%
Achieved

National
Institute of
Nutrition [54]

4.1 Under-five 58 (1990) 23.2 19.3 GSO [55]
mortality rate Difficult to

achieve
4.2 Infant 44.4 (1990) 154 14.8 GSO [55]
mortality rate Feasible
4.3 Measles 55% 96.4% >90 per cent | Health

immunization
rate

Feasible

Statistics, MOH

Indicator 6A:
Halt and begin
to reverse the
spread of
HIV/AIDS by
2015

birth who had 3
or more
antenatal visits
over 3 trimesters

6.1 Prevalence
of HIV infection
in population
aged 15-49 and
among the
population over
age 15 in most
at risk
populations
(MARPSs)

N/A

15-49: 0.45%
(EP 2011)
IDUs:  13.4%
(HSS 2011)
FSWs: 3%
(HSS 2011)
MSM: 16.7%
(IBBS 2009)

Indicator 5A: 5.1. Maternal 233/100 000 69/100 000 58.3/100 000 | GSO [58]
Reduce mortality ratio (1990) (2009) Major effort
maternal required
{Egigtz ;ﬁgsby 5.2 Proportion of 86% (2001) 97.9% 961 98% Health
between 1990 g:givseiggsby . Feasible Statistics, MOH
and 2015 trained health

worker
Indicator 5B: 5.3 73.9% (2001) 76.2% 82% GSO [55]
Universal access | Contraceptive Major effort
to reproductive prevalence rate required
health by 2015 (CPR)

5.5 Proportion of | 87.9% (2004) 89.4% 801 87% Health

women giving Achieved Statistics, MOH

N/A

National
Committee for
AIDS, Drugs
and Prostitution
prevention and
control [60];
IBBS 2009
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Goal Indicator Baseline data 2012 2015 Goal Data source
and year
6.2 Condom use | 51.9% (PWID) | 80.2% (PWID) | O %0 IBBS and
rate at last high- | 77.79% (FSWs | 89.7% (FSWs) HSS+
risk sex 66.5% (MSM) | 71.5% (MSM)
(IBBS, 2009) (HSS+, 2011)
Indicator 6B: 6.4 Proportion of | 5% (EP, 2005) | 53% (EP, 70% EP
Universal access | population with 2011) 68.3% Difficult to
to treatment for | advanced HIV for adults and | gchieve
HIV/AIDS for all infection with 81.3% for
those who need | access to ARV children in
it by 2010 drugs 2012
Indicator 6C: | 6.6 Malaria Incidence rate: | Incidence Achieved Health
Halt by 2015 | incidence and 96/100 000 rate: Statistics, MOH
and begin go death rates Mortality rate: 49/100 000
reverse the ; .
Mortality rate:
incidence  of (()éggégloo 0 0 01/1o>cl) 000
malaria )
Indicator 6D: 6.10 375/100 000 225/100 000 187/100 000 | Ministry of
Control Tuberculosis (2000) (2011) Feasible Health [61]
Tuberculosis prevalencerate 15100000 | 323/100 000 | Difficult  to | United Nations
(1990) (2011) achieve [62]
MDG 7: Ensure environmental sustainability (focusing on safe water and sanitation)
Indicator 7C: 7.1 Proportion of | 37% (1990) 78% (2011) 68.5% WHO/UNICEF
Halve the population using Achieved JMP
population sanitary toilet
‘S’Vl;tsht‘;ﬁfable 7.2 Proportion of | 57% (1990) 92% (2011) 78.5% WHO/UNICEF
. population using Achieved JMP
access to basic | ga¢e grinking
sanltathn a_md water source
clean drinking
water

Note: The coding of goals and indicators comes from the United Nations [62]; EPI=Expanded program on
immunization; EP= Estimates and projections [63]; PWID = People who inject drugs; FSW = Female sex workers;
MSM= Men who have sex with men; IBBS= Integrated behavioral and biological surveillance [59]; HSS = HIV

sentinel surveillance.

Results in Table 4howsthat in general, statistical data indicate improvement in the
average situation of the country. However, if indicat are disaggregated by region,
disparities between regions are rather large and there is a risk thatogéghexpanding.

Results indicate successes and challenges Vietnam faces in ensuring equity in health care.

Through the synthesis of data, anothfialiity and challenge is evident for all five MDGS
related to health, namely data and statistics from official sources are not conersexen

conflict with each other, so verification and careful consideration in their use is necessary
Another prolbem is worth attention, that is the shortage of data and evidence. Because there
is a lack of national standard data on implementation, monitoring progress and performance
towards MDGs related to health faces many difficulties.

General remarks

The health goals stated in theFive-year plan: The Five-year health sectoplan
included 19 indicators that can be classified into three groups to monitor implemeration.
majority of theserepresent targets sby the National Assembly and Government. Results
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indicate that the inpundicators (6 indicators) and procesdicators (3 indicatorgjenerally

show results that meet or exceed the targets in the Rtavever, in the outcome indicators

(10 indicators),only two indicate achievement of the target, while four indicators show
results close to the target and three indicators remain far from the target or lack information
sources for monitoring. Thus, among thécomeindicators, targets for life expectansex

ratio at birth, population growth, fertility decline, population size lsiMiR require increased
attention in the near future in order for the targets to be achieved sustainably.

Vietnam has made significant progresstowards achievng the health-related
MDGs (MDGs 1,4,5,6 and 7). In reality, some goals hbeenreachedsooner than 2015.
However, in the coming 3 years, Viet Nar@eds teustain and speed up progress, especially
as regards the imchtors showing slow progress such agduction inMMR, increase in
contraceptive prevalence rate, increasing the proportion of HIV infected individuals who can
access ARV, and reducing morbidity amdrtality from tuberculosis. Reaching the goals to
which the Government has committed will require effort ndy drom the health sector, but
contributions from other sectors, and for some goals, the efforts of the entire sAcibky.
national level,priority should be placed or{i) access to HIV treatmén(ii) reduction in
MMR and IMR in mountainous and ethnic minority region§ii) unmet need for
contraception particularly amongimmigrant women, sirlg persons, andyouth in
mountainousand disadvantaged areas; (iv) detection and treatment of tuberculosis;) and (v
access to bettersidary conditions in mountainous/rural areas.

Monitoring and evaluation indicators: The JAHR 2013 report continues to refine
the monitoring and evaluation indicators in order to reflect trends and results in the pfocess
implementing major goals of thehealth system. The indicators have been reorganized
following 3 groups: inputs, processes and outcomes

Completion of the monitoring and evaluation indicators (see Appendix) focused on
the main indicator groups for monitoring and evaluation of performaniceplementing the
Five-year plan, MDGs and monitoring indicators of the national health target prodrgus
indicators include: human resources, infrastructure, finance, drugs and biologicals. Process
indicators include indicators related to servim®verage, behavior change and risk factor
reduction. Outcome indicators include those related to health improvement and financial
protection. Many indicators are disaggregated by region or sex or living standards in order to
also evaluate equity and regarisparities
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Chapter Il: Theoretical framework and concepts related to
universal health coverage (UHC)

In recent years, the topic diuni ver s al heal t h coverage:
extensively in vaous international forums and iiscreasingly seen as critical to delivering
better healtltareand asa goal consistent with health system developnjé4.

Over many years, Vietham has maddstantiakfforts toensure access toealthcare
services of gradually increasingjuality, for the entire population through programs of
upgrading the health system, expanding health insurance coverage and incstasing
budget spending on healtNevertheless, like other developing cowgriVietnam still faces
many challengeand difficulties

Universal healthcare coveragasselected for irdepth analysis in JAHR 2013, with
the aim of assessing the situation in Vietnam, consulting international knowledge and
experience, and recommenidat of the United Nations and other international organizations
to propose relevant solutions for continued reforms and strengthening of the \@sénam
health system towardsHC.

1. Conceptualizationof Auni ver sal heal th coverageo

According to the UnitedNat i on s, AUni ver sal heal th <cov
have access, without discrimination, to nationally determined sets of the needed promotive,
preventive, curative and rehabilitative basic health services and essential, safe, affordable,
effectiveand quality medicines, while ensuring that the use of these services does not expose
the users to financial hardship, with a special emphasis on the poor, vulnerable and
marginalized segments of the population". T¢osiceptualization fronthe United Nabns is
consistent with key WHO concepts: AUni ver sal
(UHC) , i's defined as fAensuring that al/|l peop
rehabilitative health services they need, of sufficient quabtybé effective, while also
ensuring that the use of these ser\J@hces does

The above concepalizationsindicate thatJHC aims at thregjoals

Equity in access to healthcare servicédl people in need of healthcare services, without
discrimination, have access to healthcare services regardless of their ability to pay;

Delivery ofbasic,comprehensive healthcare senscitncludingbasicpromotive, preventive,
curative and rehabilitativedalth service®f sufficient qualityto be effective in improving
health of the service user;

Protection from financial risksAffordability so thatuse of these services should not expose
the user, especially poor and vulnerable grouplnamcial difficulties
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Implementing UHC is a process that requires progress on several fronts: the
availability of health care services; conditions for providing quality and effective services
(governance, health financing, human resources, drugs, equipment, medical consumables,
infrastructur e, h e )athet pnoportionfobthgopalaton coveresl;yasdt e m, é
level of financial protection when using health services. The gddH& is not limited to a
fixed minimum package of servicg86]. The idea that universal covegeis a continuously
devel oping process without a fAcompletiono
organizationg67] (see Box 1)

Box1: General principles of biversal health coverage

f UHC should be asessed oithree dimensionsWho is covered; which services are
covered; and proportion of costs covered.

1 Revenue from taxesonstitutes the mairfinancial resourcén all countries implementing
UHC, especially loimcome and lower middiéncomecountries, because of the large
informal employmentsector. The government shoutioritize use of the state budget
to support the informakmployment seatr to achieveJHC

I Risk poolingin which the affluentassistthe poor and the healthgssistthe sickis a
crucial factorfor effective coverage. The general trendawardsdecreasinghe number
of funds in order tastrengthen risk pooling

1 Countries should shift tpre-payment schemeg@hroughtax-based or social security
based health financing) and minimieellection ofuser feedirectly fromthe patient.

I Equityis a goal of UHC and typically difficult to achieve, at least in the stitige, due to
difficultiesrelated to the large informal employment sector and the access to service
among the Poar

1 UHC is a moving targelihe proces®f strivingtowards UHC has no endue to continual
changes in medical technology, disease burdenpomllation structure UHC should be
seen as a process and a goahtm for, ratker than a target to be achieved and then

AAAAA

O2yaARSNBR a02YLX SGSR¢ @

i Compromise/tradeoff is necessary to ensure feasibility. Countries are always challern
by shortags of reurces requiring constant balancing and trading affiong the
different dimensions of UHC.

1 Every country has distinct feares There argoliciesthat can help countries achieve
greater coverage with lower costs, but the combination of policy choicédeviistinct
for each country

1 Pursuing UHC is a continymibcess All countrieseventhe poorest ones,animplement
UHC step by stejp a continuaprocess.

2. Key requirements to achieve universal health coverage

2.1. Health systems to meet the need for universal health coverage

Health systems implementing the goal WHC must be well functioning, easily
accessible and ith a leadingrole for the Stat¢68]. Ensuring acces®tessential drugand
medical equipmerdanddevelopment of information technology are also urgent requirements
in the process of implementing universal coverd@d]. Fundamental requirements
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throughout the process of implementingHC include expanding access to services,
controlling costs and strategic purchadjif§).

United Nations General AssembResolution No. A/67/L.3§2012) recognizes that
fieffective and financially sustainable implementationUHC is based on a resilient and
responsive health system that pr@sdcomprehensive primary hémattare services, with
extensive geographical coverage, including in remote and rural areas, and with a special
emphasis on access to populatiorsstin need, and has an adequkifled, welltrained and
motivated workforce, as well as capacities for drpablic health measures, health protection
and addressing determinants of health through policies across sectors, including promoting
the health | iteff@@.cy of the popul ationo

Health service delivery

The generalrequiremerd call forpeoplecentered health service delivehealth care
services need to beganized around and focusedtbe needs anexpectations of the people
and the community, not around diseases and not hospitélic[71]. First of all it is
necessary to ensuoemprehensive primary health service delivery, covering all geographic
areas of the country, and paying special attention to vulnerable gréwmsting in
develgpment ofthe PHC system so all people can easily access affordable health care
servicesis the most fundamental factor in implementation of universal covebagped on
experience of Thailand)?2]. In this day and age, when neommunicable diseases account
for over 70per centof the burden of disese, especially in developing countries, the role of
PHC is even more important. Ensuring uniform quality of primary care services across
geographic areas is necessary so all people can aqualty health care services in their
communities. Hospitals nsti have adequate ability to deliver and prioritize quality medical
services to meet the essential needs of the people after they have rEe¢tBsatvices.

Health servicesdrugs and medical consumablesmust be selected to meet the
curative care requireemtsat low costthat isaffordable to the state health care budget, the
heal th i nsurance f und oampdy.Ahkatth spseero with e @rapera b i | i
UHC should be able to control cost increases throiigh eeffettive preventn, early
detection, andnanagemenb f many conditions i n Officeals commur
can fix prices and fees, adjust provider incentives, introduce policies that promote generic
drugs and rationalize the use of expensive technologies. In some pa$ieg;makers will
also need to find ways to protect against the overuse of health sef{viges

Human resources for healthA health workforce that is capable and has good
working attitude is an important requirement in a health system aiming to achieve UHC. The
PHC system cannot complete its functions withouth&diand educated human resosrce
who are well prepared and have tecessary conditiornt® enable them tgerve for many
years in the field oPHC.

WHO has reviewed the experience of marguntriesand come to the important
conclusion that if there is nstrong policy and leadership, then the health system cannot
implement the goal and core valuesRHC, namely healthy communities, health equity and
universal access to peoglentered care.Recent trends, such as hospiahtrism,
unregulated, commerdization and fragmentation of service delivery diveealth systes
from initial good intentions and core valugsPHC. (Figure 10)[71].
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Figure 10: The diversion of the health system from primary health care (PHC) core
values

PHC Core values

Health equity

Health
systems

Universal access to people-
centered care

Healthy communities

Current trends

Hospital- >
centrism

HC reform

PHC reform

k\P

Commercialization

Fragmentation

Source: Adapted from World Health Report 2008 [71].

Political determination and commitment

Universal coverage requires political detémation and commitment of the
Government and the participation of the entire society. It is impossible to achieve UHC if the
effort comes only from the health sector, even when the health sector has political
commitments from the highest levels of the &mment. UHC requireactive participation
of the whole society, and requires efforts that are led at the national level, with close
coordination from the Minister of Health and Minister of Finafeg.

2.2. Selection of health financing mechanism for universal health
coverage

In order to achieve UHC theonsideration, choice and development of health
financing mechanisms must meet the following objectives

Equity: The contributions from households must be based on ability to pay and benefits must
be based on medical need i tE yp@icording to principles afommercial health insunae

(i.e. larger contributiombtairs greaterbenefits smaller contributin receives fewer benefits;

high probability of illnessrequireslargea contributiors while good health allows lower
contributong will impedeaccess to health servicamongthe poor, the elderly and high
diseaseisk groups;

Financial protection Pre-paymentinto pooled fund through tax revenues in government
budget orsocial health insurance schemas)order to achieveisk pooling to avoid direct

out-of-pocket payments when ill arqateventcosts of treatment excéadt he househol

ability to pay
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CosteffectivenessTo ensure financial resources are used to purchaseefiestive services
that meet the need of theajority and to minimizepurchase of services that are not €ost
effective, or extremely costly services reserved for only very few cases

Coverage ofthe informal employmensector Tax-based financing (government budget) to
cover the informal sector playa determining role in the success of achieving UHC
Experience in developingpuntriesindicates thateliance on &ocial insurance mechanism to

cover the informal sector is seldom successful.

Public healthfinancing mechanismsincluding taxbased fimncing (i.e. government
budget) and sociahsurancebased health financingre appropriate mechanisms fooving
towardsthe objective of UHC. They both esure the principle of (i) copulsory financial
contribution br health care based on individual ohouseholdability to pay (prepayment
according to ability to pay) andi)iaccess to health services regardless of the amount of
money contributed.

The two financing mechanisms mentioned above help the people to avoid paying out
of pocket orto limit payments toan amount they can affotd paywhen usinghealthcare
services Thus the people are protected frdmoth the risk of impoverishment due to direct
out-of-pocketpaymens that exceed the ability to paynd financial barrierthat inhibit them
from seeking medical servicek public financing mechanisms for health, the principles of
pre-payment, equitable pooling of financial resources, &ohidirect payment at the time
health care services are usewhich is known to lead to catastrophic healtheading or
impoverishment due to health spending) are fundamenéghievingUHC [75].

Role of tax-based financing (government budget) in UHC

In order to achieve success in UHC, tmablic financing mechanisms mentioned
earlier (taxbased or socidhsurancebased)should bethe main source of funding, witax
revenues (government budgbgving the most important rolBeveloped countries also use
government budget to pay for health services usqaebpleunable taafford care In order to
cover the informal sector, lowand middle-income countriemeedto rely even moreon
government budgdtunding Implementing UHC in these countries means moving away from
the idea that universal coverage can be achibyecklying solely or even largely on social
health insurancgr].

Experience Bowsthat no country in the world has the ability to ensure access to all
medical services, yet all countries can increase finamesurces for health if thego
desire[72]. In order to increase financial resources for health, the goverrcaergrioritize
state budget allocations to healtmore effectively collect taes andsocial insurance
contributionsandincrease finanail resourcesor health from new revenusurces,such as
special consumption tagsimposed on alcohol and tobacco.

Commercial health insurance is not a good choice for the UHC objective

In the pocess of dbatinghealth financing policy development in Vietnam, some
have proposed that the health insurance model should be designed basegrimeifiie of
voluntary participation,size of benefits linked to size of contributjdiacilitating accesso
higher quality health services by those who are able to pay more. Such a health insurance
schemas typical of commercial schemes whichlow-income groups are not able déford
thehigh premiuns to obtainfinancial protedbn whenthey needostly healtlcareservices.

International experience indicates that no countries have achieved universal coverage
by relying solely onvoluntary health insuranceschemes or commercial health insurance
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schemes as the main financing mechanism. Commercial healthnos is notecognized as
being equitablend could not meet the financial protection principles of UHC.

Strategic purchasing with UHC

Properly implementinghe purchasing functioof health financingcan contribute in
an important way to ensurirgffediveness and sustainability of health financing in the UHC
scheme. This functionan be effectivelyimplemented througbktrategic purchasingvith the
objective of strengthening efficiency of the health system through effective allocation of
financial resources towards providers according to the following kaeerincipleg77):

Selection of services that snodosvingthelprencipie®fo pl e 6 s
costeffectiveness anduitability with nationalhealth system prioritiesA necessary task of

strategic purchasing isedelopment of lists of medicines and health services based on
evidence otosteffectivenessand health technology assessments.

Selection of providepaymentmethodsaimed atencouragg the most effective use of
financial resourcedJsing pricelevels as a way to encourage provision of priority services
and limit provision ofunnecessargervicesinduced undefeefor-service payments arase
mix payments

Sekction of service providebased ortheir quality and effectiveness.

Proper implementation of strategic purchasing requires capacity, transparency and
political determination in management and implementat8irategic purchasing must rely
on evidence from cosdffectiveness studieand health technology assessments the
process of striving for universal coveragesearchs not a luxury, butatherthe foundation
to identify, develop and provide servicks the health of the peop|&8§].

3. Experience of UHC from selected developing countries in the region

Among middleincome countries in the Western Pacific region, two have achieved
UHC 7 Malaysia and Thailand. To reform the health system to achieve UHC, both, but
especially Thailand, closecoordinaed actions opolicy makers (politicians) who provided
funding and highly experienced experts (technocrats). The experts played their role in
initiating and advocating for the policyfter policies were issued, followup research and
assessments were conducted to pmwdidence for continued implementation of policies.
This contributed to Thailardds p i 0 n e & UHGfg misdleendomescountries. Taking
advantage of intellectual strength, political deesessand social advocacy constituted the
three angles of h #iangle that moves the mountain t hat has brought The
development and implementation of the UHC policy.

To develop the health service delivery systéhgiland consolidated and renovated
the PHC system In 2001, Thailand restructuréde PHC system adopting the main strategy
of effective implementation oPHC to achieve goals of equity in access to services,
effectiveness in provision of services and focusing on health education and communication
and preventive care. Contracting units for primary care were established and contracted with
the National Health Sarity Office (NHSO) to prome primary careservices for those who
registered. Thé®HC delivery capacity was reinforced through family doctor training and
appropriate remuneratidior primary carehealth workers. Lists of medicines and technical
servicesand technologies were set up and selected for use by the people based on cost
effectiveness assessmertxperience from Thailand on its selection of healthcargices
was mentioned in th&Vorld Health Report 2013. Research evidence helped Thailand to
choose for its cervical cancer control strategy to rely on classic cancer screening technology
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(combination of visual inspection with acetic acid and pap smears depending on age group)
instead of using the HPV vaccination, which would have cost 10 times@s m

Financing mechanisnivalaysiachose to rely on tax-based financing schem@/ith
this choice, Malaysia became the first midoieome country in the region to achieve UHC
Thailand combined both taxased and social health insurance based scheftegsmany
decades ofunsuccessfulefforts to implementUHC through various health insurance
programs for the informal sector (health insurance for the poor, for children, for the elderly,
for farmers, & with state budgrem 20@luThalandi es t
decided to halall insurance programs for the informal sector and switch taxdpased
financing mechanism. Results are ti@& per centof the Thai populationall 48 million
peoplein the informal sectorare benefitting from tabased financing for their health care.
For the formal employment sector, Thailand continues to maintain a program for civil
servants separate from a program for workers in enterprises. With the health financing
reforms mentioned above, Thailand has becomesétend middle income country in the
region (after Malaysia) to implement universal coverage.

China, hasrecently announced that they have achieved 8 centpopulation
coverage of health insurance thanks to major contributions from the governmertt bibhege
three health insurance schemes in China include health insurance for thedimpi@ament
sector, health insurance for the inforneabtploymentsector in urban areas and a rural health
insurance scheme called the New Cooperative Medical Scheme (NGM& than 8Qoer
cent of the premiums contributed for the rural population corfrem central and local
government budgets. The government budget plays the determining role in the coverage of
98.5per centof the rural population in China. However, theheevement of China is limited
to population coverage, while financial protection remains unresolved, resulting in a large
percentage of households experiencing high health spendingmgaderishment due to
healthcare costs

Hence, the experience gaingd middleincome countries in the region wittiHC
shows that the government budget is the main financing source for overcoming the challenge
of covering the informal sectowhich is characterized by unstable income and unwillingness
to enroll in voluntanjhealth insurance schemes without support from the government.

4. Vietnamese policies on UHC

In Vietham,he peopl eds r i glidoutimthebh9®2Cortsthution.ar e we
The Vietnamese perspective on equity in health care was stafaditiouro Resolution No.
46/NQ-TW (2005) AHeal t h | s asdetef evany getsongnd of the entires
society. Develop universal health insurance to gradually achieve equity in health care, to
implement sharing of risks between the healthy and the ilkjicheand the poor, the working
age people and children; and achieve equity in remuneration of health wdrkgltsThe
general objective of developing the health system up to 2015 is stated i C@mot i nu
develop the health system of Vietham towards equity, efficiency and develosinemngthen
health service qualityo meetthe increasing and diverse needf the people for health
protection, care and promotion; reduenorbidity and mortality and increaslife
expecti8fncyo

Although current policies of Vietnam do not fully and comprehensively mention the
contents of UHC in theéhree dimensions of population coverage, service coverage and
financial protection, in reality, the governmebudget hagnsured financial resources for
preventive medicine, public health activities, national health target programs, and has
implemented universal coverage of preventive medicine over many yeaasCiRg for
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curative care through health insurarstartedvith a Decree on health insurance regulations
in 1992 The Law onHealth Insurancé2008)set out the roadmap for universal coverage by
2014. The governmentreateda policy of supporting 10(@er centof the premiumfor
selected prioritized grogpincluding the pogrwhile increasinghe subsidy for the near poor
from 50per cento 70per cent

The project on implementing the roadmap towards universal health insurance in the
period 20122015 and 2020 recenthpprovedoy the Prime Ministef81] reset the targefor
UHC to coverage of deast 80per centof the population by 202(20]. Nevertheless, the
roadmap forimplementing universal health insurance coverage according to the Law on
Health Insurance only focuses on population coverage, and does not mention the other two
dimensions ofUHC. Policies and regulations on service coverage, quality of services and
financial protection for the people are under discussion with plans to amendvhen
Health Insurance and related documents.

5. Indicators of universal health coverage

In order to monitor and evaluate proggein implementing the goal of UK Gnked
with progress in implementing the MDGs, WHO has introduced 26 indicators, which have
been categorizednto the four groups below82]. These indicators need to be fully
considered, because they reflect the tasks and major goals of the processWb¥ards

A Coverage ofMDG-related healthcare servicessuch as Proportion of 1 yeawold
children immunized against measles; proportion of births attebgeskilled health
personnel; ontraceptive prevalence rate among married wonsaeenatal cee
coverage (at least one visdf least four visits)unmet need for family planning;
condomuse at last highisk sex among 124 year old women/merproportion of
male/female population agediZ=! years with comprehensive correct knowledge of
HIV/AIDS; proportion of population with advanced HIV infection with access to
ARV drugs proportion ofchildren undeilge5 sleeping under insecticideeatedbed
nets proportion of children undeage5 with fever who are treated with @opriate
antirmalarial drugs; pportion of tuberculosis cases detected and cured D0ES
proportion of population wh access to affordable essential drugs on a sustainable
basis

A Health outcomes associated with MDG targetsch asPrevalence of underweight
children underage 5; USMR; IMR; MMR; adolescent birth rate;ncidence,
prevalenceand death rates associated with tuberculosis; HIV prevalence atheng
population aged 1%9 yearsjncidence/death rates associated with malaria.

A Financial risk protection indicatorssuch as Incidence of catastrophic health
expendituredue to owof-pocketpayments;ncidence of impoverishment due to -out
of-pocket payments.

A Selected health system determinants of health service coystmtpeas The number
of all types ofhealth workers per population (usually perGDD people), antheir
geographic distbution; the number of hospital beds per population ahdir
geographic distribution; the epcentage of population within one hogor 5
kilometers) travel of #HCfacility; availability of essential medicines.

6. Analytical framework used in the report

The analytical framework used ihe chapters on UHC in this report are structured
based orthe threedimensions of the objectives of UH@opulation coverage, health service
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coverage and financial protection) and are structured based on the concdnadizéhe
basic objectives dJHC, namely Ensuring thatall people(not just a part of the population)
(i) can access quality health servicaghen needednd (ii) are protected against financial
harm due to healtbare costs (Figure 11)

When analyzing the situation and making recommendations, the report will focus on
the perspective that the achievement of UHC should be supported by a properly functioning
health system that ensures easy access to the population and a dominant rolg thken b
government.

Figure 11: Analytical framework used in the Report
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Chapter lll: Healthcare service coverage

This chapterdiscusses the Vietnamese healthcare service delsiurgtion with

emphasis on basic health services, assessment of achievements and problems to be resolved

in order to ensure that all people can access quaiichealthcare services when needed.
Themain contents covered and assessed includeSoygrageof preventive medicinedRHC
reproductive healthand populatioffamily planning services; (ii)Coverage of radical
services; (iii) Access to essential medicines to impleméHC.

1. Concepts and policy orientation

1.1. Concepts

UHC implies ensuring that all people cancessnedical services of adequate quality
to be effective in health promotion, disease prevention and treatment and rehabilitation as
needed, and at the same time ensuring that use of these services domsseimancial
difficulty to households

Health sevice coverage is thprobability of receiving a necessary health intervention
conditional on the presence of a health care 188 Health service coverage does not
merely refer to health service deliveyut ratherto the entireprocessfrom allocation of
resources toperformance on assigned targets. Health service coverage should be
comprehensively measured from many differaspects including availability of staff,
supplies and facilities; geographaccessibility acceptability by users as determined by cost
and other demand sidectors; actual use of the services by the target population and
effectiveness coverage determined by the quality of services prd@ded/ore concretely,
it is necessary to assab® folowing questions(i) Do the services reach the people (ability
to use services, geographic access, financial affordability)Mtilch services (appropriate,
effective);and (iii) How are the services provided (efficiently, continuously, in a way that is
satisfactory to the usershhe measure of coverage indicates the interaction between offered
health services and target beneficiaries of these services. In order to implement health service
coverage, many countries have prioritized development of basithhservices or primary
health serviceg35).

Basic health service@lso known as essential health servicemimum set of health
services or benefit packagare developed with the objective of focusing limited resources on
health services that caliachieve the highest returns to the investment. Basic health services
are a minimum set of services determined on the badiseopriorities ofthe health care
system of a country. This service package is expected to ensurecachig\ofequity targets
and improement inproductivity and effectiveness of medical care activigs. Basic
health services are usually determined based onnabeu of specific criteria such as cost
effectiveness of serviceand interventions, the burden of disease, the availability of
resources....andconsensuslecisionsamong stakeholders including policy mekeservice
providers and the whole socid§7].

Although what is determined to bbkasic health servicediffers across countries
depending on socieconomic and epidemiological conditigrnisis recommended that basic
healthcare include both public health ad clinical services. Public health services need to
put an emphasis on services t hétch gsrhealthot e
education and communication progrgymend environmental risk contr@uch asmosquito
spraying programs to control atarig, and preventive medicine services such tlas
expandegrogram onmmunization,maternal and child health care, disesseening, use of
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drugs to prevensome diseaseand manage chronic diseasdasic clinical services are
typically PHC servicesor services that are determingaecificallyfor each levebf the health
services networkbased on the diagnosis and treatment capacitifigient types othealth

care facilities (polyclinics, health centers, district hospitals and higher level h®spita
receiving referred patients). Thus, basic health services mainly consist of primary care
services and national health target programs. In low and lower middle income countries,
basic health services ansuallyprovidedasPHC at thecommune and distridevels.

It must be noted that designing and implementing a basic healthcare peckagan
appropriate solution under conditions of weak manageniergquires political commitment
and institutions, decisions ofinancial allocation and organizatioof the health service
network, development of essential medicines lists, training and deployment of health workers
and development of the health information sys}86j.

Preventivemedicine public health and PHGhare the objectives of health promotion,
improving quality of lifeandminimizing community risks of disease, not only communicable
diseases and malnutrition, but also chronic diseases such asvamditar disease, diabetes,
hypertensionandcancer, etc. Investentsin preventive medicine, public health and PEi@
seen as effective wayto improve community health at low cost arttle optimal way to
achieve UHC.

Public healthconsists of a combination of activities to prevent disease, extend life
expectancy, and strengthen health of the people through organized efforts of the community.
Public health emphasizesealth improvementsand strengthening at the population or
community level andrequiresthe participation and efforts of individuals, organizations, the
community and all of society under the general leadership of the Government. Public health
is multidisciplinary in natureinvolving primarily expertisein epidemiology, biostatistics,
environmental sciences, health behavior, nutrition, health management, and oth¢8&elds
89]. Public health etivities rely on monitoring, diagnosis, analysis of health problems in the
community, from whichcan be determined appropriate interventitorsdisease prevention,
health information and education to encourage healthy lifestyles and promotmtheof
adivities to strengthen health

Preventive medicineincludes preventive interventiongimed at protecting,
strengtheningand maintaining health anduality of life, preventing disease, disability and
premature death for individuals @pecific groups in t communiy [90]. Preventive
medicine, combined witpublic healthefforts to upgrade infrastructurésuch as irproving
environmental and housing conditions, supply of clean water and sanitary faciipey
epidemiological methods, prioriezepidemic preventionand focus on the poor and
population groups with special healthcare needs constitutes a shiftisotiarpublic health
approach with multsectoral participation and higher participation of society.

Primary health carehas been def iheathcardased fore wecteal, t i a |
scientifically sound and socially acceptable methods and technology umiaéesally
accessibleo individuals and families in the community through their fulltipgration and at
a cost that the community and the country can afford to maintain at every stage of their
development in the spirit of seléliance and selfietermination [91]. The modern
perspective o®®HC[71] emphasizes health system reforms to ensure universal accessibility,
extensionof scope to coveall health risks and diseases, more appropiratestment,and
integration of prevent® and curative carérhis contrasts with theraditional view ofPHC
with its emphasis oraccess toonly a basic health intervention package and essential
medicines for the podimmited largely to communicable and acute diseafesison mother
and child healthcareand viewed to some extent as thsetithesis of hospital carestc.
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NeverthelessPHC is still considered as the primary contact point of the population with the
health systemand a primary factor required in the process of striving f6€U

Preventive medicine, public health aRtHCall place disease prevention at the cdre o
health care, despite differences in theent and scope of approacheslC focuses more on
directfirst level comprehensivieealthcare antealth promotion for the peoplBublic health
has a broagr scope, not limited tandividuatlevel interventions butvith emphasis on
disease prevention and health promotion for the entire community. Béthand public
health approaches are ensectoral and require strompmmitment and participation of the
government,multiple sectors local authorities and the community as compared with the
preventive medicine approach.

From the perspective dfie organization and managementeglth service delivery,
activities relatd to preventivanedicineand PHC should cover all levels of prevention, from
eliminating risk factors to preventing disability or death. Hence, prevenmeslicine
activities should include service delivery activitiesthe field of public healthprevenive
medicine services to prevent disease (including communicable andcoromunicable
disease) and early treatment to prevent severe disease, disability qiFitpath 12).

Figure 12: Preventive care from service delivery management approach

Responsibility of Government and all sectors

Responsibility primarily assigned to the Ministry of Health
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1.2. Policy orientation for basic health service delivery

The United Nations General Assembly recenplginted out thateffective and
financially sustainable implementationdHC requiresa heal t h c arresilieaty st e m
and r esmdhatsperoovi des cpomapy healtheare service® |, and ensur
fiall people have access, without discrimination, to nationally determined sets of the
promotive, preventive, curative and rehabilitative basic health sermieeded and essential,
safe, affordable, effective and quality medicinédlevensuring that the use of these services
does not expose the users to financial hardship, with a special emphasis on the poor,
vulnerable and marginalized segments of the populaf{iod.

Thus, in order to achiewbegoal ofUHC, the determination of what constitutessic
healthservicess necessary toonfirm the health cargoriorities of the countryin the current
context of limitedresourcesThese essentidflealthservices shoultbe selectedbasedon the
consolidation of services to be provided in a comprehensive and integrated manner, based on
aPHCapproacti74].

ResolutionNo. 15-NQ/TW dated1 June 201and issued irthe 5th plenumof the
11th Central Committee on social policy issues for tperiod 2012 2020 specifies the
objectiveof "Ensuringminimumhealth caré, includingsomecontentselated tabasic health
servicesnamely: improe health care for people atthe grassroots levelprioritize poor
districtsand communesisolated,remote regions, and areas inhabitedeliynic minorities
improve the quality ofmother and chilchealthcare; by 2020fully immunize over 90per
cent of childrenunder1 year of ageredu® the proportion underweight amoraildren
under age five to below 10 per cent strengthenthe implementation ofthe National
tuberculosis prevention and control progéam

The National strategy forthe protec on, car e and pgheatttofdri on o0
the period 201112020, vision to 2030, approved by the Prime MinisterOacision No.
122/QDTTg, has a similar standpoint, stated d@Reform andrefine the Vietnanesehealth
systentowardsequity, dficiency and development; enswccess to basic health services for
all citizens especiallythe poor ethnic minorities children underage six beneficiaries of
social policies, residents idisadvantaged, isolated and remote arebsrder,island and
coastalareas andothervulnerablegroups.”

2. Coverage of preventive medicine, PHC, reproductive health and
population-family planning services

2.1. Situation assessment

Belowis an assessment BHC, preventive medicine, population and family planning
service delivery, aimed at identifying priority issues and proposing solutions for improving
activities in this area to meet the goalC.

2.1.1. Organization of the preventive medicine network

Achievements and progress

The organization of thgreventive medicine network in most localities stable All
provinces have provincial preventive medicine centers, and 15 out of 63 have reached
national standard§92]. At the provincial level, 63 health communication and education
centers, 63 population and family planning centers &hdHIV/AIDS control centes have
been establishef®3]. Some 20 provinces ha food safety administration office§94],
among which 16 have food safety laboratories that meet ISO 17025 staf@kjrdEhe
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curative care sector also has facilities with important rolggementive medicine such as 46
tuberculosis hospitals, 33 mental hospitals and a number of endocrinologylsasait have
been built or renovated on the basis of facilities formerly part of the preventive medicine
system. In addition, some provinces have provineralocrinology centers, social disease
controlcenterstuberculosis control centeasid a few other specialized facilities

At the district level, mst provinces have implemented Joint Circular No.
03/2008/TTLTFBYT-BNV and established district health centers performing the function of
preventive medicine at the district level. Someddf® of 63 provinces have delegated the
provincial health bureaus to directly manage district health centers, 55 out of 63 provinces
have assigned district health centers to manage commune health st&ipresyitices have
established the rpvincial department of population- family planning and 62 out of 63
provinces have district populationfamily planning centers according to Joint Circular. No
05/2008/TTLBBYT-BNV [96].

Implementation of Prime Ministerial Decision N&402/QDTTg on the project
ASupporting the Development of Distriict pr e
2 0 1HMa®strengthendtistrict preventive medicine centgrsow referred to as district health
centers)n terms of infrastructure and equipmamntestmentsand ensuring that at least 15 per
cent of staff have university or highgualificationsand over 80 per cent of staff have had
either short or longerm trainng in preventive medicine.

At the commune levein 2012 100 per cat of communes and more than ®@er
centof rural villageswere served byillage health workersy6.0 per cent of comomes wee
served by a doctor93.4 per centof commune health stations kee served by an
obstetrics/pediatrics assistant doctor or midwiferemote and ethnic villages, more than
1200 villagebased ethnic minority midwives have been trained and their use institutionalized
in the health system amaling to Circular 07/2013/T-BYT; 74.1 per centof communes e
national standards for commune health or the new national benchmarks for commurie health
and about 78 per ent of commune health stations r@eproviding health services
reimbursed by healtimsurancd12].

Implementation ofhie project on population control islands and coastareasfor
the period2009 2020has beguf35]. At the district level som&69reproductivenealth care
family planning team$iave been set up. The provincial counseling centers and reproductive
health centers have set i®mobile teamg36)].

In 2013, the Government issued Decision. Nd7/2013/QBTTg approving the
Project on health development for islands and coaastahsby 2020 with the aim of
strengthening the capacityr health service delivery and improving knowledge and skills of
the peoge living and working on islands to protect their own health, provide first aid, care for
and transport victims of accidents to the nearest health facilities (See details in Chapter I,
Section 2.6).

National health target programs continue to receive fio@h investment from the
state budget. The implementation of Decree. M8/2006/NDCP of the Government
regulating autonomy and accountability for task performance, organizational structure,
staffing and financing of public service units has encouragedptige medicine centers at
provincial and district level to expand preventive service delivery as well as to strengthen
periodic medical cheelips and occupational health care.

4 In 2010 the proportion of communes meeting national health benchmarks overall reached 80.1 per cent. In 2011 and 2012
new commune health benchmarks were applied, écause of inconsistency in which benchmarks are used for reporting on
attainment, it is not yet possible to assess the proportion meeting new commune health benchmarks.
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Difficulties and shortcomings

The organization of grassroots health carest(dt and commune levels) is
inappropriate causingdifficulties for management and provision of preventive medicine and
PHC, patrticularly due to theontinueddivision between curative and preventive functions in
administration and service delivei33].

Grassrootanits are themain PHC providersand the peopfes f i r st poi nt
with the health system, yet there is a lack of linkages between these facilities and higher level
facilities in ensuring continuity and comprehensiveness of health care, especially for the
management and treatment of patients witn-communicable disease. Health facilities
cannot implement their gatekeeping role to coordinate referrals and limit bypassing because
of limitations in their capacity to provide professional medical services arthe ul at i on o
desireto seek medicalare at higher levels.

Conditions to suppo®HC implementation atistrict and commune levels have many
limitations. Knowledge and practical experience of health workers is lini28 there is a
shortage of qualified health care workeesgeciallymedical doctors)while it is very
difficult to recruit new &ff (manydistrict hospitalshave been unable to recruit doctors for
several years) because of the lacknobtivating factors(heavy workload, remuneration
inadequate for workload, few opportunities for trainif8g] (See details in Chapter I,
Section 2.2.2)Medical equipmenis insufficient, not even meeting the basic requiremseits
by the Ministry of Health. Thesproblemshave negatively affected the ability to implement
universal healttarecoverage.

Funds are inadequate to meet the operating costs; the mechanism for allocating funds
does not encourage greater performance fneedical facilities, nor ensure the provision of
basic health services. State budget fuodger only 1020 per cent ofoperatingcosts at
district hospitals[22]. Funds for operating commune health stations are less than the
minimum amount of 10 million VND per year stipulated in Joint Circular No.
119/20@/TTLT-BYT-BTC [23]. Allocation of state budget to healdcilities is not based on
their performance, but rather on ingngsed norms (number of beds, number of permanent
staff) and historical costso the amounts are not only inadequate for meeting the healthcare
needs but also do not encourage health faglitb provide services éffently.

National Target Programs are managed and funds allocated in a vertical manner,
leading to fragmentation, duplicatiowaste ofresources and administrative overload for
commune health workergt7, 97]. Donor support for the population and family planning
program has been dramatically reduced, and requires substantial financial investments from
the Government budget to replace it. Vulnerable groups, ethnic minorities, people living with
disabilities, peple living with HIV/AIDS, especially young and unmarried people, have high
demand for contraception and family planning that is currently not being adequately met by
services due to lack of attention from the national programs.

2.1.2. Disease control and National health target programs

Achievements and progress

Communicable disease control programs

Dangerous communicable diseases in the scope of Project 1 and the Expanded
program on immunizations belonging to Project 2 of the National health targetmrémgra
the period 20122015 have been effectively controlled (See Chapter I, Section 2.6.1).
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The National tuberculosis control programihe incidence of tuberculosis has been
reducedover time. The National tuberculosis control program covers 100 per téné o
country including activities in diagnosing tuberculosis in children, applying 8 months of
DOTS following the first protocol for new tuberculosis patients achieving cure rates for
AFB+ patients at 91.1 per cent and with the second protocol for racesef tuberculosis
and treatment failure with a cure rate of 80 per cent.

The HIV/AIDS control programThe incidence and mortality from HIV/AIDS has
fallen each year from 2008 (See details in Chapter I, Section 2.6). Voluntary HIV testing and
counselinghas been expanded to 485 counseling clinics in 63 provinces and 84 HIV testing
sitesauthorizedto confirm HIV positive cases in 54 provinces with nearly 2 million people
provided HIV testing and counseling for freach year. The program to distributedr
condoms is being implemented in 63 provinces and free needles in 88 per cent of all
provinces. RV treatment is being provided to some &2 people with advanced HIV
infections and methadone replacement therapy is being provided to alif@ péoplen 14
provinces. Nationally there are 226 units providing services for prevention of HIV
transmission from mother to chjlthey have provideHlV testing and counselinggrvices to
42 per cent ofpregnantvomen. Treatment to prevent mother to child tragsmn of HIV is
being implemented early, from the 14 week of pregnancy for about 94 per cent of pregnant
women who tested positive for HIV in 2012.

Non-communicable disease program

Non-communicable disease control programs have begun to be implemexdted an
continue to be expanded to many provinces (See details on results in Chapter I, Section 2.6).
Disease control programctivitieshave achieved some initial good resutsnpared to plan
targets Particularly, thgorograms have focused on activities twalep theorganization of
disease contraletworls, train program health staffnplementcommunication activities and
screenthe populationto identify and manage patients. However, up till now, only the
diabetes control program has national coverage of its netiiaitke way dowrto the district
level, while the hypertension program, blindness prevention prograchCOPD control
program arestill only implemented in a few focal provinces. Health worker training and
health education and communication activities of these programs are being implemented
effectively, but do not yet reach all health workers who participate in implementing the
progams at the district and commune levels.

Implementation of the National Strategy for Food Safety for the periodi 2020
and vision to 2030 according to Prime Ministerial Decision No. 20/201XQdphas yielded
some initial positive achievements, namdiy:reduced mass food poisoning incidents and
food poisoning casef95]; (ii) developed national technical standards, issued 50 national
technical standards on food safety and submitted for approval an additional 35 Vietnam
specific standards otesting methods; (iii) set up utti-sectoralsteering ommitteesat the
provincial level (100 per cent), district and commune levels (99 per cent); (iv) organized
international proficiency testing programs for national, regiand provincial laboratories;
and (v) developedht system forcertifying conformance with sindardsat two units:the
Centerfor Food Safety Application anthe National Institute for Food Control.

Population- family planning, reproductive health and nutrition

Populationfamily planning and reproductive health serviege available iralmost
all localities throughout the country. The number of pregnant women receavitapatal
screening antbabiesreceiving newborn screenirigve exceeded th2012 plantargets The
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total number of new contraceptivesersreached 100 per cent of the 2012 planlevithe
contraceptive prevalence rate reached 76.2 per cent.

Project No. 52 on population control in marine, island and coastal areas for the period
2009 2020[35] has been implemented in 151 districts in 28 coastal prov[8&ksin 2012,
the Prime Minister isged Decision No. 1199/QIDTg approving the National population and
family planning target program for the period 202@15 with the overall goal of actively
maintaining an appropriately low fertility level so the populatan stabilize at about 115
120 million people by the middle of the 2Icentury, with activities focused on reducing
fertility in high fertility regions, in mountainous, remote, isolated and disadvantaged areas,
and maintain fertility levels in regions with already low fertility. ThedPam aims to control
the rapid increase ithe sex ratio at birth; improve thguality of the population in terms of
physical health, to meet the need for quality human resourcesrte industrialization,
modernization and rapid, sustainable developnanthe country; expandntenataland
newbornscreening and diagnosigrovide premarital examinations and counseling, and other
interventions to reduce the risk of declines in population quality and numbers. Total
investment for implementing this Prograsn@99trillion VND.

Activities in the Project on reproductive health and improvement of child nutrition
have been implemented in 55 provinces, of which 37 provinces are focal areas for
implementing reproductive health activities. In 2012 achievementrgétiawas higher than
in 2011, including: the proportion of pregnant women whose pregnancy was managed (96.4
per cent), the proportion of women giving birth who had 3 or more antenatal visits over 3
trimesters (89.4 per cent), the proportion of women giviirth who were assisted by a
medical worker (97.9 per cent), the proportion of mothers given postpartum care at home
(87.3 per cent). The abortion ratio declined from 27 per 100 live births to below 19. The
malnutrition rate of children under age 5 (uvaeight) in 2012 is estimated at 16.2 per cent,

a 0.6 percentage point decline compared to 2011, and the proportion of children aged 6 to 30
months who took Vitamin A reached pB&r centexceeding the National Assembly gf&3).
Currently the Ministry of Health is developing a minimum packageepfoductive health,
maternal, neonatal and child higalnutrition, water and sanitation services to submit for
approval in 2013.

Interventions to promote health and minimize harm from tobacco and alcohol use

In 2012 theLaw on Tobacco Control was approved by the National Asserftlj,
and came into effect as of 1 May 20The GovernmenissuedDecision No. 229/QBI'TG
dated 25 January 2013 approving the MA@ANation
which the Ministry of Health has been assigned the task of standing agency, with
responsibility for organizing and coorditing implementation of programs, mesectoral
plans for tobacco control nationwide. The Standing office of the Tobacco control program is
located at the Ministry of Health and has responsibility to assist the Program chairman to
organize implementationf the plan to implement the Framework Convention and other
plans for tobacco controDn 17 July 2013, the Government issued Decree No. 77/2013/ND
CP providing detailed guidance for implementing the Law on Tobacco coht®IMinistry
of Health isfinalizing the draftLaw on Alcohol AbuseControlin order to includet in the
law-making agenda of the National Assembly.

Health environmenal managemenand occupational health

The Health Environmental Management Administration has begun implementation of
the Master project on treatment of medical waste for the period i2005 with an
orientation towards 2020 according to Prime Ministerial Decision 2033/Qipdated 15
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November 2011. The agency continues to implement environmental protection tasks in the
heat h sector, communication for the patriotic
health, the National target program on rural water and sanitation, the national program on
occupational hygiene and safety, surveys and statistical reporting on igndesccidents,
implementation of the project to control occupational diseasecane for the health of

workers andguide licensing of the transport of dangerous goods including insecticides and
antiseptics used in the medical field and households.

Diffic ulties and shortcomings

Geographic differentials persist in maternal and child health, population and family
planning indicators, such dee MMR, infant mortality rate (IMR) andJ5MR and child
malnutrition rate. Mountainous and disadvantaged regions hayte fertility and low
contraceptive prevalence, and do not yet meettplayets. Irthese regions, many people still
do not come to utilize services provided by health facilities, especially by commune health
stations Utilization of reproductive healtlservices among young, unmarried, especially
migrant populations is low, despite clear nedRisfrester training for health workers at the
grassoots level is not regularly provided due to shortage of budget

Major changes in morbidity patterns, particuladyr increased share afon
communicable diseaseaccidents and injuriegn burden of disease as the burden from
communicable diseasekeclines This situation is exacerbated by appearance of newly
emergng diseases antisk of resurgence of some communicable diseases that are difficult to
control. At the same time, investments in control of fowmmunicable disease are not
proportional to their burden of disease, disease risk factors are not yet matagexing to
detectcases fomonitoring and managementshaot yet been implemented widely and is not
yet truly costeffective[46, 47, 49, 9§].

There is no single nationdvel agency for management and coordination of disease
control andPHC. The organization of preventive medicine at the grassroots level has
shortcomings and isiot integrated withcurative care work, while national &léh target
programs are managed vertically in a fragmented manner, lacking coordination and
integration[47]. There is also no unified information system for monitariagd there are
limitations in capacity for data processing, monitoring and use of information in forecasting
and planning at all levels. These problems cause difficulty for manageamehteadership
and result in reduced effectiveness of preventive medicin®

The capacity of grassroots health care units to provide services remains limited both
in quantity andquality of services because of the lack of resources invested in physical
facilities, medical equipment and recurrent operating budgets. Human resources are
insufficient (difficult to recruit people)[38] and weak (knowledge, limited practical
skills) [23]. At the same time policies to attract health workers have not yet pedfestive
while the referral mechanism and provider paymenicpgd are not yet appropriatéhus
discouraging provision of services at the grassroots level.

There is no policy framework for the participation of the private sector in providing
PHC, health management and health counseglilggpite the continued dewpiment ofthe
private healthcare netwodnd thencreasing trenghopulation use gbrivate health services.

The greatest limitation of hecommunicable disease control programghis slow
scaling up and neachievement of targets for expandisgreeningfor early detection and
management opatients Currently screeningomponentsof disease control progranse
only being implemented ia limited number ofocalities and commune3here is a lack of
integration with health facilities (continuity acrossvéls, and between preventive and
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curative care fields) for the detection and monitoring of patients in risk groups and patients
whose disease has been detected at curativefamliéies, so the screening of people for
diseases notcosteffective[46, 47, 49, 9§].

Interventions aimed at health promotion in the community through tobacco control
and alcohol abuse programs, clean watel sanitation, behavior and lifestyle change have
not yet been implemented consistently because of the lack of regulatory documents, and
guidance. In addition, there has not yet been any clear assignment of responsibility or
activities for collaboratiomand integration between sectors and different levels of authorities.

School health programs lack appropriate levels of investments and have not yet
achieved their targets, with 50 per cent of schools lacking staff responsible for school health
and 4050 percent of schools not meeting school hygiene standards, particularly for
toilets[52].

On population controlin 2012 (a Dragonyear consider auspicioyshere was an
increase inthe crude birth ratef 0.3 births per 1000 populah compared to 2011 (from
16. 64d 6t )§55], which means that the plaoal of reducing fertility by 0.1 births per
1000 population was not met. Although the sex ratio at birth in 2012 increased compared to
2011, the amount of the increase, at 0.4, is lower than the increase of 0.7 between 2010 and
2011.

2.2. Priority issues

A Activities in disease control and risk factor control are not yet managed in a unified
way, and have received investmettiat are not in line withthe disease burdeor
assessment afiterventioncosteffectiveness.

A The organization, management and dmivof preventive medicine serviceshibit
many shortcomingsintegration between health programs, between preventive and
curative care unit@and between units at different levels of the health system in
provision is inadequate to ensureomprehensive anctontinous PHC from
prevention of risk factors to control of adverse events and mortality from disease.

A Capacity for service delivery of preventive medicine facilities RH units remains
limited because of the lack of state budget investment in infdste, equipment and
human resourcegboth in quantities and professional competengciappropriate
financingmechanisra and appropriate legal provisiotmsencourage service provision
at preventive medicine aRHCfacilities.

A Interventions to improveéhe environment, limit risk factors and promote health to
control disease have not yet received adequate attention, and particularly lack the
active participation of ahorities at all levels anslectors anéh the community.

A Unmet need for reproductiveealth and family planning services is substantial,
particularly for young, unmarried people, migrants, ethnic minorities and people
living in disadvantaged areas. Financial and human resources training policies do not
yet support necessary outreach atiggito meet these needs.

2.3. Recommendations

To resolve the above priority problentisis Reporfproposs the following solutions:
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2.3.1.0rganize effective disease control activities and gradually move towards
consistent management of risk factors fodisease

Shortterm solutions

A Strengthen the role and responsibility of the authorities at all levels, ministries sectors,
and mass organizations, with advice from the health sdotalirectand implement
solutions to improve the environment, limit factoharmful to health, improve
physical fithess and change lifestyle behaviwt isdetrimentalto the health of the
community.

A Develop a coordination and steering mechanism that is consistent across disease
control programs and health programs, focus avelbping mechanisms for
integrating activities of disease control programs that have similar risk factors, such as
behavior change communicatior.q. for hypertension, cardiwascular disease,
diabetes and other metabolic disorceliseases spread by sruitos;diseases sprda
through fecal oral rouje

A Implement research to evaluate the system of gathering and processing information on
disease control from different health progranas well as frompreventive and
curative care subsectots serve as hasis to strengthen and develop more complete
disease control information systems.

A Strengthen capacity of health sector units in providing advice for health sector
planningand development of regulations and mechanisms for coordindtioorder
to garnerthe responsible participation of the authorities at all levels, all sectorsf and
the community forimplementation of interventions to prevemealth risk factors
related tahe environment, society, population change and disease vectors.

Long-term soltions

-

A Researchoptions for modifying the organizational structure of national health
program managemerfor communicable and necommunicable disease with the
orientation towards unifying the leadership and organization of service provision

A Amendregulations aimed atforming and clarifyng the organizational structure and
coordination mechanism betwegmeventive medicine unitsacross levelsof the
systemand with curative care unite® coordinateamplementation of disease control
tasks and seree provision Review the enters fordisease control (CDC) model for
control of infectious diseasand eventually develop and apply such a model for the
whole community ensuring consistency and professionakstablishthis model in
parallel with restraturing and development of a comprehensive continuous curative
and preventive care network that operates from the PHC to central level.

A Develop indicatorsstatistical reportingorms and mechanisms for collecting and
processing information related to dase control; apply information technology to
setting up a modern datade, information management surveillance and analysis
systens.
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2.32. Design and deliver appropriate preventive care services related to selected
diseases and disease factors at ea@vél; ensure integration across levels and between
curative and preventive care

Short-term solutions

A Implement research and assessments of different management forms for preventive
medicine programs, preventive medicine units and curative care fadiitsesveas
the basis for developing a mechanism and form of coordination between preventive
medicine units and curative care facilities at all levels for management and monitoring
and treatment of patients that is comprehensive and continuous from prevention of
risk factas to control of adverse events adidability, while ensuring that service
delivery is continuous across all facilities providing care in both preventive and
curative care facilities.

A Study and propose +@stablishment of the referral systenetwsure that the grassroots
health units are the first point of contact when people seek medical care and the
coordinating agency for curative care activities for the people in the healthcare
system.

A Develop and implement a coordinating mechanism for gietsvbetween public and
private sector health facilities in order to strengthen the role and integration of the
private sector in provision @fuality basic healthcare services.

Long-term solutions

A Reduce the number of units involved in management aedrsgefor implementation
of target programs for disease control at the provincial level and develop an
integration mechanism foprofessionalmedical activities appropriate for different
levels of the health system for ensuring continuity of health sedéleery between
preventive and curative care, among various preventive medicine service provider
units and between units providing preventive medicine and curative care services at
all levels. The delivery ofPHC requiresunified management and high ldvef
integration.

A Strengthen commune health servicesnore effectivelyfulfill the role of the first
point of service provision for all types of clientand consider grassroots health
servicesas the main focus for universal access to heaitth

2.3.3. Improve preventive medicine service quality management systesm

Short-term solutions

A Evaluatethe capacity and effectiveness mmnagemenand provision of preventive
medicine andPHC services aprovincial level preventive medicine unitsommune
healthstationsandnational health target programs.

A Review andassesgrogressand effectiveness of policieand programs investing in
preventive medicine and district and commune health services, inclpdilcges on
training, attracting staffdeployment andetention of health workers, lists of drugs
and medical equipmerandinvestmentsn physical infrastructure at commune health
stations, district hospitals and health centers and national health target programs

Long-term solutions

A Develop policies for imestment in human resources for preventive medicindP&@
services This should includestrengthening policies to attract and encourage health
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workersin combinationwith policies on training human resourc&he orientation
should betowards deploying human resource from thkcalities themselves and
providing training in knowledge that is appropriate with the professional needs for
health care in the localities.

A Develop indicators, models and mechanisms foquality managementand
organizations to check and monitor quality to aid government agencies and health
facilities to implemeninternalmonitoring andsurveillanceof service quality.

A Reform the mechanism for budgeting and allocating funds and adjust the mechanism
and normdor allocation of state budget funds fmmmunehealth stationshat takes
into account population size, health care needscasti recovery potential in the
locality. The allocation mechanism should be at least partly based on performance to
create motiation to improvequality and effectiveness. Analyze and propose more
appropriate health insurance contracts for medical care services provided at commune
health stations.

A Implement research to determine the sdiasic healthcare services based on amsalys
and assessment of the healthcare needsgetfestiveness, and conditions needed to
ensure implementation.

A Ensure adequate state budget resources to pagiaces in the area ptiblic health
(such as health communication to improve awareness abthenunity on prevention
and early detection of disease covered by national health target programs, managing
disease in the community, services to control environmental risks).

2.3.4. Develop appropriate strategies and policies to satisipymet need for reproductive
health and family planning services

Short-term solutions

A For remote and mountainous regions, develop policies to train and effectively deploy
trained health workers including midwives, village health workers, vHtped
ethnic minority midwves, to ensure the availability and retention of human resources
at the village level in very difficulto-reach areas. Allocate budget for refresh
training for health workers at thgrassrootdevel as required by the circular on
continung medical eduation under the Law on Examination afreéatment.

A Complete policies, guiding circulars and a feasible financial mechanism and scheme
to support outreach activities provided by commune health station and district level
staff.

A Develop new approaches to provide reproductive health services to young and
unmarried people and migrants, such as schaséd, workplacbased, and
entertainmenbasedocations and ensure financial resources for these services.

3. Coverage of medical services, rehabilitation and traditional medicine

3.1. Situation assessment

In recent years, the implementation of some new policies on improving the quality
and accessibility to medical services for people has brought about remarkable results. These
include policies on investment in infrastructure of tlggstrict and provincial hospital
network[99-101]; the project on reducing hospital overcrowdifitDZ; the project on
satellite hospital§103; and the investment project on upgrading commune health stations to
achieve the National Benchmarks according to the National TRrggram on Building a
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New CountrysideHuman resources policies have also contributed to these goals including
the policy on periodisecondment opractitionersfrom higher level facilities to serve at
lower levelmedical care facilitie§104]; the project orsending500 young volunteer doctors

to mountainous and disadvantaged amg#l priority on the 62 pooestdistricts[105; the
project on encouraging training and developing human resources for medical specialties
including tuberculosis, leprosy, mental illness, surgery, forensic evaluation, and policies on
incentives and special salary supplemejii86, 107]; and policies regulating standards,
functions and obligations of commune and village health care woflH€d. Health
financing policies have also been revised to achieve these goals indlueiofjcial price
schedule covermp 447 examination and treatment servicgD9 and Decree No
85/2012/NDCP dated 15 October 2012 thre operatioml and financing mechanism for state
health service units, and service costs applied for public healthida. Solutions have also

been implementetb improvemedical care qualityand guidance on the implementation of

lab test quality managemdrit10-117.

Below is the situation assessment aimed at proposing solutions for improving medical
examination and treatment, rehabilitation and traditional medicine service provision in order
to implementUHC.

3.1.1. Organization of the medical service delivery network

Achievements and progress

The medical services network continues to expand in both the public and private
sectors. By the end of 2012, the entire country had piu®lic and privatdospitals with a
total of over 200000 bedsachieving 3.04 beds per 1@00 people(excluding commune
health stations and including only planned beds for public hospitdis) nimber ofctual
bedsis 11 per cent higher than total planngeds in public hospitals, bthese beds are not
supported bytate budget resource allocatioAscording to statistical data of WHO in 2012,
the number of beds per D00 p®ple in Vietham was high fdoutheast Asigl113. With
decentralizationthe Ministry of Health only manage&b central hospitalswhile provinces
manage382 provincial hospitals (includes also regional huistrict hospitals) accounting
for about 50 per cerdf all beds and 561 district hospitals accountingatoout 30 per ceraf
beds. There were 48 sectoral hospitals, mainly general hospithl¥eds accounting for 4.2
per cent of the total. Provincial general and specialist hosfitelsly tuberculosis, mental
illness, traditional medicine, pediatrics or obstetrics and pediajsthalmology and
rehabilitation) are concentrated in the provincial capifal4. Almost all districts have
general hospitals or regionahter-district hospitals to providefirst level medical care
services.

Nationwide there are 150 private hospitals that have been issued licenses, with
approximately9611beds. Thalominantcharacteristiof the private medical service network
is its concentratioim large provinces (Ho Chi Minh City, Han Da Nang, Nghe An, Thanh
Hoa, An Giang, etc.and urban areas, places where high income people with purchasing
power residePrivate hospitals also focusrsice provision on medical fields where it is easy
to recovercapitalinvestments, hospital stagse short, and ispecialties with a larggemand
such as obstetrics, oncology, dentistry or nalyosefined general practice. Even though
there are geographic and financiarriers the proportion of people who access and use
private services has beencreasing among all groups, including the poor, women, and
disadvantaged groups. This contributes to reducing overcrowding of state hospitals in the
same specialty.
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Provision of medical services at the commune health station according to the Law on
Health Insurancehas also created a mechanism for commune health stations and district
facilities to participate in prading primary medical services amicreasing accessibility of
medical services to the people right at the grassroots level. Up till nowt, &h8per cent of
commune health stations provide medical services reimbursed by insalttince

Difficulties and shortcomings

The medical services network covers most areas of the country, but dacks
mechanism for linkgesand coordination betweerumative and preventiveare facilities
Shortcomings in the current assignment of curative care functasiss and assignment of
levels at which different technical medical services should be providebdas led to
fragmentation andliscontinuity of care. fie referral system has broken down leading to
severe overcrowding at higher level facilities.

There is a lack of policies and regulations to ensure provision of basic medical
services of good qualitgpecificallythere are few treatment guidelines, &la€ policies and
instruments for accreditation, agdality monitoring No mechanism has yet been developed
for monitoringandensuring adequaitaputsfor service provision (such as physical facilities,
medical equipment, funds, drugs, etc.) in ordeme®et the requirements for providing basic
medical services.

Commune health stations face many difficulties in providing medical services
reimbursed by health insurance because of overlaps that exist in the decentralized
management systems. Provision ofdisal services to insured patients at the commune has
been implemented through contracts signed between the disg&bffice and the district
hospital, but also in contractsbetween the district hospital and the district health center,
which has led tdlifficulties and delays in providing drugs and supervision of activities at the
commune health statiqa1y.

Supervisory regulations and mechanisms for accountability among hospital managers
remain weak. The authority of managers remains limited and has only been laid out clearly
for hospital managers, nobanagersof other kinds of health facilities, particubarht the
commune level. Managers of medical facilities in general, and particularly of hospitals, do
not havefull authority to decide on their budgebgalth servicpayment methods, prices or
human resources issues. Almost all managers of medicatiéscdire doctors who have not
received specialized training in management. Limitations in the health information system
also adverselgffectperformanceananagement

3.1.2. Provision of medical, rehabilitation and traditional medicine services

Achievemerts and progress

Medical service provision and utilization

Hospital medical services hageown considerablyin 2012, there were 132 million
hospital visits, an increase of 6.8 per cent compared to 2011. Among these, the highest
increase occurred iprivate hospitals with an increase of 19.1 per cent compared to 2011.
Hospital overcrowding atentral and provincial levelsal onlyslighty improvedas seen by
minor declines irthe bed occupancy rate. Medical servicehacommune level have been
scaled upwhile management of several chromiseasesuch asasthma, hypertension and
diabetes is being piloted to reduce overcrowding at higher levels and to bring medical
services closer tthe population
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The capacityof the grassroots health network to pide medical services is
improving. In the process of implementing projects 225 andsbmel45 district hospital
and 46 regional general hospitalere built and put into operation using funds raised through
government bondgl16. Some 250district hospitalsvereupgraded between 2005 an@03
and an additional 59%etween 2008 and 2010. After 10 years of implementing Directive 06,
the number of district general hospstélasincreased by 17 per cernhe number of district
level patient beds rose by 64 per cenheThumber ohospitalsupgradedto a higher class and
the bed occupancy ragehave increased,while professional speciaiation is developing,
particularly in the area dfaditional medicing117]. In 2010, 80.1 per cent of communes met
national health benchmarks, in 2011 and 2012 new national commune health beachmark
were issuedbut it is not yet possible to assess achievement duacto of @mnsistency in
which benchmarks are uséa reporting.Through the end of 20126 per cent oEommunes
had a doctorand 93.4 per cent hadpediatricobstetric assistant doctor or midwifehile
96.6 per cent of rural villages had a village health worBeme78.8 per cent of communes
provide medical services reimbursed by insurance.

Utilization of medical services at the grassroots level, particularly at the district
hospitalhas seen a clear increasehe proportion ofll outpatient visits in state féities at
the district levelincreased from 11.9 per cent (2004) to 17.6 per cent (2010);hend
proportion of all inpatient admissions in stdiéeilities at the district levelricreased from
35.4 per cent to 38.2 per cennhpatient visits increased 5l.times and outpatient visits
increased 3 timesver the decadd heproportionof pregnant women who received antenatal
care increased from 81.65 per cent to 100 per cent. In 0th2 district levelpatient beds
only accounted for 30.5 per ceoft total beds yet total medical examinati@accounted for
45 per cent.

The military-civilian health cooperation program invested in militaryilian health
facilities such as upgrading health stations, supplementing medical equipment for 171
commune healthtations in borderremote and isolated areas, amdimportant national
defense and security regionghe program providetfaining andexpandedknowledge about
obstetrics, pediatrics and public health for 167 border military assistant doctors and hundreds
of soldiers who besne health workers at communes and villages after completing military
service.

Develing the family medicine model

Since 2002, nedical universitiedn Vietham have provided training in the family
medicine specialtyThe number of hetd facilities with family medicine specialists of good
professional capacity has increased dramaticallyth& commune level, particularly
specialists withtraining inemergency, internal medicine and pediatwthich are included in
the scope of services that should be available actmemune leve[11§. Famly medicine
specialists working at commune health stations are appretiatedise ofheir professional
capacity and service attitude, aaa increase in the number of families receiving health care
management for aHouseholdnemberg119.

The project on devel oping t he family d
overcrowding reduction projecto appr-tlged by
dated 9 January 2013. This project sets out the tasks of developing and praniatmly
doctor clinic model integrated with existing medical facilities to strengthen management
capacity, continuity and comprehensiveness of medical service delivery for individuals and
households. Initially, from 2013 to 201fhe family doctor clinicmodelwill be piloted in
Hanoi, Ho Chi Minh City and several localities. Ministry of Health issued the Decision No.
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936/QD-BYT dated 23 March 2013 approving tfanily doctorproject with targets assigned
as part othe hospital overcrowding reduction project.

Rehabilitation service delivery

The network of rehabilitation hospitalsas been set upy most provinces.The
Ministry of Health is developing a circular stipulating the functions, tasks and organization of
rehabilitation hospitals under the authority thfe provincial health bureaus. Reference
materials on early detection and intervention for children with disabilittes/e been
developed, and software to manage information about people with disabilities is being
developed for trial application before scalung nationwide.

Rehabilitation has also been put into a component project of the National health target
program. The communitgased ehabilitation progranmwas initiated in 1987, andas been
expanded widely in most parts of the counfgcording to stastics reported from localities,
by 2010the communitybasedrehabilitation progranfor people living with disabilities has
been implemented in 51 provinces with 337 districts and 4604 communes nationally. From
1987 to 2010, thprogram surveyedietectedand facilitated health management for D00
people with disabilitiesas well as applied rehabilitation techniques for 23.2 per cent of
people withneedand 44.7 per cent gieople with disabilities

Delivery of traditional medicine services

The healh sector continues to implement the Government Action Plan on
development of Vietnamese traditional medicine to the year 2020 (according to Prime
Ministerial Decision No. 2166/QD Tg dated 30 November 2010). The traditional medicine
network has been formednd developed at foulevels (central, provincial, district and
commune) and has contributegmarkablyto medical examination and treatment. There are
58 traditional medicine hospitals nationwide includimgp central hogitals, two sectoral
hospitals,one hospital affiliated with th&ietham University of Traditional Medicine, arad
large number oprovincial hospitals. In additiomrovincial general hospitals hatraditional
medicine departments; 90 per cent of district hospitals have traditiodaineedepartments
or teams 85 per cent of commune health stations utilize traditional medicine in medical
examination and treatmenthe pivate traditional medicine and pharmaceutica¢twork
consists of 3 hospitals and over@@0 traditional medicinelinics with an average per clinic
of approximately 2000 patient visits per y¢a#).

The share of medical examination and treatment visits using traditional medicine has
increased substantially, reachi®@ per cent aheprovincial level, 9.1 per cent #tedistrict
level and 24.6 per cent d@he commune level. Theshareof inpatient treatmestusing
traditional mediciner combining traditional medicine with modern medicieached.6 per
cent atthe provincial level, and 17.1 per cent at district level. The proportioougpatient
treatment usingraditional medicinevas12.6 per cent ahe provincial level, 8.1 per cent at
thedistrict level, and 25.9 per centtaecommune level.

Difficulties and shortcomings

Medical service delivery.

Morbidity patterns are rapidly changing whiteke medical service systens not
keeping up with needsspeciallyfor nonrcommunicable diseases, injuries and accidents.
Grassroots level services for managimyrcommunicable diseases are expanding, bait a
unable to meet the neeth terms of professionalcompetencies drugs and other
conditions[12(. Chronic disease management at the commune health statoomrestly
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only being piloted as commune health stations lack adequate capacity for this Woek.
cancerprevention and control network and medical radiation services hemre set up, but
the ability to meet needs is limited, msre time and appropriate investments are needed.

Overcrowding in tertiary hospitals, particularly in some specialties such as
ophthalmdogy, pediatrics, cardiologyobstetrics and endocrinology wadespreadand has
not achievedany noticeable improvement. Hospital bed occupancy rates of Ckosyitals
on average in 2012 wefid 2.5 per cent (a reduction from 113.2 per cent in 2[111¥. Bach
Mai Hospital, K Hospitaland theCentral Endocrinology Hospital hawet up second and
third facilities andadded bedsbut have still ot fully resolvedovercrowding.The National
Hospital of Pediatrics, Ho Chi Minh City Oncology Hospital, Cho Ray Hospital, Pediatrics
Hospitals 1 and 2 in Ho Chi Minh City and Central Obstetrics Hospital retmeavily
overcrowded with bed occupancy rates over 120 per cent.

Capacity of lower level facilities is limiteddlthough districthospitalsimplement a
substantial number of surgeries and medical procedures, many hospitals at this level do not
yet have he ability to implement all medical techniques assigned to that level and must
transfer patients to highével facilities, mainly because of a lack medical personnel with
appropriate levels of professiorgalalifications

Changes in the organizat@n model and management mechanismacurred
continuouslyduringthe period 1992008, leading to organizatiai instability, disruption in
the medical workforce and ability to provide services throughout the grassroots health
network, with negativémpactson the morale of health workers. Regulations orfihetions
and tasks of district level health units currently contain many shortcomings, hindering
implementation of professional tasks

The gassroots health care network (at both district and commewned) lis quite
broad,but investmerg remain limitedSome projects have been approved, however financial
sources have not been baland@doject 950) or there is a shortagkinvestment funds
according to the approved decision (Project 47). Infrastreicimd medical equipmeate
inadequate to meet requirements for improvingdical service quality. Soceconomic
developmentin many localitiesis too low to meetcommune health statiomvestment
requirements

Healthhuman resourcedevelopment still faesmanydifficultiesin terms of quality
and quantityof health workerswhile incentives for health care workermain unattractive

Thereare still no specifiaminimum standardsriteria to use in determiningvhen
health insurance should cover comminealth services, and there is a lack of consensus for
implementing this policy.

Shortcomings of private health care facilities and piiblic-private partnershipsn state hospitals.

Most private general hospitals are not comprehenspeneral hospitalsServices
offered at private facilitietend to focus on specialtiésr which it is easy to attract patients
and services are easy to implemdttivate facility pices are generally higher than public
facilities, thus negatively influencing tip@pulatio® s access t o these serv

The management gfrivate medical facilities has been devolved to the provincial
health bureau and district health offices, but their human resources are insufficient,
particularly the shortageof inspectors, so management dfese facilities faces many
difficulties. Foreigners illegally providing medical servicksve been detecteth some
clinics.
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Publicprivate joint ventures in hospitalgield benefit in terms of promoting
technology development and increased conveniemnceattents to receive services, but they
are prone to overpraging unnecessary services in order to quickly recover investments. The
mechani sm of delivering medical services t
those who can afford to pay# notreceived adequate guidance in legal documentsssf
public infrastructure for service delivefgr private gain throughincreasd health worker
income still occurs, leading to health care inequity

Rehabilitation service delivery

The network of rehabilitation hospitals has taken shape, but few of these facilities can
perform their full set of functions and tasksvestment in rehabilitation remairisnited.
Community based ehabilitation programs have been implementedwever inestment
funds for these programs still face difficulties. Samesv health problems aremerging(e.g.,
autigm) without adlequate intersectoraboperation and investmentneeet the need

Traditional medicineservice delivery

The traditional medicine netwk has been set up and developed, but accordiag to
Ministry of Health assessment, after 8 years of implementing the National policy on

traditional medicine to the year 2010, almost none of the targets have been achieved.

Investment in traditional medmé remais limited, awareness ofthe significance of
traditional medicineremainslow. Most traditional medicine hospitals arging to expand

use of modern medicine services. Management of traditional medicines and medicinal
materials faces many shortcmgs. Detection of heavy metals and toxic preservatives in

h a

some traditional medi cines has n eighaleadv e |l vy

concentration in some types of herbal drugs for children).

Service quality does not meet demand

Few hospitad have established quality systei@sly 9 per cent of hospitals currently
have quality plans, 29 per cent amarigssl hospitals, 12 per cent amoalgss2 hospitals
and 2 per cent amorgass3 hospitals. Only 5 per cent of hospitals have project ayrpms
for quality improvemenf121]].

The system oprofessionaguidelines is incomplete and not regularly updated. Up till
now the Ministry of Health has compiled and issued about 2000 technical procedure
protocols, over 200 diagnosis and treatment guidelines for common diseases, ensgency
and pediatrics. Yet there is no external mechanism to evaluate compliance with the
guidelines, onlyinternal evaluation systems through drug and therapy committee activities,
patient record reviews, reviews of drug prescriptions and an annual hospital survey with
verification.

Some hospitals have taken extra steps to apply quality improvement solutbns a
quality accreditation (JCI, HAS) or quality certification (ISO), or total quality management
(TQM), but this isad hocwithout any systematic program or concrete mechanism to
encourage hospitals to apply these systems.

Issuing practice certificates onlyne timewithout competency evaluation and not
linked with continuingmedical educatiorhas inadequatemipact on quality of medical
professionalsThe hospital autonomy mechanism andfi@eserviceprovider payments tend
to havenegativeside effecs of over prescriptionof drugs, and overprovision of medical
services, leading to increased costs and wasteeased cgayments forinsured patients
increase ancdencouragement ohospitals to provideservicesnot covered by insurance,
creating financial buten on patients
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3.1.3. Continuity of care, referrals

Achievements and progress

Continuity of care plays an important role in improving medical service quality,
particularly in increasing access to medical services. In thdelasyears, despit@egative
effects of somemacrclevel mechanisms and policies, continuity of care hagroved
especially in some national health target prograergs tuberculosisand HIV prevention and
control programs Some ¢her componentprojectsof the national health taeg program
implemerted since 2008 according to Prime Ministeriécision No. 172/2008/QBTTg
dated 19 December 2008 have shown initial resaltsrds increasing continuity of care in
management of chronic disease, such akamtojecs on prevention ahcontrol of diabetes,
COPD, cancer and thestablishmenof chronic disease managememits at provincial and
district hospitals

According to the Law on Health Insurance, patients are entitled to receive medical
servicesat any health care faciit without restrictions related tcadministrativéy set
geographidoundariesr technical level of the facilityPatients bypassing lower level health
facilities to seek care at higher levelsll receive partial reimbursement of their codts
2005, the Ministry of Health issued Decision N023/2005/QDBBYT stipulating the
assignment ofechnical medical servigarovision to different level facilitiefl22, but with
the perspective that thischnical referral system mot tightly binding and is managed by the
Ministry of Health, provinciahealth bureaus and social insurance (for insured patients). This
regulationhascontributel re-assessment alfie technicalcapacity of health care facilitiesxd
surveillance ovethe application ofnewtechnologies to ensurainimum safety and quality
stendards.

The Vietham Administration diedical Services is und@king research in order to
revise and amenihe list assigning technical medical services to different levels@mnevise
the referral systemrhe revisions are oriented towamgisiding paientstowards appropriate
levels of care, and facilitatingpplication of new diagnostic and treatment technologies and
methods aprovincial and district hospitals imeetthe needf the people in the locality
Efforts are being made to ensure that ¢hpslicies are in line with goals diie Law on
Examination and Treatmemd strengthen professional capacity at lower levels and esduc
overcrowding at higher level[d23. A circular guidinguse ofthe referral system is being
developed wh the intention of reducing procedural hassles and allogirest referral of
patients taappropriatehigher levels for treatment in the case that the lower level fasibire
unable to implement equired technology

Difficulties and shortcomings

Cooperation between preventive and curative care has been affected by changes in the
organization of the health care system at the district level. 14, 2D8crees 171 and 172
replaced Decree 01 (1998nd were soon replaced by Decrees 13 and 14 in 2008 awi
guiding joint Circular 03 that basicallyonsisted of splitting the district health center into a
district hospital, district preventive medicinenter and district healtbffice.

Continuity of care is affected by the financial autonomy mechanismording to
Decree No 43, in which autonomous hospitals havepreferenceto retain patients for
treatment rather than refer them, so cooperation between higher and lower level facilities is
weak.

Referral for patients, especially insured patients fadé@sudty due to :
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Lack of clear regulations on referral, particularly determining which is the correct
level of care for a given patient

Lack of patient trust in the professional capacity of the lower lewdigch has given
rise to increased demand for medical care at higher lesagdg, fortreatment of mild
cases that could be treated in hospitals at lowerdevel

In some cases, commune health stations need to refer patieusy to tertiary
hospitals, bypasng district and provincial hospitatisatlack of capacity of delivering
requiredservices. In this casajnce thisis consideredypassing health insurance
reimbursement to facilities is only 30 per cent with the patients paying high co
payments[124]. Some localities do not implement insured health care services at
commune healthtations yet hospitals are overcrowded with a large numbér
insured patients registering for first level care, thus negatiaffgcting access to
health services of insured people.

Downward referral ofpatients to lower levels remairsnited due to adck of
communication and information feedback between levels.

Quiality and quantity ofhe health workforce athe grassroots level do not satisfy the

requirements for noncommunicable diseases management. Tiealth management
information system is weakCommune health stations ladiasic drugs and medical
equipment recommended ByHO [12(.

3.2. Priority issues

A Delivery of medical services, rehabilitation and traditional medicine does not meet

demand: overcrowding in tertiary hospitals has not bedncedto any substantial
extent, while capacity to provide services at lower levels remains limited.

Quality of medichservices has many limitations: there is a lackdfcy instrumenrd
for management anassessmerntf medical service quality, the gfiessional standards
system ismadequate and compliance is not strictly enfarced

Continuity of care has received inadequate attention because the referral system and
coordination between levels has many shortcomings and because of the effects of
financid autonomy.

Management of private sector medical facilitiemat yeteffective so the private
sector has not lived up to its promise to hatp reducing overcrowding and
strengthening health care service coverd&gpital contributionsjoint ventures iad
business partnerships to develop medical technolaaesprovision ohigher quality
hotel services to collect higher service fees in public hospéedsall practices that
lack efective regulations and can easily lead to overprovision of technel®gnd
laboratory services.

3.3. Recommendations

In order to resolve the above priority problems, this report proposes the following sets

of solutions:

3.3.1.Strengthen the ability to provide medical services at the grassroots level

Short-term:

Implement a pilot study and evaluation of a model that integrates commune health
stations with district health centeiscluding placingdoctors on the payroll of the
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district health center, with rotations for providing medical care services at the
commure health station

Long-term:

A Strengthercapacity of commune health services so they are able to provide services

appropriate with the needs for healthcare in the community, especially management of
noncommunicable disease and implementation of natioraltih target programs.
Consider adjusting training curriculum to ensudhat new graduatesre able to
perform necessary taskscammune and district healfacilities.

Develop remunerationmechanism suitable for commune health care workers and
mechanims to attract privatedoctos and traditional medicine practitionerso
participate in providing medical services at the grassroots healthcare level

3.3.2. Improve service quality

Shortterm

A Develop andamend regulations and guidance for improving sergeality; develop

competency standards for service provision for each leesignnational quality
system with indicators, standards, instruments and medical sqnatity assessment
mechanisms and propose financial and ndinancial incentive mechanisms for
facilities that meet quality standards

Develop an action program for service quality improvement with specific projects for
different subareas and an appropriate roadmap for each |&taidardizemedical
techniques and strengthen technology transfer to lower levels in order to improve their
capacity to meaiemandand to improve their professiorgialifications

Strengthen inspectionserification and tight management of professionaliaties
and compliance with legal regulations on medical services at medical facilities in
order to ensurquality of services provided, especially in the privagetor

Develop guidance on deliveringigher quality services for a higher fee state
facilities, and adjustegulations in order to limit negative side effect$&fin public
hospitals

Long-term

A

>\

Consider amending the Law oBxamination and fieatment towards: granting
medical practice certificates to practitionerdy upon evidence ofucessful results
in competencyexaminations, grant timémited practice certificates and comkin
licensingwith continung medical education.

Implementan independent accreditation mechanism to evaluate and accreltlit hea
care facility quality.

Increase tining and guidnce for applyinguality methods in medical facilities.

Research and develop model for commune health stations to provide medical
services reimbursed by insurangetroduce incentive policies for commune health
stationgthatachieve quality standards.
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3.3.3. Continuity of care and referral

Shortterm

A Strengthen the expansion of Roommunicable chronic emorbidities management
to provincial, district and commune legel focusing on management in the
community. Implementprofessional mentoring according tdMinistry of Health
Decision No 5068/QDBYT, provide guidancen information management, storage,
exchange and feedback mecharssmmong levels.

A Strengthen the implementation of Circular.9a/2013/TFBYT on managingdab test
quality, lab test quality control; and establishment of a system of reference
laboratories; regulations on routine lab testing for patients and guidance on mutual
recognition of paraclinical results at different facilities

A Complete the developmeand promulgation of a circular guiding implementation of
the referral system with the objective that th&tientsshould be able t@access
without delay facilities that have adequate capacity to meet tmeidicalneeds, and
insured patients should nédce administrative hasslefor referrals thus ensuring
their legitimate rights.

A Complete and issue guidancetbe systermassigning different medical techniques to
different facility levels to guide investments and aid in managing referrals.

Long-term

A Continue to sudy suitablemechanisms for assigning different medical services to be
implemented at different level facilitie¥he mechanism should lagpropriate with
the available professional capacity and population needaaet being too rigidly
tied to administrative boundarie§his shouldoromotetechnologicaldevelopment of
medical facilitieswhile at the same timstrengtherthe grassroots health system with
integration between the commune health station, family doctors and private doctors
paricipating n PHC provision, with the aim ohealth management on a household
basis

A Continue to study and appbn effective mechanism to fosteooperationbetween
curative and preventive carparticularly at district and commune lesidRefinethe
model of health system organization at the district level in order to strengthen
cooperation between preventive and curative care.

A Reformulate thecapitation payment mechanism towards the true meaning of
capitation (including both treatment and prevention withprovince, district).

A Continue to monitor, asseand adjust implementation of the referral system

4. Access to essential medicines for universal health care

According to WHO, access to medical technologies and essenédicines is
indispensable to achievingiversal health cafd 25 .

In developing countries, the availability and price of essential meditamesto be
major problems; in the context of limited healthcaesourcesthe outof-pocket share of
total health expendituras high(more tharb0 per cen), anda largeshare ohealth spending
is for medicineg68 per cent[126. An internationaktudy showed thaglobally, anly 42 per
centof public pharmacies and Gger centof private pharmaciesonsistently hacgdequate
essential medicineavailabk. This has improved slowly duringthe periodfrom 2001 to
2008[127). According to an international survey by WHO, in the public sector, generic drugs
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are sold to patients with prices ranging from 1.9 times to 3.7 tmge®r thannternational
reference prices, while innovatbrand drug pricesvere between 5.3 and 20.5 timagher
thanreference pricefl2§. Access to drugs doesnodot depend
drug prices, but is also influenced by safe and rational Tiserefore, access tguality

essential medicinesnd rational, safe and effective use of dragsgoak of many ountries

including ViethnamIn Vietnam these are the second basial ofthe National drug policy.

4.1. Situation Assessment

4.1.1. Policies related to medicine access and essential medicines

With an understanding of the important role of essential nmexian health care in
general and ilPHC in particular, the Ministry of Health issued the first essential medicines
list in 1985.This list was subsequently updated in 1989, 1995, 1999 and 2005. The current
essential medicines list was issued in 2005tti@tawith the third list, essential drugs were
categorized to allow different drugs to be allowed for use in differergl léacilities
depending ortechnical capacjt The drugsincludingdosages antbrms of administration
have changed over timen reation to changes imorbidity patterns and socgconomic
conditionsover time The drug list used at grassroots facilities issued by the Ministry of
Health is considered as recommended, but each locality can develop a more appropriate drug
list based omorbidity patterns in thelocality. Criteria for selecting drugs includxistence
of genericversions availallity , efficacy,limited side effects, low toxicity anlbw cost

In addition tothe essentiainedicinedist, on 1 February 2008, the Ministof Health
issued the major drug listo serve as a basis for medical facilitiess&ectdrugsto meet
therapeuticneedand for health insuranceeimbursements for insured patiefit29. Strict
compliance withthe major drug listould have beneficial effects safe and rational use of
drugs n medical facilities. In the near future, the major drug list will be replaced with the
drug formulary for health insurance reimbursement.

The National Drug Policy for the period from 192600 set one of its goals as
AEnsuring r egul adrugssougoqu lqualitydor theapeoplg. iE@stire rational,
safe and effective use of drud4.3Q.

The Draft National Drug Policy for 2012020, with a vision to 203(&nd the draft
Law revising and amending some articles of the Lawlarmaceuticals has given particular
importance to the essential medicines policy and generic drug pb8dly specifically:

A The Government promotes research, production, import, expod, supply of
essential medicines, ensuring all populations, especially the poor, ethnic minorities,
remote and mountainous populations, can choose and utieetied medicines for
treatment of common diseases at all times and everywhere with good quality,
adequate quantities, appropriate dosage forms, certified safety and reasonable prices.

A The generic medicine policy should be the basis for production, imexport,
supply and utilization of medicines. Generic medicines should be prioritized in all
stages from product registration, production, import, export, supply and utilization.
Prescription and utilization of generic drugs meeting bioequivalence starstardid
replace importettrand namerugs asne of theamportant health sector objectwe
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4.1.2. Status of access to medicines

Achievements and progress

Pharmaceuticaldistribution network

The pharmaceuticatlistribution network inVietnam extentsto almost all localities
even to the commune leviel the form ofmedicine cabinets in commune health stations and
retail drug distributors (private pharmacies, daggnts etc.),enablingrelatively easy access
to pharmaceuticalsparticularly essentiaimedicines According to Ministry of Health
statistics, 98.9er centof communes have health statiqi82; almostall commune health
stationshave medicine cabinetsn 2011 there were 1B50 private pharmacies nationwide
and a total of 4900 drug retailers in public and private sectors combjjh8dd. On average,
there is oneadrug retailer for every 2000 people. The quality of the pharmaceutical supply
network has been strengthened by pgmemulgation and implementation of standards for
Good Distribution Practice (GDP), Good Storage Practices (GSP), and Good Pharmacy
Practice (GPP). By 2012, there were 3950 GPP pharmacies, accountingptarc&hiof all
pharmacies nationwide§g].

The State also hgsrioritized policytowards developmeruf retail and otherdrug
outlets in disadvantaged, mountainous, remote and isolated areas so that allgreoptain
medicines to use when ill. The Prime Minister has also approvpdrao j e c t on fh.
development for islands and coasdabasb y 2 Gn2whioh, attention is paid to ensuring
access to essential medicines for the people in these regions. Implementation of this project
includes ensuring that ahipsareoutfitted with adequate medicines angdical equipment
according to regulations.

At district andcentralhospitals, in addition to theharmacydepartmentwith the role
of dispensing medicines twspitalized patients, there are also hospital pharmagitsihe
role of dispensing medicines to patients.

Availability of essential méicines at health care providers and households

The supply of medicines at hospitals is procured regularly threugbmpetitive
tenderingprocesses in order to ensure the availability of medicinesiéalicaltreatmentA
2005 study assessing implemeiatof the National drug policy shows that almost all types
of essential medicines are available at medical facilities at all levels. Among 35 essential
medicines in the list of medicines selected for the survey, the average number of drugs
available at drg counters was 26.0 (74.3 per cent of the list); at commune health stations the
average was 22.4 (64 per cent); hospital pharmacy average was 26.6 (76 per cent) and at
private pharmacies 28.5 (81.4 per c¢thB4].

According to aothersurvey in 2010 on a Eetion of 30 medicines (Figurk3), 55.9
per cent of these 3@ssential medicinewere available at public facilities56.4 per cenat
hospital pharmacies and 55.3 per cenpiate pharmacies. The proportion egsential
medicines available was incrementally lower when moving from central hospitals (71.7 per
cent) to provincial hospitals (68.1 per cent) to district hospitals (58.8 per cent) and was lowest
at the commune health stations (28.3 per d&&)

The propation of households with medicines at home was relatively high. A case
study showed that the proportion was mtran 70 per cent, includingnused medicines
leftover from previous treatmerdas well as reserve medicinesughtfor use when needed.
Househalls with higher income have a higher number of reserve med[diggs
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Figure 13: Proportion of drugs available at studied sites, 2010
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Note: The average proportion of drugs available out of 30 drugs on the surveyed list.

Access to medicirgefor diseases covered in national health target programs

Medicines serving national health target programs, such asatienaltuberculosis
control programor mental healthprogram, are procuredith state budget fundsThese
programs are considered to be run effectively at the grassrootsHatiehts withpulmonary
tuberculosis, schizophrenia and epilepsy are provided free treatment. There is no evidence of
shortage of drugs for treating these diseases at the grassroots level.

With the support of international yorgani
fund for AIDS relief (PEPFAR) anthe Global Fund, ARV treatment is providece& of
charge to people livingvith HIVAIDS and is implemented on a broad scale. In 2012, the
number of peoplenfected with HIV who met the criteria for access to care aratrirent
with ARV was 72834 (the plan was for 720 people). Approximately 94 per cent of
pregnant women with HIV infection and their children are provided with prophylactic ARV
treatment[44]. In addition toexpandingthe number of people being treated with ARV,
efforts atphamacovigilanceanddetection ofside effects from ARV drugs havwegun to be
implemented. Currently the VietnamAdministration of HIV/AIDS Control has been
coordinating all ARV resources provided by different programs and projects to dmlieer
and treanentto patients[44]. An intervention to minimize HIV infection by methadone
replacement has been carried out at 60 treatment sites in 14 provinces.

Patientsinfected with HIV are provided preventive treatment against tuberculosis
usingisoniazid (INH). The HIV Program andational Tuberculosis Prevention and Control
Project have developed a joint guideline and plan to integrate activities of the two programs
during 20122015. Technical guidelines on tuberculosis screening and pi@vesimong
patients with HIV havalso been finalized for approa4].

Medicine financing and price

Ensuring pices of drugsa t |l evel s affordable isa@a t he p
i mportant factor i n WH3BO0Is Vianam, gccoadngte thesLaw r a me \
on Pharmaceuticals (2005), facilities involved in manufacturing, import, exguoadt
wholesaletrade of drugs set their own prices on the basis of market compethigrare
subject to state management for price stabilization. The price of drugs paid by the health
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insurance fund in publidospitalsis regulated mainly throughompetitive tendeing for
procurement. Open posting of information on prices in order to improve transparency is one
of themain mechanism¥ietnam uses to stabilize drug pridas7].

Data from the GO indicatethat after a period of rapid increases in the consumer
price index for drugs and medical services, price increases have gradually been controlled.
Forthe past few yearslrug priceinflation has been controlled at a lewsglow general price
inflation. The nedical pricendex rose 5.27 per ceimt 2012,yet remainedower than theise
in the general consumption pricedax (6.81 per cen} [27]. In contrast tannovator brand
drugs, generic drugs in Vietnam are not priced much higher thaavdrageinternational
referenceprice. A 2012 survey ofompetitivetenderingwinning bid prices foi36 different
drugs with the same commercial name, a&ctingredient, strength and dose showed that
winning bid prices indicated thahailand had 25 drugwiced higher than in Vietnam, and in
China 23 drugs were costlier than in Vietnam by a magnitude of from 1.03 to 6.6428hes
In general, one could say that generic drugs are affordable to Viethamese patients.

Drug costs account for a high share of towlticarecosts and a particularly high
share of total hospital costdealth insurance plays an important role in providarfgnding
sourcefor drugs, with approximately 70 per cent of insurance reimbursements being for
drugs. The proportion of peopléttyv healthinsurance is increasing and this is an important
condition to increase the ability of patients to access drugsngeee in Chapter IV, Section
3).

Difficulties and shortcomings

Implementingthe essential medicines policy

The Law on Pharmacy i2005 did not mention the essential medicines policy to
ensure accessibility of drugs to the people, particularly the poor, and social policy
beneficiaries. The Law also did not concretely stipulate a generic drug policgst
effectiveness criteria in the selection of drugs for the drug formulary (see details in Chapter
IV, Section 4) in order to both ensure treatmeff¢ctivenessand reduce costs of drugs for
patients. Thecurrent draftRevisions and amendments to sommgicles in the Law on
Pharmaceuticals includesesetwo policies, buthasnot yet been completed or issued. The
National Drug policy2011i 2020, vision to 2030 is still in the drafting stage.

The list of essential medicines has been updated time butwith long delays. The
fifth essential medicines list from 2005 is out of date, some drugs are no longer used in
reality, and drugs for treatment of chronic rommunicable diseases have not been
amended to the list for use at the commune level. Comimeedéh stations lack information
on drugs, some communes dondt evenmddea¥e t he
referencamaterialsfor providingcare angrescribingpharmaceutical

The selection of drugs for the essential medicines list omta@r drug list is not
implemented effectivelyhrough use o€riteria such as safety, efftivenessand particularly
costeffectiveness. Some very expensive drugs, with no evidence of effectiveness, are still
give licenses for use in Vietnam and are ba tist of drugs to be reimbursed by health
insurancedespite theihigh cost. For example, Citicolina drug that the United States Food
and Drug Administration (FDA) has not approved for use because it is ineffemnmues
to be issued a licenserfase in Vietham and still on the list to be reimbursed by health
insurance with the price of up to 600 per tablet.
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Pharmaceuticaldistribution network

Drug outlets are not yet evenly spread across the country, with a higher concentration
in urban areas and major citie$138. The pharmaceutical distribution network in
disadvantaged, mountainous and island areas remains limited. Vietham has a long coastline
and many islands 28 coastal provincepopulated by3.9 million people, or approximately
hal f of Vietnambés popul ation. Howeveryet acces
ensured. Some islands do not have a pharmacy (23.6 per cent). Some have pharmacies but no
or inadequate prescription meities (35 per cent). Others sell medicines at much higher
prices than other places (27.6 per cent) and have low quality drugs (13.6 per cent).

Availability of essential medicines at health cali@cilities and households

Although access to medicines in gealeand to essential meines in particular at
commune health stationssimproved, it does noyet satisfy thehealth care needs dtifie
population[139. The number of medicines at commune health stations is limited. On
averagein a sample of 110 commune health statiah®rewere 70.6° 26.2 medicines
available,of which 34.0° 12.1 were essential medicinedq per cenf [139. Accoding to
two evaluations of the &tional Drug Policy in 2005 and 2010, althougine medicines
assessed for availability differed from the earlier study, nevertheless indicated a lower
availability ratein 2010 compared t8005. This suggests that not enough attention has been
paid to implementing the Nation Drug Policy.

Access to medicindsr vulnerable groups

The availability of medicine for vulnerable populations has not been fully evaluated.
An evaluation ofimplementation othe National Drug Policy showed that the availability of
pediatric drug formulations was very low with g8r centof provincial hospitals and 50er
centof commune health statiofving none of the selected medicines for c¢hitd AlImost
no hospitals gprovincial and central levels had all three selected pediatric formul§fighs

Over 90 per cent of ARV dgs are currently providetbr free through external
assistance funds provided by international organizations. In the near future, as these
organizations stop providing financial assistance, petipieg with HIVAIDS face the
prospect of no longer being labto access treatment drugs, especially because the price of
these drugs are likely to increase under tighter compliance with intellectual property
regulations expected when Vietnam participates in thetfagieagreement under thirans
Pacific Partnetsip Agreemen{14Q.

Rational use of drugs

In the communitya high73 per cenbf peopleselfmedicate or rely solely on advice
from a drug outlet when obtaining medicine to tilaess[141]. Thishasresuledin a high
rate of antibioticoveruse for exampleZ1 per centof children with mild respiratory infection
aregiven antibiotic§142. Systemicsteroids are often given to children by their mothers for
a quick recoveryeven when they know that the drug maany side effectfl43. The drug
outletsand the communityglo not complywith regulatiors onsales ofprescription drugs.
People can easily buy antibiotics astdroidswithout ad o c t poescépsion.

Antibiotic abusealso occurs regularly inmedical facilities. At commundaealth
stations, 71.2 per cent of prescriptions awe dntibiotics, rising to 95 per cent in some
areaq144); this proportion increases ®0.6per cenin hospital§145 and can go up to 75.5
per cent among inpatienf434]. According to a survey of the Health Strategy and Policy
Institute, the proportion of prescriptions with antibiotics was 49.2 per cent; higher than other
middle income countries (43.3 percent) and with quite wide variation: 60 per cent in
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communes, 40 per ceat the province level and 30 percent at the central level (Figure 14).
Use of antibiotics is common at lower levels because of limited conditions for microbiology
and antibiotic gsceptibilitytesing, leading to even higher problems of antibiotic resistan

A recent study found th&treptococcus pneumonveas resistant to penicillin in 71.4 per
cent of cases, erythromycin in 92.1 per cent of ca®esrall 75 per cent opneumococci
were resistant to three or more antibiofit47.

Figure 14: Proportion of prescriptions containing antibiotics at public medical
facilities, 2010
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Source: Nguyen Quynh Hoa, 2010 [142]

Activities of thedrug and therapy committees have betn effective apromoting
safe and rational use of drugs. The number ofoupate treatment protocols available in
Vietnam is limited Enforcemenbf treatment protocol implementation is weak, leading to a
low rate of compliance. Of 531 cases diagnosed with chronic pneumonia, 43.3 per cent were
not prescribed with any medicineslled forin the treatment protocol. Theroportion of
prescriptionghat followed treatment protocols were 67.7 per cahdistrict hospitals55.8
per centat provincial hospitaland 50.2 per cerentral hospital§145. Results of analyzing
30 commonly presdred, but costly drugs found that some drugs witto evidence on
treatment effectiveness are still widely prescribggch as glucosamgnand gingko
biloba[146].

Inadequate attention has been paid to essential medicines in so§pilsl 40.8 per
cent ofdrugs prescribed by doctors came from ¢lssential medicindsst (compared t0
per centin most countries according to WHO data) and grgportiontends to be lower at
higher level facilities[28]. Prescriptions followingthe major drug listalso indicate low
compliance In many casepatientsare asked to pay owff-pocket for expensive drudbat
are not on the list.

Inadequate attention has been paid to using generic drug names in drug prescriptions
at state health facilities. The proportion of prescribed drugs that were prescribed using
generic names reached only 28 per cent in a sampleosgpitals studied, much lower
compared to estimates in global studies, which are around 80 pgR28rithe belief that
brandname drugsare more effective has led to lack of interesh essential generic drugs
from both health care providers amdtients ard waste of resources for unnecessarily
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expensive drugs that reduce resources available for essential drugs. It is important to mention
that there are no sanctions for prescribing drugs not using generic names.

Medicine financing and prices

Some recent stude s have found t hat Vietnamos d
international reference pricg$47. Results ofa drug price survey in 2010 show that retail
drug prices are 12.1 times higher compared to international reference prices for innovator
brand drugs, and.4 timeshigher for lowest price genericg28]. In comparison with WHO
data, the drug price index in Vietham is relatively highdoand namelrugs under patent
protection, but are relatively low for generic drugs. Organization of compegtiekeringfor
drug procurement is organized in a fragmented manner with 1046 facilities implementing
tenderingfor drug procurement nationally, leading to rather large variation in winning bid
prices. In reality pricesof drugs with the same active ingredient, isgta, mode of
administration and in the same time penaiy substantiallyacross localities and between
hospitals in the same locality, creating considerable wa$le The fact that there are so
many types of drugs also leads to difficulties in drug price management.

Medicine costsncrease annually and accounts for a majopprtion of total health
costs High prices along withirrational use of medicines are the main reasons for the
increased in drug expenditures, creating heavy financial burdens on the people and impeding
acces of the people to medicines and medical catewever, the percentage of funds
allocated for essential medicines was not high (p&rscen). Three forth otommune health
stationslacked funds for procuring medicines. Moreover, the major source of funding for
medicines was household eaftpocket pending, accounting for 7per centof total
expenditure, of which 58er centwere for seHmedication and only 1per centfor buying
drugs at health facilitiefsL1].

Drug price management still faces mastportcomingsFirst there idittle monitoring
to ensure effective implementation of regulations on price setting, compégitideringor
drug prescribingSecond, no agency has beesigned primary respobdity for managing
drug prices Third, thereare significant difficulties in controlling imported drug prices in a
context where domestically produced drugs meet only 50 per cent of need (in terms of drug
value) and domestic production is heavily dependent on imported pharmaceutical ingredients
(90 per cent). Fourthregulations on competitienderingstill have some limitations, and do
not yet allow for nationatompetitive tenderingrinally, drug price controls through caps on
wholesale margins is still only in the pilot stage of implementation.

Once Vietnam joins th&ransPacific Partnership Agreement, it is expected thag
prices, especiallprand namelrugs, will double over the next 5 years, and about 58 per cent
of drugs will become unaffordable to the peddléq. This will seriously affect accessibility
of drugs in the coming period.

The domestic pharmaceutical industry accounts for less than one percent of GDP.
Domestically produced drugs meet only 50 per cent of the valueig$ dised, while 90 per
cent of drug ingredients are imported, so it is difficult to begmtove in sourcing drugs or in
prices.
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4.2 Priority issues

4.2.1. Difficulties in access to medicines in remote and isolated regions and for
vulnerable groups

A Ther are irrationalities in the pharmaceutical distribution network; supply and access
to drugs in disadvantaged areas is limited.

A There is a risk oflifficult drug acces$or people withHIV/AIDS, cancer tuberculosis
and hepatitis B and C.
4.2.2. Irrational and unsafe use of drugs
A Management, prescription and use of drugs areational
A Selling and buying prescriptiairugs wthout prescription remaiwidespread.

4.2.3. Ineffective drug price control and high drug expenditure burdening the
population

A There is not yet an agency with adequate authority and with an effective mechanism
for managing drug prices.

A Shortcomings in selection, tender and supply of drugs
A Prescription and use okgeric drugs receive inadequatéention by hedit facilities

4.3. Recommendations

In order to resolve the above priority problems, this report proposes the following
groups of solutions:

4.3.1.Increase accessibility of medicines by the people

Short term

A Ensure adequate essential medicinesiaadiable at health facilities in islands, remote
and mountainouareas.

A Increase the number of drugs available, including drugs for treatment of chronic
conditions, and providdrug information materials at commune health stations

A Increase efforts to niilize financial assistance from international agencies for
disadvantaged groups, social welfare beneficiaries and vulnerable groups.

A Develop options to ensure drugs for AIDS, cancer, tuberculosis, hepatiisadB,
hepatitis C patients.

A Promptly promulgat the Sixth Essential Medicines List
Long term
A Develop policies to subsidize prices of essential medicines for disadvantaged areas.

A Ensure access to drugs for people in coastal and island areas following the project
NfDevel opment of awmedalitshlcaarrde a rne acso atsat atlh e

A Develop a financial mechanism to support access to medicineslfi@rable groups

A Update the essential medicines list every 5 years and disseminate it to the grassroots
level.
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4.3.2. Ensure safe and rational use of digs

Short term

A

Strengthen the role ofrdg andtherapy committees in hospitals in the work of
developing, updating and monitoring compliance with standard treatment protocols,
organization of patient record reviews, atictly implementingregulationson use of
generic drug names prescriptionsand patient records.

A Enforceregulations on buying and selling prescription drugs.

A Redress the situation aninpose stiff sanctions on drug companies paying
commissions to doctors to influence prescribing and af drugs at treatment
facilities[14§.

A Strictly control drug advertiseme(for over the counter drugs) the mass media.

A Periodically conduct media campaigns, health educatiorational use of drugs to
increase people's awareness of the dangers ofmselication, particularly for
antibiotics.

Long-term

A Develop treatment protocols for common diseases at different level facilities.

A Regulate the timing for updates and revisiohthe essential medicine lists.

A Strengthen infrastructurend manpower for microbiology laboratories in hospitals to
ensure that the antibiotic susceptibility tegtinforms antibiotic use.

A Developa national monitoring system for antibiotic use.

4.3.3.Control drug costs, gadually reduce drug costs in total health expenditure

Shortterm

A

A

Pilot test and evaluate methods for managing drug prices using caps on wholesale
margins. Adjust the current policies on competitmederingfor drug procuremertb
overcome shortcomings in existing regulations.

Strengthen inspection and contiial accordance with Decree No. 93/2011AJP

dated 18 October 2011.

Increase the share of population covered by health insurance (especially vulnerable
groups).

Increase the proportion of funds allocated for essential medicmasase funds for
medicines atcommune health stations

Long-term

A

Study to inform revisions of the Law on Pharmaceuticals (2005) with an orientation
towards strengthening collaborationdaconcrete regulations on functions and tasks
of ministriesand sectoral agencies to increase effectiveness in cooperation for drug
price management. Implement competitigaderingat a national levelor hospitals.

Use speciatlosages and paagingfor hospitals.

Develop a plan to implement the policy of "Enhancing production of domestic generic
drugs with bulk packaging for direct supply from manufacturers to medical facilities."”
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Chapter IV: Financial protection in universal coverage

In order to achiev&JHC, first it is important to develop a health financing system
able to ensure that all people can access health services without facing financial difficulties.
In order to do this, one mustcrease financial resources for health; implement risk pooling to
protect people from impoverishment duehtalthspending; and use existing resourgese
efficiently.

This chapter analyzes the situation and makes proposals for solutions to improve
financial protection mechanisms in order to achi@idC, including reduction in oubf-
pocket payments for healtfinancial subsidies for disadvantaged andnerablegroups;
health insuranceijnancial resource mobilizatiorefficiency enhancemern use of &isting
resources; and provider paymeeforms

1. Reducing household out-of-pocket spending on health

According to WHO, household cof-pocket health payments are payments made
directly by households when tliemembers uséiealth services. These includees for
medical services, payment for drugsjedical consumablesaand hospital serviceut-of-
pocket payments also do not include health insurance reimbursemengseaditures on
transportation and specidietary regime$149 150 .

Outof-pocket payments are classified as private expenditure, which is direct
paymens fromindividual householsl anddepend on household capaeitypay withoutthe
benefits ofrisk pooling such as is associated wiplublic spendingin which financial
resource are mobilized throughprepayment intgpooledfunds (e.g stak budget orsocial
health insurance funds)n addition tooutof-pocket spending, rivate expenditurg also
include expenditure for private health insuran@xpenditures @&de by donors, social
organizations or charitiesnd direct payments of employers for health services. In Vietnam,
out-of-pocket health payments account for 92er cenpf private expenditurgl51], and add
up to over 50pe centof total health care expenditurAccording to the National Health
Accounts, the share of household eof-pocket expenditureso pay for private health
servicesexperienced an increase frd per cent ifl998 to30 per cent in 2001, then fell
back down to 22 per cent in 2009. During the same pevigtehf-pocket healtlexpenditures
to pay forpublic sector healtkervicesncreased from 12 per cent in 1998 to 44 per cent in
2009,while spending on selnedication has seen a clear decliinem 68to 35 per cenfl11].

The higherthe out-of-pocketpaymentshareof total health care expendityrae lower
the possibity of financial riskpooling, the more difficultit is for the poor to access health
services, and the lower th#gegree ofhealth equity.Out-of-pocket spendingmay lead
households to cut spending on other necessamss uc h as f ood, clothin
schooling.According to WHO, it isdifficult to achieve thegoal of universal health care
coverage ifthe outof-pocket paymenshare of total health care expenditure is ovep&0
cent[152 153.

Catastrophic hedit s pendi ng oc cur sutofrpoeket expenditwwes s e h o |
equals or excead40 per cento f h o us e h o-togay defined @sa tbéousghold
incomenet of foodexpenditures[150. Out-of-pocket myments also lead to impoverishment
when direct spending on health care causes household capge#y for basic necessities to
fall below a poverty threshold.

The goals ofUHC and health equity are met only whre population can avoid
catastrophic health expenditarand impoverishment due aot-of-pocketpayments
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1.1. Out-of-pocket payments, catastrophic health expenditures and
impoverishment due to out-of-pocket payments in Vietnam

Health care activities in Viethamare ensured byive health financing sources
including the state budgetsocial health insurance, external assistance fundspbBpocket
payments and other private sources. Among thesafquacket payments always represent a
high proportion. Although the owif-pocket payments share of total health care expenditure
in Viethamhasbegun to declinén recent years, ihas remained at ové0 per cent(Figure
15)[11].

Figure 15: Structure of health financial sources in Vietham, 19991 2010
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Source: National Health Accounts, 2011 [11]

The out-of-pocket share of total health spending in Vietnam is relatively high
compared to otherountriesin the region and the worl@Figure16) [154], and is much higher
than the levebf 30i 40 per centecommended by WHL52.

Figure 16: The out-of-pocket share of total health expenditures in selected Asian
countries, 2007
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Source: Tangcharoensathien V et al, 2011 [154]
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