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Description (Background and Rationale): 
In 1998, ADB’s country strategy for Viet Nam identified improving the quality of human resources as a key objective 
for ADB operations. Addressing the barriers that exist to health care access, especially by the poor in remote and 
rural areas, was determined to be a critical component of that effort. While the overall health status in Viet Nam is 
better than other Asian countries of a comparable per capita income, people living in rural areas experience much 
poorer health status than those in urban areas. 
 
The health system in Viet Nam has the basic building blocks for effective service delivery; however, the quality of 
services is limited by constraints in the physical infrastructure, available medical equipment and the skills of health 
workers. Government policies support the provision of “health for all” with emphasis on the health needs of the poor 
and disadvantaged but this has failed to deliver appreciable improvements in the divide between the quality of health, 
and health care services, accessible to poor rural populations. The rural poor bear a burden of disease as much as 
three times greater than the urban non-poor. Once sick, the poor are less likely to seek health care services and 
when they do, must face the constraints in service availability and quality described above.  
Expected Impact, Outcome and Outputs: 
The goal of the technical assistance (TA) was to improve the health status of rural people, especially the poor, the 
disadvantaged, women, and children, through strengthening the policy-making and management capacity of the 
Ministry of Health (MOH) for providing and financing health services. Specific objectives were to (i) strengthen the 
capacity of MOH to efficiently and effectively manage the basic health care delivery system in rural areas, and (ii) 
help develop appropriate management skills and mechanisms for equitable and sustainable health financing.  
 
The TA was intended to support the development of management and financing capacity for purposes of policy 
development and project administration in particular, for the administration of Loan 1777, Rural Health, approved on 
9 November 2000. For the management aspects (Component 1), the TA was designed to strengthen capabilities in 
the provincial and district offices to plan, supervise, administer, and support rural health services. For the financing 
aspects (Component 2), the TA was designed to help MOH (i) develop voluntary health insurance models, (ii) 
implement and evaluate health financing policies for the poor, and (iii) improve financial management skills.  
 
The TA design was relevant to the intended purpose with appropriate objectives and terms of reference for 
consultants. The executing arrangements were appropriate in design as they were intended to involve and build 
capacity among the staff of the PMU for Loan 1777 as a long term investment in health services administration 
capacity in Viet Nam and for the medium term purpose of supporting and expediting Loan 1777 implementation. 
While the implementation schedule was reasonable in design, and indeed entirely as it had to be if project was to 
have its desired impact, it proved to be unworkable in practice as Loan 1777 experienced significant delays in 
establishing effectiveness and any significant level of project management unit (PMU) activity – the exact situation 
the TA sought to help avoid occurring. The TA was developed in close consultation with the Ministry of Health, other 
concerned Government ministries and various multilateral and bilateral organizations. These consultations appear to 
have been adequate and appropriate. 
Delivery of Inputs and Conduct of Activities: 
The planned TA inputs were: for component (1) 18 months of international consultant inputs and 28 months of 
domestic consultant inputs along with support for studies, surveys and website development; and for component (2) 
6 months of international consultant inputs and 4 months of domestic consultant inputs along with support for studies 
and surveys.  
 
TA inputs, as planned and provided, were of a high quality and appreciated by the MOH as noted in report reviews 
by the Ministry. Terms of reference for consultants were clear and comprehensive and appropriate according to the 
TA’s objectives. While relative costs for some input provisions, in particular international consultants, were high they 
reflected the high quality expected by client and delivered. These inputs are assessed to have been appropriate 
given the design and objectives. Government (MOH) inputs such as office space and facilities were of satisfactory 
quality and provided in a timely manner. Government inputs of counterpart staff time and support for project activities 
were not timely or sufficient to maximize the opportunities provided by the TA, thus diminishing the value of the TA. 
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The original design anticipated all inputs to be provided over a 20 month period commencing from early 2001. 
However in implementation, inputs extend through to March 2004 approximately 18 months longer than originally 
planned. An extension of the input period was necessary because of the very slow provision of the counterpart inputs 
that were necessary for some activities.  For example, the technical consultant inputs intended to strengthen the 
capacity of PMU staff were constrained by the fact counterpart staff were not appointed and available until 
approximately 12 months after the first consultant. Even with the extensions provided, the value of inputs was 
diminished as some of these activities were only partially achieved. 
 
The intended consultant inputs were appropriate but could not achieve their intended objectives in a complete and 
timely manner due to the significant delays in counterpart inputs as discussed above. The performance evaluation 
reports (PERs) for the international consultant inputs were either excellent or satisfactory in their overall assessment. 
The assessed performance of ADB in the conduct of activities is satisfactory while the assessed performance of the 
executing agency (EA) is less than satisfactory. 
Evaluation of Outputs and Achievement of Outcome: 
The expected outputs of the TA were to include: (a) guidelines for developing provincial plans to manage the needs 
and resources of individual provinces; (b) national guidelines for integrated care at the district and commune levels to 
ensure comprehensive health care for women and children; (c) training; (d) the identification of monitoring and 
evaluation indicators for quality of care and health status for different provinces; (e) a web site for disseminating 
information and monitoring health services in the 13 provinces proposed for the Rural Health Project (Loan 1777); (f) 
pilot tests of a voluntary health insurance scheme; and (g) a set of recommendations on health financing for the poor. 
 
The TA achieved most of its expected outputs but only with the time extensions described above. The delays 
adversely affected the efficiency of the TA, increasing costs against outputs and to some extent, reducing the 
effectiveness of the outputs in achieving the outcomes that were intended. The TA managed the development of a 
comprehensive set of guidelines and other materials for health systems management, quality of care and project 
implementation. Training activities were successfully implemented at the central and provincial level although in 
some cases the effectiveness was constrained by the limited time available for the TA consultants to provide follow-
up technical support given the delays. There were few achievements in the area of health financing (Component 2, 
outputs (f) and (g) above) due to the fact the government went through a period of significant policy development that 
had not previously been anticipated. Any activity on this subject during the period of the TA would have been 
potentially counterproductive and distracting to the broader policy agenda. ADB agreed to the suspension of 
activities in this area for these reasons. Despite the constraints in implementation and the less than complete deliver 
of originally planned outputs, the client (MOH) expressed a high level of satisfaction with the outputs and outcome. 
Overall Assessment and Rating:  
The TA is rated as partly successful based on OED guidelines1 assessment which found the TA to have been 
relevant (score = 0.2); less effective in achieving outcomes (score = 0.3) and less efficient (score = 0.3) but still likely 
to have some sustainability given the investments made (score = 0.4). Total score is thus 1.4 (= partly successful) 
meaning the evaluation finds a significant shortfall in achieving the design outcome and impact and full sustainability 
is unlikely but, some project components will achieve major benefits, equivalent to at least half the level originally 
expected. Achieving the goal and objectives of the TA was closely aligned with, and dependent on, the start of 
implementation of the Rural Health Project (Loan 1777). Because this start up was significantly delayed – in 
particular the establishment of the Project Management Unit – the TA was only able to achieve some objectives, 
even with an extended period of implementation. Despite these limitations, the TA did achieve results in areas of 
staff training and operational guidance and the preparation of guidelines. There is probability of sustainability 
because the materials and trainings should have long term value although this has not been specifically assessed. 
Major Lessons: 
The TA has highlighted the potential pitfalls in planning to implement a TA in close conjunction with another project 
and thus being dependent on inputs that are not clearly specified as being necessary for the TA itself. While 
theoretically a good approach and one that is often discussed in relation to loan administration (the “piggy-back” TA) 
the reality of implementation is complex and hazardous. The design and implementation plan of the TA needs to 
account for delay scenarios (especially in Viet Nam) and either have flexibility to delay its own implementation, such 
as through intermittent consultant contracts, or operate independently, as in effect, this TA did. 
Recommendations and Follow-Up Actions: 
The TA final report provided some detailed recommendations on follow-up actions specifically related to the TA 
activities and these have been considered in ADB’s ongoing administration of L-1777. Despite the TA’s 
achievements it is clear that MOH will continue to need support and guidance for improving management and 
implementation systems. This is a long-term endeavor and requires the patience and persistence of all partners. 
    
Prepared by Lisa Studdert Designation Health Specialist, SESS/VRM 

 

                                                 
1 www.adb.org/Document/Guidelines/Evaluation/PPER-PSO/default.asp 


