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PROGRAM IMPACT ASSESSMENT 
 
A.  Introduction  
 
1. The Program Impact Assessment (PIA)1 for the Local Health Care for Disadvantaged Areas 
Sector Development Program (LHCSDP) summarizes the problem, identifies the intended impact 
and outcome of the LHCSDP, discusses options reviewed, and provides an overview of the costs 
and benefits of the proposed program.2   
 
2 .  The PIA indicates that the benefits from strengthening local health care infrastructure, 
developing better service delivery models, and improving health workforce development and 
management are likely to be substantial. The impact of LHCSDP will be responsive primary health 
care (PHC) for the entire population. This will lead to improved quality of and access to local health 
care (LHC) services–particularly in disadvantaged and remote areas. Key benefits include 
improvements in health status amongst poor, disadvantaged and ethnic minority populations, and 
reduced catastrophic health expenditures through greater utilisation of lower level health facilities 
and access to health insurance. 
 
3. A four-step methodology has been used: (i) define of the problem, (ii) define the impact 
and outcomes of the proposed program, (iii) identify key elements of options considered for 
achieving the defined impacts and outcomes, and (iv) assess of costs and benefits. The PIA also 
discusses some of the key pro-poor initiatives by the government. 

 
B.  Definition of the Problem 
 
4. Economic performance. Viet Nam’s sustained economic growth has bolstered the 
country’s progress in reducing poverty. The poverty rate has declined from 52.9% in 1992 to 2.0% 
in 2016 (population living on less than $1.90 per day, in 2011 purchasing power parity, % of 
population), while the Gini coefficient has decreased slightly from 35.7 to 35.3 over the same 
period. Poverty incidence varies significantly across regions with ethnic minorities making up more 
than half of the poor. 3  Many rural and remote communities still have limited access to quality 
healthcare services due to the uneven distribution of health infrastructure, low financial risk 
protection, and lack of appropriately skilled health workforce at the LHC level.  
 
5. Viet Nam’s economic growth has averaged 6.5% per year from 1991 to 2017, and gross 
domestic product (GDP) per capita reached $2,389 in 2017.  GDP growth accelerated from 6.2% 
in 2016 to 6.8% in 2017, and is projected at 6.9% for 2018. Growth has been underpinned by a 
rise in exports, a strong increase in investments, rising domestic consumption, and strengthening 
of the agriculture sector. The budget deficit has been under 5% of GDP since 2012 and the 
government continues to pursue public financial management reforms (PFM) and fiscal 
consolidation to reduce the deficit to 3.5% by 2020. Reforms prioritize social spending on education 

                                                 
1  ADB. 2013. Policy Based-Lending. Operations Manual. OM D4/BP. Manila.  
2  A $12 million project grant will finance investments directly linked to and supportive of policy actions in poor and 

disadvantaged provinces. 
3  ADB. 2018. Asian Development Outlook. Manila; ADB. 2018. Country Information: Socialist Republic of Viet Nam. 

Information note. 25 October (internal); and World Bank. World Development Indicators. (accessed 2 November 
2018). 
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and health aimed at ensuring equality of opportunity, protecting the poor, and raising service quality 
as well as arresting the potential burden of aging in Viet Nam.4  
 
6. Health sector performance. In parallel with strong economic growth and social 
development, the health of Vietnamese people has improved significantly over the past decade, 
as evidenced by improved outcomes on key national indicators – maternal mortality ratio, infant 
mortality rate (IMR), under-5 child mortality rate (U5M), and under-5 child malnutrition. However, 
aggregate national estimates do not capture regional disparities in health outcomes that mirror 
trends in socio-economic indicators, such as the poverty rate. For example, estimates for infant 
mortality rate, under-5 child mortality and under-5 child malnutrition in the central highlands and 
northern mountains and midlands are approximately double those of the more prosperous Red 
River Delta and south east.5 Poverty rates in these regions were 13.8%, 11.8%, 4.0%, 1.0%, 
respectively.6 Similarly, there is wide variation across provinces regarding achievements made in 
reproductive health,7 with mountainous provinces in the Northwest and Central Highland provinces 
being far behind the national average Hospital capacity has been increasing to meet increased 
demand for health services, with national inpatient beds per 10,000 people increasing from 22.5 
to 26.5 per 10,000 between 2011 and 2015. In 2014, hospitals and private health facilities 
accounted for 43.1% and 30.7% of outpatient visits respectively. Commune Health Stations (CHS) 
accounted for just 20.0% (footnote 7). 
 
7. The government has prioritized developing the LHC network as one of nine key reform 
areas for the health system.8  While the proportion of CHSs meeting national standards has 
increased from 60% in 2014 (footnote 5) to 70% in 2017, focused investment is required if the 
remaining 30% of CHS nationwide are to meet the standards for service quality.9 Nationwide, 1,192 
CHS required reconstruction and an additional 1,239 severely deteriorated CHS require major 
renovation. Over 5,000 CHS need to be equipped to provide essential health services, including 
equipment for the timely detection of and response to health security threats. Increasing 
investment in infrastructure and equipment for CHS in mountainous, remote, and disadvantaged 
areas is being prioritized (footnote 8). 
 
8 .  Health Sector Challenges. Viet Nam is facing a triple burden of disease: communicable 
diseases, non-communicable diseases (NCDs) and increasing incidents of accidents and 
injuries. In 2011, NCDs comprised 70% of the national disease burden (measured by disability 
adjusted life year), however, this has increased to 73% by 2015.10 The ageing population, high 
prevalence of NCD risk factors and improved management of infectious diseases have 
underpinned this trend. While communicable diseases have decreased as a proportion of the 
total burden of disease, they remain a substantial challenge and require major on-going efforts 
to contain and further reduce their impact. Common infections contribute to low productivity, 

                                                 
4  IMF. 2017. 2017 Article IV Consultation: Vietnam. IMF Country Report No. 17/190. Washington. ADB. 2016. Country 

Partnership Strategy: Viet Nam, 2016–2020–Fostering More Inclusive and Environmentally Sustainable Growth. 
Manila. 

5  Ministry of Health (MOH). 2017. Joint Annual Health Review 2016. Ha Noi. 
6  Government of Viet Nam. GSO. 2014. Results of the Viet Nam Household Living Standards Survey 2012. Ha Noi.   
7  For example, the proportion of pregnant women who received antenatal care 4 times or more, proportion of births 

attended by trained health workers, and postnatal care. 
8  MOH. 2016. Plan for People’s Health Protection, Care and Promotion 2016–2020. Ha Noi. 
9  MOH. 2017. Report No: 1499/BC-BYT dated 29/12/17 on Review of Performance in 2017 and the Key Directions, 

Tasks, and Solutions in 2018. 
10  The DALY is an indicator of the time lived with a disability and the time lost due to premature mortality. See World 

Bank. 1993. World Development Report: Investing in Health. Washington: World Bank. Estimates taken from the 
Institute of Health Metrics. https://vizhub.healthdata.org/gbd-compare/ (accessed 26 April 2018). 
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and emerging diseases, endemic infections, fake drugs and drug resistance pose serious global 
public health threats.  
 
9. High out-of-pocket health spending and financial barriers to access. National health 
expenditure per capita has increased by 50% between 2010 and 2015, from $77 to $111. A great 
deal of the increase has been funded out-of-pocket, with this source of health financing increasing 
from 38% of total health expenditures in 2010 to 43% in 2015.11 The Government is supporting 
universal health insurance by, for example, subsidizing premiums, which has helped to increase 
health insurance coverage from 76.5% in 2015 and 86.4% (footnotes 5 and 7). The health 
insurance premium subsidy rate for near poor households was raised from 50% to 70%. In 2014, 
the proportion of poor and near poor patients who were covered by health insurance when using 
inpatient and outpatient services was 83.5% and 72.2%, respectively (footnote 8). Health 
insurance does not cover unlisted medicines, food, or transport. Patient co-payment can be 
substantial.12 
 
10. The distribution of health workforce varies across geographic regions. The density of the 
health workforce varies from 42 and 43 health workers per 10,000 people in the Mekong Delta and 
central highlands respectively, to 71 health workers per 10,000 people in the Red River Delta.13 
Although the rural population represents nearly three quarters of total population, less than half of 
all of doctors are based at facilities in these areas.14 Skill levels of the health workforce are weakest 
in mountainous regions, exacerbating the constraints created by workforce shortages (footnote 
13). Lower skilled practitioners are located at the commune level and the quality of care they 
provide in practice is still lower than what their knowledge levels would allow (footnote 14).  
 
11. The Socio-Economic Development Strategy 2011–2020 gives high priority to the health 
sector as a core pillar of sustainable socioeconomic development. The socio-Economic 
Development Strategy emphasizes (i) upgrading of health infrastructure at all levels; (ii) 
improvement of health human resources (HHR); and (iii) strengthening health financing, including 
universal health insurance. In December 2016, the Ministry of Health (MOH) approved the Master 
Plan for Strengthening Local Health Care Services, which aims to (i) upgrade and equip all 
commune health centres in the country, (ii) improve knowledge and skills of the CHS staff, (iii) 
implement packages of health services offered by the CHS, and (iv) improve financing 
mechanisms through the development of health insurance benefits packages.  
 
12. The Prime Minister in Decision No. 538/QD-TTg approved the roadmap for universal health 
coverage targeting 80% of the population being enrolled in health insurance by 2020.  A decrease 
in the proportion of households with catastrophic health spending exceeding 40% of capacity has 
been observed, although the annual change in health insurance coverage has slowed in recent 
years from +8.3% per year in 2011 to +2.9% in 2014. The National Assembly issued Report No. 
456/BC-CP (dated 18/10/2017) to accelerate the implementation of health insurance by giving 
more attention to provinces with low health insurance coverage, strengthening surveillance and 
increasing state budget investment to build commune health stations in disadvantaged and difficult 
socio-economic areas.  
 

                                                 
11 World Health Organization Global Health Expenditure database. apps.who.int/nha/database  (accessed 10 May 

2018). 
12 ADB. Viet Nam: Second Health Care in the Central Highlands Project. 
13 WHO. 2016. Human Resources for Health Country Profiles – Viet Nam. Manila. 
14 World Bank. 2014. Project Appraisal Document. Health Professionals Education and Training for Health System 

Reforms Project, Report No: 82318-VN. Washington. 

http://apps.who.int/nha/database
https://www.adb.org/projects/44265-013/main
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13. The government has undertaken pilots to revise the capitation payment mechanisms for 
health insurance reimbursement (MOH Decision No. 5380-QD-BYT) and for case mix payments 
(MOH Decision No. 488/QD-BYT). The partial case mix payment pilot has been conducted for 
common inpatient services to replace fee-for-service mechanisms. The MOH is striving to ensure 
that 50 to 70 common medical conditions are paid on a case mix basis. The information from pilots 
will be used to enhance the evidence-case for developing a social health insurance benefit 
package, along with adjustments in allocations to improve the efficiency of health service delivery. 
   
14. Essential health services (referred to as basic health services, or benefit package) have 
been defined by MOH (under Decree 9/2017/TT-BYT and Circular No. 39/2017/TT-BYT dated 
18/10/2017) and comprises medical procedures, drugs, chemicals and supplies used for 
preventive and curative services at grassroots health facilities. The package has the objective of 
focusing limited resources on health services that could achieve the highest returns to the 
investment and sets out services covered by the health insurance fund. Prices of medical 
procedures associated with the package will be aligned with regulations on prices of medical 
services in the Joint Circular No. 37/2015/TTLT-BYT-BTC (dated 29 October 2015).  
 
15. The government’s response. MOH has issued updated benchmarks for CHSs and 
policies aimed at developing district health centers. However, resource allocation has been 
confounded as hospital funding is based on bed-count and staffing levels, which encourages over-
building and inefficient use of personnel. To counter hospital over-crowding, the government is 
pursuing a family doctor model of LHC service delivery. The family doctor clinic model was piloted 
in eight provinces as part of Circular No. 16/2014/TT-BYT and 160 family doctor clinics were set 
up between 2013–14. MOH recently approved a plan for implementing the family doctor model 
(Decision 1854/QĐ-BYT issued 18 May 2015) which specifies the conditions for the granting of 
operating licenses to CHS providing family medicine. The government is investigating new 
methods to improve access to quality health care, contain costs, and increase efficiency. This 
includes merging the functions of district health centers and district hospitals to improve 
coordination between curative and preventative services (Circular No. 37/2016/TT-BYT issued 
25/10/2016). 

 
16. Ensuring an adequate number of health staff in CHSs with the skills to provide PHC 
services is a core reform area under the Master Plan. HHR development, including staffing 
allocations regionally and across levels of the health system, need to be more responsive to the 
changing health needs of the country. Efforts to reform the Law on Examination and Treatment are 
under way to address inconsistencies in the legal framework for licensing and registration of 
medical practitioners.  
 
17. The competency of LHC practitioners is being strengthened through implementation of a 
licensing system with the capacity to monitor compliance with Continuing Medical Education (CME) 
in all target provinces. The framework for ensuring the quality of medical practitioners, nurses, 
pharmacist is being enhanced through revised competency standards for general medical 
practitioners. Reforms will ensure that professional standards of medical graduates are maintained 
by providing the mechanism to link practitioner licensing to the practitioner’s compliance with CME 
requirements, as specified under Circular 41.  
 
C. Impact and Outcome of the Local Health Care for Disadvantaged Areas Sector 
Development Program 
 
18. The expected impact of the proposed program is a strengthened network of local health 
facilities to ensure responsive primary health care for the entire population. Program objectives 
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include: (i) reform institutional frameworks and financing mechanisms to facilitate investment in 
CHS buildings and equipment (particularly in mountainous, remote, and seriously disadvantaged 
areas) to provide two packages of basic health services; (ii) reform operating and financial 
mechanisms to ensure responsive health services for the population in a comprehensive, 
continuous, coordinated and integrated manner; (iii) pilot and expand the service model of CHSs to 
incorporate community-based health care and family medicine into the local health care  network; 
and (iv) strengthen training and development for the local health care workforce.  
 
19. The strengthened network is expected to improve the quality of and access to local health 
care services and contribute to the implementation of the Master Plan on Development of Local 
Health Care Network (under Decision 2348/QD-TTg dated 5 December 2016 of the Prime 
Minister). The program has been structured around the key pillars of the Master Plan for 
Strengthening Local Health Care Services. The Master Plan aims to (i) upgrade and equip all CHSs 
in the country, (ii) improve knowledge and skills of the CHS staff, (iii) implement packages of health 
services offered by the CHS, and (iv) improve financing mechanisms through the development of 
health insurance benefits packages. The government is committed to meeting its legal obligations 
under the International Health Regulations, which require that minimum core public health 
capacities for responding to health security threats be established, including at the level of LHC.  
 
20. Since 1995, ADB has helped strengthening PHC, particularly at the district level, along with 
regional cooperation in communicable disease control. LHCSDP will consolidate ADB’s work in 
improving the quality of the health workforce and management systems in primary health service 
delivery with an intensified focus on the communes.15 LHCSDP is consistent with ADB strategy for 
Greater Mekong Subregion health cooperation and continuing support to Greater Mekong 
Subregion countries to strengthen their health systems towards enhanced health security. 16 
LHCSDP will strengthen PHC services in border areas by improving systems for surveillance and 
control of diseases, enhancing outbreak response capacity, and addressing the needs of mobile 
populations. LHCSDP aligns with ADB’s medium-to-long-term strategy to assist the government 
achieve universal health care, and focuses on strengthening health service delivery, HHR, and 
health financing. It complements ADB assistance to policy and institutional reforms on HHR and 
health financing.17 

 
D.  Addressing the Health Sector’s Challenges 
 
21. The Government has developed a National Strategy for the Protection, Care and Promotion 
of the People’s Health from 2011–2020, with a vision to 2030 (Decision No. 122/QD-TTg). The 
strategy seeks to improve grassroots health so all communes have appropriate health stations, 
improve the quality of PHC services, integrate NCD management and care of the elderly with PHC, 
scale-up of training to develop grassroots health staff with a priority for ethnic minorities in their 
areas of origin–,and  develop health care policies for people living in mountainous, remote and 
isolated areas.  In December 2016, MOH approved the Master Plan for Strengthening Local Health 
Care Services, which targets district and commune levels of the national health system. The 
options considered for inclusion in LHCSDP cover the major objectives of the Master Plan and the 
design of the program was able to draw on the deep experience ADB has in the health sector in 
Viet Nam. 
 

                                                 
15 ADB. Viet Nam: Health Human Resources Sector Development Program. 
16  ADB. Regional: Greater Mekong Subregion Health Security Project. 
17  ADB. Viet Nam: Health Human Resource Sector Development Program–Phase 2 (HHRSDP-2); ADB. Viet Nam: 

Strengthening the Policy and Institutional Framework of Social Health Insurance.  

https://www.adb.org/projects/40354-013/main
https://www.adb.org/projects/48118-002/main
https://www.adb.org/projects/40354-014/main
https://www.adb.org/projects/50139-002/main
https://www.adb.org/projects/50139-002/main
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23. Following the objectives of the Government’s Local Health Master Plan and ADB’s health 
operations priorities, the following elements have been included in the LHCSDP design to address 
health sector constraints: 

(i) Consolidate the organizational mechanism of local health facilities. The 
Program will help develop a national model of health centres at the district, 
commune, town, province and city that (i) implement all functions and duties of 
preventive, examination and treatment, and rehabilitation; (ii) include the regional 
poly-clinic center and midwifery chamber in the district area that perform 
professional techniques under the district health center; and (iii) identify the number 
of health staff needed in the CHS based on actual needs and particular conditions 
of each commune. CHSs will be categorized following the national criteria of 
commune health in order to develop an appropriate investment and upgrading plan. 

(ii) Ensure the required institutional framework and financing mechanisms 
facilitate investment to enhance capacity of local health facilities. Provinces 
and major cities use central state budget and (if any) local state budget to invest in 
the development of grass roots health facilities. Investment prioritize districts that 
are newly divided and poor, without a health centre, or health centres that are 
deteriorated and do not meet conditions for examination and treatment of people’s 
health. The Master Plan prioritizes investment for CHSs in: (i) communes in difficult 
areas, border communes, island and coastal communes, and most disadvantaged 
communes listed under the Prime Minister’s Decisions, and (ii) communes that do 
not have CHS (CHSs located in temporary building, or those damaged by national 
disaster) to help in meeting Master Plan targets. 

(iii) Reform and enhance the operational mechanism of local health networks. 
CHSs targeted under LHCSDP will enhance their PHC function by adopting family 
medicine models, which involve the delivery and monitoring of patient-centred 
comprehensive health care. 18  District health centres will continue to improve 
professional competency of staff, develop health service and medical techniques 
suitable for implementing general treatment and PHC, and link activities of the 
district health center with CHSs. District centres will oversee computerization of 
health services and monitoring the medical profile of patient. Information systems 
between district health centers and CHSs will be synchronized and connected, and 
examination and treatment and expenditure disbursed by health insurance (HI) in 
the district health center and CHSs. 

(iv) Reform of financial mechanism of local health. CHSs are tasked with promoting 
enrolment in HI following the guidelines of the Ministry of Health and Viet Nam 
Social Security. The program will help develop and refine a price list of services and 
payment methods for (a) the family doctor service and home care service for 
specific cases; (b) examination and health consultation; (c) medical visit 
examination; (d) birth delivery at home; (e) provision of clean child baby delivery 
package for specific cases in mountainous and isolated areas; (f) regular visits for 
medical examination and treatment in villages and hamlets carried out by the health 
staff at district health centres, district hospitals and CHSs; and (g) provision of 
regular drugs for fisherman who work offshore. Additionally, activities will assist roll-
out of health services based-payment methods, following the roadmap of local 
health and decentralisation of management, to the district health center. The ceiling 
levels of state budget allocations for preventive district health centres in each region 

                                                 
18 Integrated prevention and rehabilitation; and highlighting care of elderly people, maternal, and child care; prevention 

of communicable and non-communicable diseases; monitoring chronic diseases and improving referral of patients 
between levels of the health system. 
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will be reviewed, based on locality and pattern of diseases. The level of salary and 
other benefits for local health staff and allowances of village health workers will be 
reviewed including out-of-pocket expense and cost of PHC services at CHSs; 
methods of allocating stage budget; and adoption of results-based method for 
health insurance fund disbursement. Policies on health promotion and enhanced 
cooperation between public and private sectors in the provision of health services 
in PHC will be refined. 

(v) Enhance training and improve the quality of Health Human Resources (HHR). 
The LHCSDP will continue to consolidate HHR training in the district health centers 
covering examination and treatment to ensure sufficient HR capacity in CHSs. 
Training HHR across all staff levels will be undertaken to improve local health 
delivery, including training of health village workers and midwives in remote areas. 
A two-way rotating mechanism of health staff between upper and lower levels will 
be implemented to strengthen professional competence of health staff of the local 
health facility. 

 
2 4 .  In line with the Operational Plan for Health 2015–2020, ADB will assist the government 
through a medium-to-long-term program of support, the Support to Achieving Universal Health 
Coverage (SAUHC), which focuses on strengthening the regulatory and institutional framework 
across the three core pillars of (i) health service quality and accessibility, (ii) health human 
resources strengthening, and (iii) health financing reform. The strategic thrusts of SAUHC are: (i) 
improved access to quality health care facilities; (ii) financial risk protection, particularly for 
vulnerable groups of the population, through expansion of HI coverage and benefit delivery; (iii) 
improved capacities to address changing patterns of communicable and non-communicable 
diseases; and (iv) achievement of health-related Sustainable Development Goals. 
 
25. ADB Investments in Viet Nam (outlined in the country strategy) will: (i) encourage the use 
of programmatic and sector-wide approaches, (ii) link development financing to measurable and 
time-bound outcomes, (iii) build on programs and initiatives that have demonstrated results, (iv) 
complement investments of other development partners, (v) prioritize regions and population sub-
groups where health burden and poverty are pervasive, and (vi) build on ADB’s comparative 
advantages. ADB will intensify support to MOH in undertaking the required analytical work, 
including pilot-testing of innovative models, to inform policy and structural reforms.  

 
E. Impact Analysis 
 
26. This section presents estimates of the economy-wide benefits and costs of the proposed 
program. 

 
27. Potential benefits. The impact of LHCSDP will be a network of local health facilities to 
ensure responsive PHC for the entire population. By 2020, it (i) at least 90% of all CHSs will have 
sufficient capacity for medical examination, and the capability to implement 80% of techniques 
associated with the basic service package at the commune level; (ii) 90% of district health centres 
will have the capacity to implement 80% the of services in the basic service package at the district 
level; (iii) 70% of CHSs will meet national criteria of commune health; (iv) achieve health monitoring 
for 90% of population will be subject to the health monitoring; and (v) CHSs in areas facing difficult 
socio-economic conditions will be upgraded. By 2025, (i) all CHSs should  be able to provide 
medical examination and treatment under health insurance, implement the tasks of PHC and 
implement at least 90% of the services of the basic package at the commune level; (ii) all district 
health centres implement 90% of services of the basic package at district level; (iii) all communes 
meet the national criteria of commune health; and (iv) the entire population’s health is monitored. 
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28. The program loan will support the government’s reform agenda for the local health care 
system, resulting in improved access to health services and reducing the overall burden of disease. 
The Global Burden of Disease Project19 has estimated this burden in terms of disability adjusted 
life year (DALYs) by age group and condition, grouped as (i) communicable, maternal, neonatal, 
nutritional conditions, (ii) NCD such as hypertension, diabetes, cancer, and (iii) injuries. The 
national average burden of disease (all diseases) for Viet Nam was 25,763 DALYs per 100,000 
people in 2015. The DALY represents each year of life lost as a result of premature mortality or as 
a result of morbidity due to disease. Each disability-adjusted year has been estimated by the 
Commission on Macroeconomics and Health to cost an economy the equivalent of per capita gross 
national income through lost productivity.20 Based on a Vietnamese gross national income per 
person of $2,060 and a national population of 94.5 million, the loss of 25,763 DALYs per 100,000 
people generates $50 billion in annual economic losses.  
 
29. On the programmatic side, an increased number of patients will be able to access health 
services as a consequence of the national roll out of the basic health services package and 
improved lower level health facility access. Gaps in the primary care network makes the country 
vulnerable to emerging communicable diseases and the rising burden of NCD, along with hindering 
efforts to further improve reproductive and child health outcomes. Another benefit which is 
expected to arise from the program is improved quality of services available through (i) better 
distribution of key staff through the health system; and (ii) a higher non-salary budget which will 
enable improved community outreach and better-quality facilities and health care equipment. 
There is clear evidence that health facilities which meet minimum standards, particularly for 
birthing and child care, attract increased usage. It can be expected that the increased usage of 
the health system, which is making efforts to improve the quality of services provided, would result 
in improved health outcomes. It can also be expected that the governance reform efforts would 
also result in efficiency gains and capacity development.    
 
30. Costs of LHCSDP. There are costs to the budget at the national, provincial, and sub-
provincial levels associated with implementation of the Master Plan. This is particularly so at the 
provincial, district and health facility levels where there are a  number of the activities to develop 
physical and human resources capacity at the grass roots level of the sector. Initial and 
currently anticipated costs include (i) CHS civil works and equipment, (ii) provision of insurance for 
the basic package as it is rolled out nationally, (iii) implementation of the computerized health 
management information system in provinces and districts, (iv) training of staff across the grass 
roots level of the health system, and (v) sustaining the additional health staff recruited to reduce 
the overall skill shortages in the health workforce. 
 
31. Estimating the economy-wide gains from the program. At a macro level there will be 
significant efficiency gains through increased government budget allocations at the grass roots 
levels and cost savings from reduced hospital overcrowding. The decreasing use of CHS has been 
attributed to (i) access problems, (ii) the low quality of care, and (iii) inadequately managed 
services.21 The proportion of CHSs meeting national standards in the northern mountains and 
midlands region, is only two thirds of the national average. The perceived low quality of services 

                                                 
19  https://vizhub.healthdata.org/gbd-compare/Accessed (accessed on 26 April 2018).  
20 World Health Organization (WHO). 2001. Macroeconomics and Health: Investing in Health for Economic 

Development. Report of the Commission on Macroeconomics and Health. Geneva: WHO 
21 ADB. Viet Nam: Second Health Care in the Central Highlands Project. 

 

https://vizhub.healthdata.org/gbd-compare/Accessed
https://www.adb.org/projects/44265-013/main
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at grass-roots level is a key driver of patients avoiding primary facilities. This leads to hospital 
overcrowding, greater out-of-pocket spending, inefficiencies and poor quality of care.22 

32. Delivery of health services through the primary care network, which includes commune 
health stations and district centres, is cost-effective because the staff mix and organisation at this 
tier of the health system is more suited to provide comprehensive, personalised and continuous 
care. The small scale of facilities allows integration of services and the majority of health services 
can be performed at the grassroots level.23 A considerable body of economic literature outlines the 
cost-effectiveness of individual primary care interventions such as child vaccination, HIV 
prevention and treatment, TB control, maternal care, minor surgery, vector control and health 
education. ADB has had a long history supporting primary care expansion. For example, the bank’s 
health policy, formulated in 1999, encouraged ADB to (i) focus its lending on activities that will 
disproportionately improve the health of the poor, women, children; and (ii) encourage developing 
member country governments to expand PHC budgets and discuss means to improve their 
allocation efficiency.24  
 
33. Increases in health spending have been accompanied by greater utilization of hospital 
services, as the proportion of people using outpatient services at district hospitals has increased 
from 11.9% in 2004 to 17.6% in 2010; and the proportion of inpatient visits at district hospitals 
increased from 35.4% in 2004 to 38.2% in 2010.25 The World Bank estimated that in the absence 
of the HPET project, medical expenditures on outpatient and inpatient care in the health sector will 
grow at an annual rate of approximately 35% (footnote 23). This estimate was derived from the 
observed growth rate of outpatient and inpatient expenditures during 2006–2011. The increased 
primary care capacity expected from HPET project was assumed to shift outpatient and inpatient 
visits to lower level facilities from hospitals resulting in both inpatient and outpatient care savings. 
A net annual benefit of $372 million was estimated across the 15 HPET target provinces by 2019. 
Other benefits, while not easily measurable, would include the impact on productivity gains on 
the economy from a healthier labour force through improved access to health services. An 
improvement in labour productivity would decrease the economic losses associated with the 
current burden of disease. 
 
34. Under the grant, these issues will be investigated as part of the12 district pilots. The lessons 
from the pilots will be rolled out to other parts of Viet Nam following the conclusion of the Project 
in 2024. The increased primary care capacity following implementation of the HPET project should 
cause a substitution of outpatient and inpatient visits from hospitals to lower level facilities. 
Reducing the incidence of communicable diseases has a large public good impact and positive 
regional public good externalities. The economic consequences of a pandemic have been 
estimated to be substantial. ADB estimated a pandemic could cost Asian and the rest of the world 
$282.7 billion, or around 6.5 percentage points of GDP.26 The direct cost of avian influenza on the 
poultry sector alone has been estimated at 0.1–0.2 percent of GDP in Viet Nam.27 If the program 
only contributed to a small reduction in probability of a pandemic outbreak, then significant 
economy-wide benefits could be attributed to the investment. 

                                                 
22 World Bank. 2014. Project Appraisal Document. Health Professionals Education and Training for Health System 

Reforms Project, Report No: 82318-VN, Washington, April 2014. 
23  Horton, S. 2018. “Cost-Effectiveness Analysis in Disease Control Priorities, Third Edition.” In Disease Control 

Priorities (third edition). Volume 9, Disease Control Priorities: Improving Health and Reducing Poverty, edited by D.T. 
Jamison, H. Gelband, S. Horton, P. Jha, R. Laxminarayan, C.N. Mock, and R. Nugent.  Washington, DC: World Bank 

24 ADB. 1999. Policy for the Health Sector. Manila 
25 GSO. 2014. Results of the Viet Nam Household Living Standards Survey 2012. Ha Noi. 
26 Bloom, E. et al. 2005. Potential Economic Impact of an Avian Flu Pandemic on Asia, ERD Policy Brief 42, ADB, 

Manila, November 2005. 
27 World bank. Avian and Human Pandemic Influenza – Economic and Social Impacts. (accessed April 2018). 

http://www.worldbank.org/content/dam/Worldbank/document/HDN/Health/AHI-SocioImpacts.pdf
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35. Estimating the economy-wide costs from the program. The government will bear 
most of the costs from implementing the master plan. Investment costs to upgrade CHS is 
estimated at $358 million. Administrative costs for capacity building, operating cost and incentives 
for health workforce is estimated at $154 million. Other unquantified costs pertain to health 
insurance financing at LHC levels.   
 

(i) Infrastructure and Equipment Costs. The Program will support Directive No. 06-
CT/ TW dated 22 January 2002 of the Secretariat Committee “to develop 
appropriate investment policies to consolidate and complete the local healthcare 
network, of which priority should be given for upgrading local health facilities in 
difficult areas”. Decision No. 2348/QĐ-TTg dated 05/12/2016 of the Prime Minister 
approving the Master Plan of “Strengthening local health care network in the new 
situation” has clearly stated the target by 2025. 

 
The directive expects that 100% of CHSs should be qualified to provide health 
services by health insurance and fully cover primary health care activities, as well 
as performing 90% of health services package for commune level. 100% of CHSs 
will meet the national standards of CHSs. Capital and recurrent costs for this target 
have not been estimated.  
 
By 2020,1192 CHSs need to be rebuilt across Viet Nam. Based on a capital cost 
of $0.3 million per CHS, $358 million is required to meet this target.  
 

(ii) Personnel and Operating Costs. World Bank noted the government has set a 
target to staff 80% of the communes with a physician. However, it is difficult to 
attract qualified physicians to work in rural areas (footnote 23). The sustaining costs 
of the expansion of the workforce at the grass roots level are estimated at $79 million 
for staff incentives and 53 million for additional operating costs for family doctors, 
long term care and electronic health records in CHS. Additional staff will be required 
in the core MOH technical departments to oversee the design, rollout and 
management of the new governance and management systems once in place. 

 
The Master Plan supports Decree No. 109/2016/ND-CP dated 01/07/2016 of the 
Government which regulates on the licensing of health practitioners and health 
facilities. The Program and investment project will support the application of family 
medicine in CHSs covering (i) primary, general and comprehensive care; (ii) 
integrated and coordinated care; (iii) disease prevention; and (iv) community 
activities. Family medicine entails monitoring and primary health care for local 
people in prevention orientation. Training activities will address gaps not being 
covered by other projects and the government national program. For example, the 
World Bank HPET project will finance clinical training primary health care teams 
and associated development of training curriculum. Capacity building costs for 
doctors, midwives and nurses are estimated at $22 million. 
 

(iii) Management Capacity Building. Health workers at provincial, district and 
commune levels need to be trained to improve their professional and managerial 
capacity.  Technical transfer and technical support from higher levels to be able to 
provide two packages of basic health services to improve the efficiency of health 
facilities will also be required. Training on health management, planning, financial 
management, management of medical equipment and civil works, monitoring, 
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information and communication technology is also required at the provincial and 
central levels to support grass roots implementation of the Master Plan.  
 

(iv) Policy and Strategy Formulation. To encourage the improvement of health 
service quality as well as to improve preventive health services the financing 
mechanism at the grassroots level will be reformed to apply new models of budget 
allocation, and to provide payment and health insurance to create sustainable 
financial sources for health facilities. The Circular No. 39/2017/TT-BYT dated 18/10/ 
2017 of the Ministry of Health regulating the basic health service package for the 
local health care level describes the services to be delivered at the grass roots level.  
 

(v) Legislative initiatives. Resolution No. 20-NQ/TW dated 25/10/2017 at the 6th 
Central Executive Committee Conference, Session XII on strengthening the 
protection, care and promotion of people health includes specific indicators for 
health insurance coverage, lower out-of-pocket expenses, expanded vaccination, 
reduced child malnutrition, the proportion of CHSs to undertake prevention and 
treatment of non-communicable diseases and the rate of customer satisfaction for 
health services. Achieving these targets involves the development, issuance and 
implementation of legislation on reforming financing and operating mechanisms of 
local health care - such as the application of the family medicine model, provider 
payments, capitation, and electronic health records. 

 
F.  Contribution to Poverty Reduction 
 
36. The program addresses constraints to the accessibility, responsiveness and quality of LHC 
services, with a focus on populations in disadvantaged, mountainous, remote and border areas. 
The program will contribute to improved health status, especially for poor and ethnic minority 
populations. It will indirectly contribute to poverty reduction by reducing expenditures on 
catastrophic illness and improving the productivity of the population. The program will also reduce 
the costs of care for the poor if patients choose to use LHCs instead of traveling to district (and 
higher) hospitals, this would lower travel costs, lost wages due to travel, and lost family wages to 
transport elderly members. 
 
37. A deficient LHC system increases the population’s vulnerability to emerging diseases, 
NCD, along with long standing communicable diseases and reproductive health issues. An 
improved capability in the grass roots health system to contain outbreaks should limit economic 
damage and the frequency of emerging infectious disease. High rates of economic growth in Asia 
have largely underpinned poverty reduction in the region. This growth has increased the demand 
for labour, which in turn raised worker productivity and wages. 28  A serious pandemic would 
dramatically decrease economic growth and associated opportunities. During economic 
downturns, those with the fewest resources are usually hit the hardest. Reducing the probability of 
these events should help the poor.  
 
38. There is lower access to and/or utilisation for ethnic minorities and women and the 
imbalance in Viet Nam’s sex ratio at birth continues to rise. In 2013, the sex ratio at birth was 113.8 
boys/100 girls, which was higher than that of 111.9 in 2011. Gender differences are driven by (i) 
limited access to family planning and reproductive health services, particularly for young unmarried 
women, migrant women, and women in remote and mountainous regions (this underlies the 
increasing incidence of adolescent pregnancy as well heightened risk of exposure to HIV and other 
sexually transmitted infections); and (ii) ethnic minority women’s inability to seek services due to 

                                                 
28 ADB. 2004. Fighting Poverty in Asia and the Pacific: The Poverty Reduction Strategy of the Asian Development 

Bank. Manila. 
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their remoteness, the poor quality of care, language and cultural barriers, and their inability to pay 
leading to a maternal mortality ratio that, for some ethnic minority populations, is four times higher 
than that of majority Kinh. Reform of the local health system requires efforts to address barriers to 
access and acceptability experienced by women and girls.  
 


